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POSTMORTEM 

HOW  MISMANAGEMENT  KILLED  HEALTH-SYSTEM  REFORM 

AND  WHERE  WE  GO  FROM  HERE 


LEASE 


The  Texas  Medical  Association  has  endorsed  Autoflex  Leasing  for  its 
integrity , superior  service  record  and  flexible  leasing  plans.  Volume 
buying  power  gives  Autoflex  the  edge  over  other  companies  and  brings 
all  the  beriifits  to  you. 

Call  now  for  more  information  about  our  many  programs  specially 
created  for  TMA  members  and  enjoy  the  rewards  of  an  experienced 
company  ready  to  deliver  your  new  car. 

Call  l '800-634'  1 234  or  2 1 4-234 - 1 234 . 
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The  only  life  and  health  insurance  program 
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Texas  Medical  Association  Insurance  Trust 
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1-800-880-8181 
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Underwritten  by  The  Prudential  for 
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William  G.  Gamel,  M.D. 

Austin 

Past  President,  Texas  Medical  Association 


Recently,  there  has  been  a lot  of  talk  about  choice  and  portability  of  health  insurance  plans.  At  TMAIT  were  not 
quite  sure  what  the  big  deal  is.  TMAIT  has  offered  choice  and  portability  to  its  TMA  members  since  1955.  You 
choose  your  own  physician,  you  choose  your  own  hospital,  and,  if  you  change  your  practice,  change  employers,  or 
move  out-of-state,  you  take  your  TMAIT  insurance  with  you.  Isn’t  that  what  everyone  says  they  now  want? 


TMAIT  always  has  given  you  choice  and  portability.  TMAIT  always  will. 

We’re  part  of  your  health  care  team.  TMAIT  insurance  is  designed 
and  managed  by  TMA  physicians  for  TMA  physicians.  Since  1955. 
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Postmortem  on  reform 

It’s  hard  to  believe  that  just  a little  over  a year 
ago , the  forces  propelling  comprehensive 
health-system  reform  appeared  all  but  unstop- 
pable. What  happened 1 Analysts  from  all 
camps  have  had  a chance  now  to  examine  the 
corpse,  and  most  fingers  are  pointing  to  mis- 
management from  the  top. 
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Ever  wonder  what  a medical  office  manager  would  really  like  to 
tell  her  boss  about  running  a practice ? We  gave  five  the  chance. 
BY  CINDI  MYERS 


The  Physician’s  Life 

Address  for  success 

Physicians  have  valuable,  even  lifesaving  knowledge  to  share.  But 
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BY  KAREN  KOBYLUS 


mmmKmmammmm 


VOLUME  91  ★ NUMBER  1 


January  1995  Volume  91  No.  I 


TexasMedicine 


Law 

Battle  scars 30 

Texas  plastic  surgeons  were  hard  hit  by  the  medicolegal 
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Dear  Doctor: 
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Editor’s  note 


IUST  1 YEAR  AGO,  THE  JAN- 
uary  1 994  issue  of  Texas  Medicine 
was  devoted  to  the  subject  of 
health-system  reform.  It  seemed 
pretty  certain,  even  then,  that  Pres- 
ident Clinton’s  Health  Security  Act 
would  need  some  major  retooling 
before  Congress  would  accept  it. 

But  no  bill  at  all?  In  January  1994, 
chances  that  Congress  would  not  act 
on  reform  by  the  end  of  the  year 
seemed  remote. 

To  research  this  month’s  cover  story 
on  what  went  wrong  (pp  24-29), 
Legislative  Affairs  Editor  Ken  Ortolon 
spoke  with  sources  on  all  sides  of  the 
debate.  The  consensus  was  clear  that 
mismanagement  killed  national  health- 
system  reform.  As  George  Lundberg, 
MD,  editor  of  The  Journal  of  the 
American  Medical  Association  and  an 
outspoken  advocate  for  comprehensive 
reform,  summed  it  up:  “ I he  Clinton 
White  House  frittered  away  time  as  if 
oblivious  to  history.” 

What  now?  While  the  experts  pre- 
dict only  incremental,  if  any,  reform  out 
of  Washington  this  year  and  next,  mar- 
ket forces  continue  unabated  to  change 
the  practice  of  medicine.  Of  particular 
concern  to  Texas  physicians  is  the  rapid 
spread  of  managed  care,  which  was 
hotly  debated  when  TMA’s  House  of 
Delegates  met  for  interim  session  in 
November  1994  (see  pp  46-48). 

So  while  we  may  hear  little  of  pur- 
chasing cooperatives,  health  credit 
cards,  and  even  Harry  and  Louise  for  a 
couple  years,  this  story  is  far  from  over. 

JEAN  PIETROBONO 
Managing  Editor 
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Letters 


Physicians  may  get  paid 
for  hospice  care 


I READ  YOUR  NOVEMBER 
1994  issue  regarding  issues  sur- 
rounding death  and  the  dying 
process  with  great  interest.  As 
someone  with  a special  interest  in  this 
area  of  medicine,  1 frequently  see  that 
many  physicians  are  uncomfortable 
with  and  not  well  versed  in  this  aspect 
of  patient  care. 

However,  as  the  medical  director  of 
a hospice,  I was  disappointed  to  see 
the  perpetuation  of  a myth  that  inter- 
feres with  some  patients  being  referred 
for  hospice  care.  The  article  titled 
“With  hopes  for  a very  good  death”  (p 
23)  paraphrases  J.  Russell  Hoverman, 
MD,  PhD,  as  saying,  “Some  physi- 
cians feel  they  lose  control  when  they 
refer  patients,  and  there’s  also  a reim- 
bursement issue.  Physicians  continue 
to  manage  patients  but  don’t  get  paid 
for  it.  . . .” 

All  hospices  I am  familiar  with 
encourage  the  continuing  involve- 
ment of  the  patient’s  primary  physi- 
cian. In  fact,  a designated  attending 
physician  is  required. 

The  Medicare  hospice  benefit  pro- 
vides that  the  patient’s  primary  physi- 
cian may  still  bill  Medicare  and  receive 
payment  for  his  or  her  services. 
Medicare  will  not  accept  billings  on 
hospice  patients  from  referral  physi- 
cians, that  is,  physicians  other  than  the 
designated  primary  hospice  physician. 
Referral  physicians  may  still  submit 
bills  to  the  hospice.  These  bills  may 
undergo  screening  to  ensure  the  ser- 


vices rendered  are  hospice  appropriate, 
since  it  is  assumed  that  hospice 
patients  do  not  undergo  further 
aggressive  treatment.  Certainly,  there 
are  instances  where  referral  is  appro- 
priate, such  as  to  a radiotherapist  for 
pain  control  with  radiation  treatments. 

Other  insurance  plans  may  have  dif- 
ferent rules,  but  they  generally  follow 
guidelines  similar  to  Medicare  guide- 
lines. Consequently,  I feel  that  a failure 
to  refer  someone  to  hospice  care  based 
on  your  article’s  misleading  informa- 
tion would  be  most  unfortunate. 

R.J.  Crossno,  MD 

Medical  Director,  Heart  of  Texas  Hospice 
602  N Main  St 
Rockdale,  TX  76567-2397 


Cooperation  needed  to 
encourage  more 
primary  care  physicians 


IN  THE  ARTICLE  ENTITLED 
“Supply  and  distribution  of  prima- 
ry care  physicians  and  medical 
school  enrollments  in  Texas’’  in  the 
September  1994  issue  of  Texas 
Medicine  ( pp  60-70),  Virginia  C. 
Kennedy,  PhD,  and  William  D. 
Spears,  PhD,  conclude  that  decreasing 
enrollment  in  medical  schools  will 
lead  to  decreasing  numbers  of  prima- 
ry care  physicians  choosing  to  practice 
in  Texas.  And,  in  fact,  they  have  data 
to  support  this  trend. 

One  wonders,  though,  whether 
there  may  be  other  factors  influencing 


physicians’  choices  to  go  into  primary 
care,  one  of  the  most  important  of 
which  is  the  attitude  of  the  medical 
school  training  programs  and  incen- 
tives that  may  be  offered  to  encourage 
young  doctors  to  continue  in  special- 
ties that  are  typically  lower  paid. 

With  the  leaders  in  the  depart- 
ments of  internal  medicine,  pediatrics, 
and  family  practice  encouraging  stu- 
dents to  enter  primary  care  specialties, 
with  increased  interest  in  developing 
preceptor  programs  so  students  can 
spend  time  out  of  the  medical  centers 
and  in  doctors’  offices  seeing  how 
rewarding  primary  care  is,  with  feder- 
al funding  specifically  designated  for 
primary  care  training  programs,  and 
with  the  potential  for  loan  forgiveness 
if  residents  stay  in  primary  care  spe- 
cialties, we  should  see  a rise  in  the 
number  of  physicians  choosing  prima- 
ry care.  Hopefully,  funds  saved  from 
decreased  medical  school  enrollment 
can  be  used  to  develop  preceptor  and 
mentor  programs. 

Both  academic  and  community- 
based  physicians  will  need  to  work 
toward  a common  goal.  It  will  take  all 
groups  working  to  educate  legislators 
— state  and  federal  — on  ways  to 
solve  our  work-force  problems.  Surely 
the  next  10  years  will  show  real 


Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a letter,  mail  or  fax  it  to  Texas  Medicine,  TMA, 
401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1362. 
Please  type  letters  you  submit  for  publication,  and  keep  the 
length  to  400  words  or  less.  If  necessary,  you  may  include  a few 
references,  preferably  less  than  five.  Letters  are  published  at  the 
discretion  of  the  managing  editor  and  editorial  advisors,  and 
are  subject  to  editing  and  abridgment.  Letters  represent  the 
opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies 
of  the  Texas  Medical  Association. 
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File  Claims 
Electronically 


Letters 


• to  multiple  carriers  and  benefit  programs 
• through  one  clearinghouse 
• at  no  cost  to  you 

For  more  information  on  how  the  Texas  Health  Information  Network™ 
can  simplify  your  office  administration  and  save  you  money,  call 

The  Helpline 
(214)  766-5480 


T E X A S 

HEALTH 

INFORMATION  NETWORK™ 


Administered  by  Blue  Cross  and  Blue  Shield  of  Texas,  Inc. 

Kndorsed  by  the  Texas  Medical  Association  and  the  Texas  Hospital  Association 


. . . about  physician  staffing 

When  the  need  for  qualified  physicians  is  immediate , look  to  EmCare  Physician  Staffing 
Services.  Were  a Texas-based  company  dedicated  to  finding  the  right  physician  for  your 
medical  center  or  practice. 

EmCare  Physician  Staffing  Services  is  ready  to  provide... 

• Locum  Tenens 

• Physician  Search 

• Low  Volume/Acuity  ED  Practice  Management 

• Radiology  Department  Practice  Management 

Ear  qualified  staffing  services,  look  to  a company  who  understands  your  state...  of  need 

EmCare 

Physician  Staffing  Services 
The  Choice  Is  Yours 

1717  Main  Street  • Suite  2000  • Dallas,  Texas  75201 


changes  in  the  supply  of  primary  care 
and  rural  physicians. 

Isabel  V.  Hoverman,  MD 

3407  Glenview 
Austin,  TX  78703 


Reform  will  rise  again, 
but  invisibly 


Health-system  reform  is 

not  dead.  Hillary  Rodham 
Clinton  blames  bad  politics  for 
the  failure  of  a health-system 
reform  bill  to  have  made  it  to  a con- 
gressional vote  before  the  recess.  The 
latest  announcement  from  the 
Clinton  administration  is  that  it  will 
be  back  in  1995,  but  with  a political 
error  corrected  — Mrs  Clinton  and 
Ira  Magaziner  will  remain  in  the  back- 
ground like  puppeteers,  pulling  the 
strings  — but  you  won’t  see  them. 

Mrs  Clinton  has  said  that  people  in 
this  country  have  been  trying  for 
decades  to  get  a government-run,  uni- 
versally mandated  health  system 
through  Congress. 

In  her  mania  for  power,  Mrs 
Clinton  does  not  recognize  that  since 
Wilbur  Cohen  first  tried  to  socialize 
the  entire  provision  of  medical  care  in 
America  in  the  mid-1950s,  hundreds 
of  millions  of  Americans  have  repeat- 
edly fought  to  stave  off  the  efforts  of  a 
few  dozen  members  of  Congress,  a 
few  presidents,  and  various  other  “lib- 
erals,” both  within  and  outside  the 
political  structure,  who  have  actively 
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sought  a politically  dominated,  gov- 
ernment controlled,  semi-European 
style  ot  socialized  medicine.  Who  in 
his  right  mind  wants  it?  Once  again, 
we  Americans  managed  to  convince  a 
majority  of  members  of  the  1 03rd 
Congress  that  we  did  not  even  trust  a 
vote  on  the  matter,  lest  something  got 
slipped  off  on  us,  as  has  so  often  hap- 
pened before. 

With  health-system  reLorm  going 
underground,  the  need  Lor  citizen  vig- 
ilance is  greater  than  ever.  Just  as  three 
fourths  oL  Medicare  and  Medicaid  leg- 
islation has  been  slipped  through 
Congress  as  riders  on  other  bills,  we 
can  expect  to  find  next  year’s  health- 
system  reLorm  bills  tacked  piecemeal 
onto  bills  such  as  those  concerning 
public  lands,  banking,  and  wetlands 
conservation. 

We  re  going  to  get  it,  folks;  were  just 
not  going  to  see  it  coming  unless  we  go 
after  the  104th  Congress  right  away. 

George  C.  Manning,  MD 

605  W Fairfax 

Fort  Wayne,  IN  46807-31 12 


In  politics,  money  talks 


The  election  results  of 
November  8,  1994,  may  be  a 
reprieve  from  the  government 
domination  oL  medicine,  but  it  is 
not  a Lull  pardon.  There  are  many 
lessons  to  the  politics  oL  1994.  The 
doctors’  take-home  message  should  be 
to  stay  involved,  both  personally  and 
financially.  Long  ago,  plaintill’s  law- 


yers learned  the  benefit  oL  how  politi- 
cal donations  return  to  them  multi- 
Lold.  Doctors  have  to  change  their 
mindsets  and  open  their  pockets  to 
aggressively  support  political  leaders 
favorable  to  medicine  financially.  Stop 
with  the  old  thoughts  oL  “My  dona- 
tion doesn’t  matter,”  or  “I  work  too 
hard  for  my  money  to  give  it  away.” 

IL  doctors  want  to  continue  their 
way  of  life,  they  will  have  to  pay  their 
Lair  share  and  more  to  preserve  medi- 
cine. They  must  support  TEXPAC, 
TMA,  AMA,  and  conservative  legisla- 
tors, and  especially  Phil  Gramm. 

Robert  M.  Cain,  MD 

1111  W 34th  St,  Suite  2 1 1 
Austin,  TX  78705 


For  tax  issues, 
use  a CPA. 

For  coding  and 
reimbursement  issues... 

You  need  a 
C.P.C 

Optimize  your  reimbursements 
with  training  by  our  Certified 
Procedural  Coders. 

The  professionals  at  Provider 
Financial  Services,  Inc.  have 
been  certified  by  The  American 
Academy  of  Procedural  Coders. 

We  offer  practice-specific 
classes  for  physicians  and 
office  personnel  in  areas  of: 

Office  visit  levels 
Consultations 
Flospital  admits 
Inpatient  visits 
Required  documentation 
ICD-9  coding 

We  also  conduct  audits  of 
CPT  & ICD-9  coding  and 
fee  schedules. 

If  seminars  just  leave  you 
more  confused,  our  one-on-one 
sessions  will  answer  your 
questions  and  solve  your 
coding  problems. 

Classes  held  in  our  office  or 
yours  at  your  convenience! 

P.F.S.I.  More  than  just  a 
billing  service. 

Call  Tom  Howard,  CPC 
(800)  766-5405 


PFSI 
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MG/5000-419  3696  © Siemens  Medical  Systems, 


SIEMENS 


The  revolutionary  open  design  and  high  image  quality 
of  the  MAGNETOM®  Open  MRI  scanner  offer 
significant  benefits  for  patients,  medical  professionals 
and  healthcare  decision-makers. 


• Increased  patient  comfort. 

• The  ability  to  scan  a wider  array  of  patients. 

• A full  range  of  clinical  capabilities. 

• Affordably  priced. 

The  MAGNETOM  Open. 

Opening  New  Discussions  About  MRI. 


Call  today  for  more  information  about  the 
MAGNETOM  Open,  and  the  new  open  approach  to  MRI 

1-800-480-OPEN,  request  department  DD4 


Siemens  Medical  Systems,  Inc. 

186  Wood  Ave.  South,  Iselin,  NJ  08830 


Siemens... 

technology  in  caring  hands. 


NEWSMAKERS 


McAllen  family  practitioners  Ramiro 
Casso,  MD,  and  Lauro  Guerra,  MD, 

were  honored  by  city,  county,  and 
community  leaders  for  their  medical 
and  political  efforts  on  behalf  of  resi- 
dents of  the  Rio  Grande  Valley. 

Michael  E.  DeBakey,  MD,  chancellor 
of  Baylor  College  of  Medicine, 
received  the  1994  Texas  Society  for 
Biomedical  Research  Distinguished 
Service  Award. 

Phillip  A.  Deffer,  Sr,  MD,  was  honored 
with  the  establishment  of  a lecture 
series  in  orthopedics  in  his  name  at 
Ihe  University  of  Texas  Health 
Science  Center  at  San  Antonio. 

Psychiatrist  Edward  Freeman,  MD, 

Houston,  was  recognized  in  Dollars  & 
Sense  magazine’s  10th  Annual  Tribute 
to  America’s  Best  & Brightest  Business 
and  Professional  Men  and  Women. 

The  1994-1995  Texas  Academy  of 
Family  Physicians  officers  are  Roland 
Goertz,  MD,  Houston,  president; 

Thomas  Mueller,  MD,  La  Grange, 
president-elect;  Jimmy  Randles,  MD, 

Waco,  immediate  past  president; 
Sheri  Talley,  MD,  Fort  Stockton,  vice 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA 
membership;  election  or  appointment  to  an  office  of  or  honors 
from , a national  or  state  organization;  or , space  permitting, 
recognition  at  the  local  level.  Items  for  the  Newsmakers  section 
are  published  at  the  discretion  of  the  managing  editor.  Submit 
items  for  consideration,  with  photos  if  possible,  to  Denise  Kotson, 
People,  Texas  Medicine.  401  W 15th  St,  Austin,  TX  78701; 
fax  (512)  370-1632. 


A special  reunion 


AS  THE  COUNTRY 
geared  up  for  World 
War  II,  two  young 
men  headed  for  the 
recruitment  office,  like 
thousands  of  others,  and 
were  soon  flying  combat 
missions  over  Europe  as 
members  of  the  US  Army 
Air  Corps.  They  first  met 
when  both  were  shot  down 
over  Germany,  forced  to 
parachute  into  enemy  territory,  and  captured  by  Germans  within  weeks  of 
each  other.  W.T.  Jones,  Jr,  from  Goose  Creek,  Tex,  and  Coleman  Jacobson, 
from  Iowa  City,  Iowa,  spent  the  next  year  interred  with  about  200  other  pris- 
oners in  Stalag  Luft  I,  a German  prisoner-of-war  camp  near  the  Baltic  Sea. 

Fearing  approaching  Russian  soldiers,  their  prison  guards  abandoned  the 
camp  on  May  1 , 1945,  and  the  prisoners  dispersed,  some  making  their  way 

back  to  Allied  forces  alone  and  others  in  groups. 
Then,  about  10  years  later,  Dallas  dermatologist 
Coleman  Jacobson,  MD,  and  W.T.  Jones,  MD, 
now  a retired  Baytown  anesthesiologist,  bumped 
into  each  other  at  a Texas  Medical  Association 
meeting.  Neither  had  known  that  the  other  had 
become  a physician,  and  it  would  be  almost  40 
years  before  they’d  meet  again. 

Dr  Jones  and  some  former  Stalag  Luft  I cell- 
mates began  holding  reunions  in  1988,  and  Dr 
Jacobson  attended  his  first  in  1994.  “It  was  just 
marvelous,”  Dr  Jacobson  said  of  reuniting  with 
Dr  Jones  and  23  other  former  Stalag  Luft  I POWs. 
“We  were  all  just  ebullient." 

I he  group  plans  a big  anniversary  bash  this 
year,  the  50th  anniversary  of  their  liberation.  “The 
Germans  did  not  mistreat  us,”  Dr  Jones  said.  “But 
it  was  a great  relief  when  the  Russians  came  in  and 
tore  that  barbed  wire  down.” 


Coleman  Jacobson,  MD,  left,  atid  W.T.  Jones,  Jr,  MD, 
reunited  in  1994.  The  photos  below  were  taken  during 
their  interment  at  Stalag  Luft  I during  World  War  II. 
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Roland  Goertz,  MD  Carlos  R.  Hamilton, Jr, MD 


Norma  Porres,  MD  D.  Ann  Rosson,  MD 


president;  Leah  Raye  Mabry,  MD, 

Pleasanton,  treasurer;  and  Stephen 
Benold,  MD,  Georgetown,  parliamen- 
tarian. 

Martin  Grabois,  MD,  Houston,  was 
installed  as  the  56th  president  of  the 
American  Academy  ol  Physical  Medi- 
cine and  Rehabilitation. 

Gastroenterologist  David  Y.  Graham, 
MD,  and  pediatrician  Huda  Yoghbi, 
MD,  Houston,  were  among  the  first 
recipients  of  the  Michael  E.  DeBakey, 
MD,  Excellence  in  Research  Award. 

David  Gritz,  MD,  was  awarded  the 
first  Ruth  M.  Glickman  Memorial 
Research  Endowment  Fund  in 
Ophthalmology  at  The  University  of 
Texas  Health  Science  Center  at  San 
Antonio. 

12 


Leonard  E.  Lawrence,  MD  Joseph  T.  Painter,  MD 


Psychiatrist  Leonard  E.  Lawrence, 

MD,  associate  dean  for  student  affairs 
at  The  University  of  Texas  Health 
Science  Center  at  San  Antonio, 
received  the  Outstanding  Service  to 
Medical  Education  Award  from  the 
National  Association  of  Medical 
Minority  Educators. 

Austin  thoracic  surgeon  John  Oswalt, 
MD,  received  the  Distinguished  Alum- 
nus Award  from  the  Texas  Christian 
University  Alumni  Association. 

Joseph  T.  Painter,  MD,  vice  president 
of  health  policy  at  M.D.  Anderson 
Cancer  Center,  received  a Distin- 
guished Alumnus  Award  from  the  Ex- 
Students  Association  of  The  Univer- 
sity ol  Texas  at  Austin. 

Norma  Porres,  MD,  Lubbock,  was 
named  Texas  Family  Physician  of  the 
Year  by  the  Texas  Academy  of  Family 
Physicians  (TAFP).  Perry  Post,  MD, 
San  Antonio,  and  Logan  Swords,  MD, 
Fort  Worth,  were  named  physicians 
emeritus  of  the  academy,  and  Mario 
Ramirez,  MD,  McAllen,  was  presented 
the  TAFP  Presidential  Award  of 
Merit. 
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The  1994-1995  officers  for  the 
Houston  Society  of  Plastic  Surgeons 

are  Berkeley  Powell,  MD,  president; 
David  Lee,  MD,  vice  president;  Mark 
Schusterman,  MD,  treasurer;  and 
John  Teichgraeber,  MD,  secretary. 

The  Texas  Society  of  Internal  Med- 
icine officers  for  1994-1995  include 
D.  Ann  Rosson,  MD,  Kerrville,  presi- 
dent; and  Carlos  R.  Hamilton,  Jr,  MD, 

Houston,  president-elect. 

Semiretired  family  practitioner  David 
M.  Shelby,  MD,  Gonzales,  was  recog- 
nized by  Gov  Ann  Richards  for  his 
outstanding  efforts  as  a physician. 


DEATHS 


W.H.  Ainsworth,  MD,  80;  Halletts- 
ville;  The  University  ol  Texas  Medical 
Branch  at  Galveston,  1940;  died 
October  21 , 1994. 

John  V.  Blake,  Jr,  MD,  89;  Seguin; 
Washington  University  School  of  Med- 
icine, 1932;  died  September  27,  1994. 

David  Syme  Buell,  MD,  72;  Dallas; 
Tulane  University  School  of  Medicine, 
1951;  died  October  7,  1994. 

Tom  C.  Burditt,  MD,  71;  Abilene; 
Baylor  College  of  Medicine,  1947; 
died  October  21,  1994. 

Howard  C.  Coggeshall,  MD,  87;  Dallas; 
Indiana  University  School  of  Medicine, 
1932;  died  October  6,  1994. 


People 


Former  TMA  President 
William  F.  Ross,  MD,  dies 


WILLIAM  F.  Ross,  MD,  PRESIDENT  OF 
the  Texas  Medical  Association  during  1981— 
1982,  died  November  5,  1994,  at  age  69.  He 
formerly  chaired  the  TMA  Council  on  Medical 
Education  and  the  TMA  Committee  on  Medical 
Manpower,  and  was  a member  of  the  TMA  Council  on 
Legislation  and  the  editorial  committee  of  Texas  Med- 
icine. Speaking  ol  his  TMA  presidency  in  a 1981  Texas 
Medicine  interview,  Dr  Ross  said,  “We  should  be  a 
source  of  information,  able  to  pro-act  rather  than  react. 
The  TMA  should  provide  a forum  out  of  which  could 
come  a consensus  that  is  stronger  than  an  individual 
voice  and  more  lasting.” 

A resident  of  Carrollton,  Dr  Ross  was  born  in  Mount 
Enterprise,  Tex,  in  1925.  His  lather,  brother,  a great- 
granduncle,  and  a great-uncle  were  all  family  practition- 
ers. Dr  Ross  was  a rockets  instructor  in  the  Naval  Air 
Force  during  World  War  II  and  was  discharged  as  petty 
officer  first  class.  He  received  his  medical  degree  from 
Fhe  University  of  Texas  Southwestern  Medical  Center 
in  1954  and  served  an  internship  at  Parkland  Memorial 
Hospital  the  following  year. 

After  22  years  in  private  practice  in  San  Benito,  Tex, 
Dr  Ross  headed  the  division  of  family  practice  at  The 
University  of  Texas  Southwestern  Medical  Center  from 
1977  until  1984,  and  then  chaired  the  department  of 
family  practice  and  community  medicine  at 
Southwestern  until  his  retirement  in  1993.  Known  for 
his  humor,  he  enjoyed  introducing  himself  with,  “Bill 
Ross  is  my  name,  family  practice  is  my  game.  I take  care 
of  moles,  colds,  sore  holes,  five  kinds  of  fits,  and  the 
blind  staggers.” 

Dr  Ross  will  be  remembered  as  a leader  among  fami- 
ly practice  physicians  and  as  an  advocate  for  his  patients. 
Active  in  a variety  of  local,  state,  and  national  groups,  he 


previously  chaired  the  legislative  and  public  policy  com- 
mittee of  the  Texas  Academy  of  Family  Physicians,  direct- 
ed the  American  Board  of  Family  Practice,  and  served  on 
the  advisory  committee  on  graduate  medical  education 
of  the  American  Medical  Association.  He  also  was  a 
member  of  the  Dallas  County  Medical  Society,  the  Texas 
Hospital  Association,  and  the  American  Hospital 
Association.  Some  of  his  other  interests  included  forestry, 
farming,  raising  prize-winning  cattle,  rocks  and  fossils, 
wildlife,  reading,  and  the  bass  fiddle. 

He  is  survived  by  his  wife,  E.  Jane  Ross;  sons, 
William  G.  Ross,  of  Nacogdoches,  and  (ames  S.  Ross,  of 
Davenport,  Iowa;  three  daughters,  Stephanie  Ross 
Coker,  of  Garland,  Lauren  Jane  Ross  Baldwin,  of 
Houston,  and  Paula  Beth  Ross  Cogell,  of  Denton;  and 
three  grandchildren. 
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Raphael  Joseph  Conte,  MD,  87;  Trinity; 
Tulane  University  School  of  Medicine, 
1934;  died  October  24,  1994. 

Frederick  A.  Elston,  MD,  72;  Pampa; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1946;  died 
September  22,  1994. 

Alberto  Mallare  Garma,  MD,  34; 

Garland;  Southwestern  University- 
Philippines,  1966;  died  October  5, 
1994. 

Warren  Edward  Hancock,  MD,  78; 

Dallas;  Louisiana  State  University 
School  ol  Medicine  in  New  Orleans, 
1943;  died  October  10,  1994. 

Melvin  G.  Hutchins,  MD,  68;  Conroe; 
Baylor  College  ol  Medicine,  1949; 
died  October  14,  1994. 

Ben  R.  King,  MD,  70;  Lubbock;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1931;  died  September  29, 
1994. 

William  L.  Kraus,  MD,  72;  Dallas; 
Harvard  Medical  School,  1952;  died 
October  7,  1994. 

E.E.  Lenon,  MD,  75;  Conroe; 
University  of  Arkansas  lor  Medical 
Science  College  ol  Medicine,  1943; 
died  October  22,  1994. 

David  M.  Patton,  MD,  79;  Amarillo; 
University  ol  Pennsylvania  School  of 
Medicine,  1940;  died  October  10,  1994. 

Dean  Vincent  Rittmann,  Jr,  MD,  43; 


Lubbock;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1977; 
died  October  25,  1994. 

James  Bradley  Robinett,  Jr,  MD,  89; 

Houston;  McGill  University  Faculty 
of  Medicine-Canada,  1933;  died 
October  26,  1994. 


Nominations 
are  now  open 


1995 
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For  Service  in 
Health  Promotion  and 
Disease  Prevention 


• Physician’s  Award 
• Non-Physician  Award 

Nomination  deadline  for 
TMA’s  1995  Golden  Apple 
Awards  is  January  30,  1995 . 
For  nomination  guidelines 
call  (800)  880-1300, 

Ext.  1466. 
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Attention:  Physicians 


Have  your  patients'  medicines 

had  a check-up? 

Many  of  your  patients  take  several  different  medicines  every  day.  Separately 
each  one  works  well.  But  if  they  take  two  or  more  different  medicines  in 

combination  without  checking  with  f 

you  to  be  sure  they  work  safely 
together,  they  can  sometimes  be 
harmful. ..even  dangerous. 

The  next  time  you  prescribe  a 
medicine,  ask  your  patients: 

"What  other  prescription  and 
nonprescription  medicines 
are  yon  taking?" 


i i 

YES!  Please  send  me  free  information  to  use  when  talking 
with  my  patients  about  their  multiple  medicine  use. 


Name 


Address 


L 


City  State 

Mail  to: 

% £ NCPIE 

j v 666  Eleventh  Street,  NW 
Suite  810 

Washington,  DC  20001 


Zipcode 


J 


A public  service  message  from  the  National  Council  on  Patient  Information  and  Education  (NCPIE)  and  the  U.S.  Administration  on  Aging 
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True  confessions 

What  office  managers  wish  doctors  knew 

By  Cindi  Myers 


f your  office  manager  had  the  opportunity  to  give 
you  anonymous,  no-holds-barred  advice  on  how 
you  could  improve  your  medical  practice,  what 
I would  she  say?  Texas  Medicine  asked  office  managers 
from  a variety  of  practice  settings  around  the  state  to  reveal 
what  they  think  physicians  should  do,  and  what  physicians 
need  to  stop  doing,  to  help  their  practices  run  more 
smoothly,  be  more  productive,  and  earn  better  profits. 

The  four  office  managers  and  one  billing  professional 
interviewed  for  this  article  have  a combined  total  of  79 
years  of  experience  in  physicians’  offices.  Most  have 
worked  for  more  than  one  doctor,  in  a variety  of  special- 
ties. They  present  a front-office  perspective  of  the  physi- 
cian’s role  in  the  business  side  of  a medical  practice. 

Talk,  talk,  talk 

Like  good  marriages,  the  best  medical  practices 
rely  on  good  communication  between  doctor 
and  office  staff,  especially  when  it  comes 
to  billing  out  the  correct  charges. 

“Communication  is  the  key  to 
the  whole  thing,”  said  Kathie  Brown, 
administrative  and  billing  clerk  for  a 
busy  obstetrics  and  gynecology  prac- 
tice in  Odessa.  “My  doctor  takes  time 
lor  me  every  morning  to  tell  me 
about  his  admissions  and  whether  or 
not  his  surgeries  were  difficult,  so  I 
know  how  to  code  them.” 

Mary  Taylor,  manager  of  a two- 
physician  urology  practice  in  Lufkin, 
agrees.  “I  think  one  ol  the  best  ways  to 
make  sure  you  get  all  the  money  that’s 
due  is  to  get  the  information  about  your  pro 
cedures  and  what  you’ve  done  that  day  to  the 
office  manager  in  a timely  manner,”  she  said. 

ClNDI  Myers  is  a freelance  writer  based  in  Wbnberley. 


A delay  in  getting  charges  to  staff 
means  a delay  in  billing  the  charges, 
which  stalls  cash  flow.  And  putting  the 
task  off  too  long  could  make  a differ- 
ence in  whether  the  physician  is  paid 
at  all.  Medicaid,  many  health  mainte- 
nance organizations,  and  some  private 
insurance  companies  have  established 
90-day  limits  lor  filing  claims. 

Several  ol  the  managers  interviewed 
told  horror  stories  of  physicians  who 
turned  in  charges  months  after  a surgery 
or  hospital  visit,  too  late  to  be  reim- 
bursed. Doctors  who  are  snowed  under 
with  patients  and  commitments  may 
feel  they  don’t  have  the  time  to  go  over 
charges  daily,  but  those  minutes  can  add 
up  to  big  dollars  in  reimbursement. 
Good  communication  between 
physician  and  staff  helps  the  office  run  more  smooth- 
ly, too.  Pat  MacPhail,  who  manages  an  orthopedic 
medicine  office  in  El  Paso,  applauds  her  doctor 
for  letting  her  know  when  a surgery  takes 
longer  than  he’d  planned.  “If  you 
don’t  know  where  they  are,  or  that 
they’ve  been  delayed,  you  can  really 
get  in  a mess  in  the  office,  and  then 
everyone’s  cross,”  she  said. 

Patients,  as  well  as  office  staff, 
appreciate  when  their  physicians  let 
them  know  the  reason  behind  a 
delay.  It’s  another  small  touch  that 
can  pay  off  big  in  patient  loyalty,  refer- 
rals, and  a happy  staff. 

Learn  the  rules  of  the  game 

No  one’s  happy  with  the  paperwork  shuf- 
fles and  telephone  tag  that  characterize  the 
precertification  and  referral  process  of  many 
insurance  companies.  Physicians  are  frus- 
trated by  delays  in  getting  patients  the  care 
they  need,  and  office  managers  are  frustrated  when  doctors 
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blame  them  or  other  staff  members 
lor  the  holdup. 

“The  doctor  must  allow  enough 
time  for  the  paperwork  and  all  the 
authorizations  to  be  completed,  none 
of  which  can  he  done  instantly,”  said 
Ms  MacPhail.  “The  doctor  has  to  he 
aware  that  this  must  be  done  in  order 
to  be  reimbursed.” 

Office  managers  also  wish  doctors 
were  more  familiar  with  the  require- 
ments of  all  the  insurance  programs  in 
which  they  participate.  “I  don't  think 
the  doctors  get  enough  education 
when  it  comes  to  Medicare,”  said 
Laura  Qualls,  manager  of  a Kerrville 
gastroenterology  practice  that  treats  a 
large  number  of  Medicare  patients. 

Though  she’s  quick  to  add  that  her 
physicians  are  so  busy  they  don’t  have 
time  to  attend  Medicare  classes,  as  she 
does,  she’d  like  to  see  the  situation 
remedied.  “It’s  left  up  to  us  as  the 
office  managers  to  know  what  they 
can  do  and  what  they  can’t,”  she  said. 
“That’s  probably  the  most  frustrating 
thing  for  me.” 

Medicare,  Medicaid,  worker’s  com- 
pensation, and  an  alphabet  soup  of 
managed  care  plans  each  has  its  own 
guidelines,  regulations,  and  require- 
ments. Good  office  managers  will  be 
familiar  with  them  all,  but  physicians 
assume  ultimate  responsibility  and  lia- 
bility for  the  care  they  give.  If  office 
managers  or  other  staff  make  mis- 
takes, the  doctors  pay  the  penalties. 
By  knowing  the  requirements  of  the 
major  plans  in  which  their  offices  par- 
ticipate, doctors  protect  themselves. 

More  than  one  manager  related 
tales  of  physicians  ordering  tests  or 


Practice  management  resources 
fromTMA 

The  Texas  Medical  Association  offers  a comprehensive  educational 
program  to  help  physicians  and  their  office  staffs  run  practices 
smoothly  and  profitably.  In  the  first  half  of  1995,  TMA  will  offer 
practice  management  seminars  on  a broad  range  of  topics,  including: 

• what’s  new  in  Medicare  and  the  new  E&M  codes, 

• how  to  file  electronic  claims  on  the  new  Texas  Health  Information 
Network, 

• calculating  capitation, 

• tax  strategies  for  Texas  physicians, 

• getting  serious  about  managed  care, 

• OSHA  95  update, 

• maximizing  third-party  reimbursement, 

• managing  managed  care, 

• workers’  compensation  '95,  and 
• improving  recordkeeping  to  reduce  risk. 

TMA  also  offers  a line  of  publications  and  videos  to  help  physicians  and 
office  managers  train  staff  on  office  procedures  and  practice  management, 
including: 

• The  Complete  Workers'  Compensation  Guide  for  Texas  Physicians; 

• I'M  A 's  Medicare  Companion:  Mastering  Limited  Coverage  for  CPT  Codes; 
• Tuberculosis  Education  Program,  which  includes  a video  for  office  staff 
training  and  another  for  patient  education; 

• Rx  for  Success:  Communicating  to  Reduce  Risk;  and 
• OSHA  News  & Review,  a bimonthly  subscription  newsletter  that  helps 
physicians  provide  the  mandatory  OSHA  training  to  office  staff. 

To  receive  a free  packet  containing  a schedule  of  events,  pricing,  and 
more  information,  write  for  the  TMA  Practice  Management  Kit,  Texas 
Medical  Association,  401  West  15th  St,  Austin,  TX  78701.  You  may  fax 
your  request  to  TMA  at  (512)  370-1632. 
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referring  a patient  to  a specialist,  only 
to  find  out  once  the  patient  had  left 
the  office  that  the  test  or  specialist  was 
not  covered  by  the  patient’s  insurance 
plan.  This  embarrassing  mistake  could 
prove  costly  in  lost  reimbursement.  It 
could  even  lead  to  being  dropped 
from  a managed  care  plan  for  failure 
to  follow  the  plan’s  guidelines. 

What  about  coding?  Some  physi- 
cians do  their  own  coding;  most  rely 
on  the  office  manager  or  a billing 
person.  “They  know  what  they  did, 
but  they  don’t  know  the  code  for  it,” 
said  Ms  Brown.  “That's  what  they 
pay  us  for.’’ 

Donna  Dickerson,  manager  of  a 
professional  association  of  family 
practitioners  with  three  offices  in  the 
San  Marcos  area,  disagrees.  “Doctors 
need  to  take  an  active  role  in  their 
coding,”  she  said.  “When  lawsuits 
come,  they’re  the  ones  that  get  in 
trouble,  not  the  staff.” 

Although  an  experienced  coder  like 
Ms  Brown  can  make  an  educated  judg- 
ment about  what  to  put  on  a claim,  the 
physician  is  the  only  one  who  really 
knows  what  took  place  in  the  operating 
room  or  behind  the  exam  room  door. 
The  more  accurate  and  precise  the  cod- 
ing, the  better  the  reimbursement, 
regardless  of  the  payer. 

Invest  in  the  staff 

Even  the  most  business-sawy  physi- 
cians rely  on  their  staffs  to  keep  their 
offices  going.  But  some  physicians 
underestimate  the  importance  of  the 
people  behind  the  desk.  Staffing  is  one 
of  the  largest  expenses  in  any  medical 
office,  and  like  any  small  business 
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owner,  doctors  are  understandably 
hesitant  to  add  new  employees.  But 
staff  shortages  could  be  costly  in  terms 
of  backlogged  work,  slow  insurance 
filing,  and  poor  cash  flow,  as  well  as 
increased  employee  turnover. 

“Staffing  is  always  a problem,”  said 
Ms  Qualls.  “1  think  what  happens  too 
often  is  that  were  totally  inundated 
with  regulations  and  paperwork 
before  they  realize,  ‘1  guess  we’d  better 
hire  someone  else.  ” 

“When  you  have  a doctor  that  goes 
through  office  personnel  every  6 or  9 
months,  you’re  going  to  lose  reim- 
bursement,” said  Ms  Brown.  “The 
longer  you  have  an  insurance  clerk, 
the  more  accurate  and  precise  he  or 
she  is.” 

Staff  turnover  also  makes  patients 
uncomfortable,  adds  Ms  Dickerson. 
Patients  like  to  see  a familiar  face 
when  they  come  in  the  office. 

These  office  professionals  also  feel 
strongly  that  investing  in  staff  training 
pays  off.  “I  think  it's  important  to 
have  a knowledgeable  staff,”  said  Ms 
Dickerson. 

“My  doctor  sees  that  I have  the 
opportunity  to  go  to  seminars  so  I can 
get  the  top  reimbursement  for  him,” 
said  Ms  Brown. 

Training  staff  costs  money,  but 
retraining  costs  even  more  — in  lost 
productivity  and  in  the  increased  pos- 
sibility of  a novice  making  mistakes. 

One  way  to  avoid  staff  turnover  is 
for  the  physician  to  respect  employees’ 
judgment  and  to  support  the  office 
manager's  authority.  “My  No.  1 rule  is 
that  the  doctor  takes  care  of  the 
patients,  and  the  office  manager  takes 
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care  of  business,"  said  Ms  Taylor. 
“Never,  ever  should  the  doctor  discuss 
business  with  the  patients.” 

Ms  Dickerson  agrees,  pointing  out 
that  the  office  loses  credibility  if  the 
doctor  changes  the  rules  or  makes  spe- 
cial arrangements  with  patients.  What 
if  a patient  puts  a physician  on  the 
spot  by  asking  for  a special  payment 
arrangement  or  price  break?  Accord- 
ing to  Ms  Dickerson,  the  physician 
needs  to  say,  “Discuss  it  with  my  busi- 
ness office.” 

The  flip  side  is  that  office  managers 
really  want  their  physicians’  input. 
“I’m  real  fortunate  right  now  to  work 
for  a doctor  who  has  his  priorities  in 
line,”  said  Ms  Qualls.  “He  gives  some 
real  thought  to  things  before  he  just 
jumps  in  and  makes  a decision,  and  I 
appreciate  that.” 

Good  office  managers  allow  physi- 
cians to  concentrate  on  the  medical 
side  of  their  practices.  But  doctors 
shouldn’t  neglect  the  business  side 
altogether.  “I  think  it’s  important  that 
they  know  how  many  patients  they’re 
seeing  a month  and  the  diagnoses 
they're  seeing,”  Ms  Dickerson  said. 
“In  any  practice,  you  need  to  set  goals 
— milestones  — that  you  want  to  see 
your  practice  attain." 

Ms  Taylor  offers  this  parting  advice 
for  physicians  who  want  to  improve 
their  relationships  with  the  second 
most  influential  person  in  their  of- 
fices: “Doctors  and  office  managers 
need  to  respect  each  other’s  opinions 
and  work  together  to  make  sure  the 
office  runs  smoothly.”  ★ 


Many  Thanks  To  All  Those  Who  Contributed  In  1994 
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Irene  B.  Skor,  The  Woodlands 
Dr.  and  Mrs.  H.  Don  Smith,  MD,  Tyler 
Smith  County  Medical  Society  Alliance 
Dr.  and  Mrs.  W.  Herd  Snider,  Tyler 
Donal  W.  Steph,  MD,  Tyler 
Mack  I).  Stewart,  MD,  Tyler 
Cathy  Toledo,  Fort  Worth 
Travis  County  Medical  Society 
Linda  Vancil,  Ballinger 
Kim  I).  Vernon,  MD,  Dallas 
Mrs.  Ronald  F.  Vrnak,  Tyler 
Claudia  Ann  Waldron,  Txler 
Dr.  Bill  and  Karen  Wallace,  Txler 
Dr.  James  W.  and  Bella  L.  Ward,  Arlington 
Alice  V.  White,  PhD,  Austin 
Paul  H.  Wick,  MD,  Tyler 
Cheryl  C.  Williams,  Tyler 
Josie  R.  Williams,  MD,  Paris 
M.  C.  Williams,  MD,  Lake  Jackson 
O.  Ray  Wilson,  MD,  Tyler 
Dr.  and  Mrs.  Dale  A.  Wood,  San  Antonio 
Dr.  and  Mrs.  James  A.  Wynn,  San  Antonio 
Adele  W.  Zedler,  Austin 


We  appreciate  your  support  as  together  we  are  working  to  build  healthy  lives  and  communities. 

IF  YOU  ARE  INTERESTED  IN  MAKING  A CONTRIBUTION.  CALL  THE  TMA  FOUNDATION  AT  (800)  880-1300.  EXT.  1663. 

THIS  LIST  REPRESENTS  GIFTS  FROM  ]ANUARY  1. 1994.  THROUGH  DECEMBER  2.  1994. 

PLEASE  CALL  US  IF  YOU  NOTICE  ANY  INACCURACIES. 
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Address  for  success 

As  Shakespeare  said \ “Mend  your  speech  a little,  lest  you  may  mar  your  fortunes.  ” 

By  Karen  Kobylus 


hysicians  don’t  think  much  about  public 
speaking.  It’s  not  their  thing.  If  the  podium 
can’t  be  avoided,  it  is  approached  with  little 
relish  by  many  of  the  brightest  and  most 
knowledgeable  physicians.  And  that’s  too  bad. 

Physicians  have  a wealth  of  information  to  share  with 
lay  audiences  as  well  as  their  colleagues.  Through  develop- 
ing and  using  speaking  skills,  they  can  convey  information 
to  prevent  disease  or  influence  public  policy.  They  can 
reach  people  who  make  choices  as  patients,  consumers, 
voters,  legislators,  or  regulators.  But  there  are  many  physi- 
cians whose  knowledge  is  essentially  locked  inside  them 
because  of  poor  presentation  skills. 


improve  their  public  speaking  skills. 
His  experience  in  speech  communica- 
tions spans  25  years. 

“Physicians  are  so  close  to  the  tree 
that  they  have  their  arms  around  it  and 
they’re  hugging  it,”  he  said.  “My  job  as 
a consultant  is  to  pull  them  off  and  get 
them  to  stand  back  and  see  that  their 
tree  is  merely  one  in  a very  large  forest.” 


“A  lot  of  physicians  don’t  realize  how  poorly 
they  come  across,”  said  Sue  Rudd  Wynn,  MD,  (j 
chair  of  the  TMA  Council  on  Communica 
tion.  “They  assume  that  because  they’ve 
given  lectures  in  their  residency  program 
and  talk  to  patients  every  day,  they  auto- 
matically will  do  fine  when  they  give  a 
speech  or  talk  to  the  press.” 

Unfortunately,  it  doesn’t  always  work 
that  way.  “The  biggest  difficulty  that 
physicians  have  is  the  same  one  every 
other  specialist  has,”  said  Ron  Bassett 
of  The  University  of  Texas  at  El  Paso. 

“Physicians  are  so  close  to  health 
care,  it’s  difficult  for  them  to  drop 
back  and  talk  about  those  issues  in  a 
way  that’s  easily  and  quickly  understood 
by  a lay  audience.” 

Mr  Bassett,  who  recently  returned  to 
academia  after  10  years  as  a full-time  consul- 
tant, has  helped  a number  of  Texas  physicians 

KAREN  Kobylus  is  a freelance  writer  based  in  San 
Marcos. 


To  thine  audience,  and  own  self,  be  true 
Often,  physicians  erect  a language  barri- 
er between  themselves  and  nonmedical 
audiences.  “A  by-product  of  their  med- 
ical education  is  that  physicians  are 
bilingual;  they  speak  English  and  doc- 
torese,”  said  Pat  Clark,  director  of 
media/speech  training  services  for  the 
American  Medical  Association.  According  to  Ms 
Clark,  the  two  most  essential  things  physicians 
need  to  do  when  taking  the  podium  are  to  know 
their  audience  and  speak  the  common  tongue. 

“The  physician  audience  wants 
more  facts,  more  process,  more  expla- 
nation from  a scientific  basis,”  said 
Gerald  Holman,  MD,  chief  of  med- 
ical staff  at  the  Amarillo  Veterans 
Administration  Medical  Center, 
who  recently  talked  to  high  school 
students  about  AIDS  and  to  the 
Rotary  Club  about  the  effects  of 
violence  on  children.  “For  a lay 
audience,  I think  more  globally, 
less  specifically,  and  try  to  touch 
points  that  touch  their  lives.” 

Many  experts  feel  that  knowing 
your  audience  — so  that  you  can  tell 
them  what  they  want  to  know  in  lan- 
guage they  understand  — is  a critical  first 
step  for  effective  public  speaking.  Mr  Bassett 
also  stresses  knowing  your  material  and  yourself. 
“There  are  only  three  things  that  any  effective 
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speaker  must  have,”  he  said.  “No.  1 is 
knowledge.  Talk  about  what  you  know 
so  well  that  your  attention  isn’t  focused 
on  content,  it’s  on  the  audience.  The 
second  is  that  you  must  be  able  to  cre- 
ate within  yourself  enthusiasm  for  your 
subject.  And  third,  you  need  to  create 
within  yourself  a feeling  of  great  curios- 
ity about  your  subject.”  According  to 
Mr  Bassett,  ineffective  speakers  basical- 
ly lack  one  or  more  of  these  three. 
Master  them  and  you’ll  have  audiences 
eating  out  of  the  palm  of  your  hand. 

Doing  what  comes  unnaturally 
Knowing  your  material  and  approach- 
ing it  with  zeal  also  go  a long  way 
toward  dissipating  any  nervousness  a 
speaker  may  have.  So  does  practice.  “I 
don’t  think  public  speaking  comes  nat- 
urally for  anybody,”  said  Kent  Trinlde, 
MD.  “It’s  a skill  you  have  to  work  very 
hard  to  learn.  But  with  a lot  of  repeti- 
tion, it  gets  a little  easier  each  time.” 

Dr  Trinlde,  head  of  the  cardiotho- 
racic  surgery  division  at  The  Univer- 
sity of  Texas  Health  Science  Center  at 
San  Antonio,  enjoys  using  humor  when 
he’s  got  an  audience.  But  when  he  com- 
pares learning  public  speaking  to  learn- 
ing how  to  operate,  he’s  serious.  “No 
one  stands  up  and  spews  forth  knowl- 
edge in  a comprehensive,  even  humor- 
ous, fashion  without  a lot  of  work.” 

And  you  never  get  to  the  point 
where  you’re  communicating  too  well. 
“You  can't  know  too  much  about  this,” 
said  Dr  Wynn,  who  thinks  most  physi- 
cians can  benefit  from  some  formal 
training  in  public  speaking.  “It’s  an 
ongoing  learning  process,  just  like  it  is 
with  medicine.” 


tips  for  speakers 


1 . Know  your  audience.  Put  yourself  in  their  place.  What  would  you  want  to 
listen  to  or  learn?  Use  language  with  which  they’re  familiar. 

2.  Have  a theme  and  stick  with  it.  What  do  you  want  the  audience  to  take 
with  them  when  you  leave  the  podium?  Try  condensing  what  you  want  to 
say  to  one  sentence.  Let  your  presentation  illustrate  that  statement. 

3.  Make  your  first  remark  an  attention-grabber.  But  keep  it  simple.  And 
don’t  open  with  a joke  just  because  you  think  every  speech  starts  that  way. 
You  run  the  risk  of  bombing  at  the  beginning. 

4.  Rehearse.  You  might  want  to  tape  your  speech  or  practice  in  front  of 
someone  for  feedback.  Become  aware  of  your  voice  — pauses,  pitch,  pace, 
and  timing. 

5.  Check  out  the  room  where  you’ll  be  speaking.  You’ll  feel  more  comfort- 
able and  may  even  avoid  some  unpleasant  surprises. 

6.  Relax.  Smile  and  try  to  enjoy  speaking  in  public.  It  can  be  fun.  Deep 
breathing  and  visualization  exercises  can  help  chase  away  butterflies. 

7.  Use  notes  at  the  podium.  Jot  down  key  phrases  on  index  cards  to  jog  your 
memory. 

8.  Make  eye  contact.  Look  at  people,  not  over  their  heads.  Spend  a few  seconds 
looking  at  one  person,  then  shift  to  another.  Make  your  way  around  the  room. 

9.  Be  sure  you  don’t  go  over  your  allotted  time.  Kent  Trinkle,  MD,  shares 
this  physiological  principle  with  residents  at  The  University  of  Texas  Health 
Science  Center  at  San  Antonio:  “The  mind  can  absorb  only  as  much  as  the 
tush  can  tolerate.” 

10.  Say  “thank  you.”  A brief  and  sincere  acknowledgment  in  your  closing 
remarks  goes  a long  way. 
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Resources  to  sharpen  public  speaking  skills 

The  Texas  Medical  Association  has  resources  ro  help  physicians  hone 
their  public  speaking  skills,  as  well  as  ways  to  help  them  put  those 
skills  to  use. 

The  TMA  Council  on  Communication  will  offer  a full-day  speaker 
training  program  for  physicians  on  Friday,  February  24,  in  conjunction 
with  the  Fall  Leadership  Conference  in  Austin.  The  program  focuses  on 
how  to  handle  interviews  with  the  news  media,  as  well  as  how  to  write  and 
deliver  speeches  to  a variety  of  audiences. 

Pat  Clark,  director  of  media/speech  training  services  for  the  American 
Medical  Association,  will  conduct  the  program,  which  includes  on-camera 
training.  I he  council  also  plans  to  present  the  program  during  annual  ses- 
sion this  May  in  Dallas  and  during  the  TMA  Fall  Leadership  Conference. 

The  speaker  training  program  is  open  to  all  TMA  members.  For  more 
information,  contact  Lisa  Stark  Walsh,  director  of  the  TMA  public  relations 
department,  at  (800)  880-1300,  ext  1390,  or  (512)  370-1390. 

Physicians  willing  to  lend  their  speaking  skills  to  deliver  the  message  of 
Texas  medicine  are  encouraged  to  volunteer  for  the  TMA  speakers’  bureaus. 
Members  of  the  Forum  on  Medical  Issues  bureau  deliver  talks  to  medical  audi- 
ences, and  the  Medical  Issues  for  Texans  bureau  reaches  the  general  public. 

Io  join  a speakers’  bureau  or  to  request  a speaker  for  an  upcoming  event, 
contact  Melissa  McAdoo,  bureau  coordinator,  at  (800)  880-1300,  ext  1393, 
or  (512)  370-1393. 


The  art  of  conversation 

Public  speaking  is  comprised  of  a set  of 
skills  that  need  to  be  learned  and  prac- 
ticed. Take  eye  contact,  for  example. 

1 he  technique  seems  simple:  Look  one 
person  squarely  in  the  eye  until  you  fin- 
ish a thought,  then  find  someone  else  in 
a different  part  of  the  room.  Doing  it 
well  involves  trial-and-error  learning, 
but  also  makes  presentations  more 
effective  — and  more  relaxed.  “It  feels 
like  you’re  having  a lot  of  small,  inti- 
mate conversations  rather  than  address- 
ing a big  group,”  Dr  Wynn  explained. 

The  importance  of  eye  contact  has 


implications  for  the  use  of  the  physician’s 
favorite  visual  aid  — slides.  “When  peo- 
ple talk  with  slides,  far  too  often  they 
spend  their  time  looking  at  the  slides 
and  not  at  the  audience,”  AMA’s  Pat 
Clark  said.  Lay  audiences  do  not  share 
the  physician’s  love  of  slides.  When  the 
lights  go  down,  the  speaker  is  hard  to 
see.  Slides  get  out  of  order.  They’re  left: 
on  too  long.  And  they  frequently  are 
unreadable  jumbles  of  type.  “I  always 
like  the  speaker  who  says,  ‘You  probably 
can’t  see  this  in  the  back,  ” Ms  Clark 
said.  “Well  then,  what’s  the  point?” 

Slides  should  be  used  like  spice  in  a 


soup.  Use  them  lightly  and  make  sure 
they  blend  well  with  all  the  other  ele- 
ments of  your  presentation.  As  accents, 
well-crafted  visuals  can  add  interest  and 
deepen  an  audience’s  understanding. 

Relying  too  heavily  on  slides  may  be 
symptomatic  of  trying  to  cover  too 
much  information  in  a single  presenta- 
tion. Experts  advise  keeping  things 
simple,  but  physicians  may  find  it  hard 
to  narrow  their  focus.  “I  think  all  of  us 
try  to  put  too  much  into  the  time  allot- 
ted,” Dr  Flolman  said.  “That  comes 
from  our  backgrounds.  We  were 
expected  to  absorb  an  awful  lot  in  the 
lectures  that  we  listened  to  during  our 
formative  years.” 

Speaking  out 

The  rewards  of  public  speaking  make 
the  effort  worth  it  for  many  physicians. 
“I  admit  that  I enjoy  the  performance 
aspect  of  it,”  said  Dr  Wynn.  “But  get- 
ting an  idea  across  and  seeing  those 
light  bulbs  go  on  over  people’s  heads  is 
also  a wonderful  experience.” 

Bill  Fawcett,  MD,  an  allergist  in 
Beaumont,  doesn’t  claim  to  enjoy  pub- 
lic speaking.  “I  consider  myself  an 
introvert,”  he  said.  Yet  he  finds  himself 
before  audiences  because  of  his  interest 
in  the  direction  health-care  policy  may 
take.  “I’ve  been  involved  more  out  of 
concern  for  the  impact  on  society  than 
a desire  to  do  public  speaking,”  he  said. 

Dr  Trinkle,  who  conceded  “it’s  an 
ego  trip,”  said  physicians  can  accom- 
plish much  from  the  podium.  “I  give  a 
lot  of  talks  on  heart-healthy  habits,”  he 
said.  “I  probably  do  more  good  with 
them  than  with  all  the  bypass  opera- 
tions I’ve  ever  done.”  ★ 
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A convention  built 
with  yon  in  mind. 

Texas  Medical  Association 
Utah  Annual  Session 
May  18-21, 1995 
Loeics  Anatole  Hotel.  Dallas 

Customize  the  meeting  to  fit  your  sty  le: 

• More  than  250  hours  of  top-notch 
continuing  medical  education 

• State-of-the-art  medical  exhibits 

• The  latest  medical  developments 
from  experts  in  35  specialties 

To  find  out  more,  look  for  the  Annual 
Session  Advance  Program  in  your  mail  in 
mid-Februaiy  or  call  TMA  's  Annual  Session 
Department  at  (800)  880-1300 , Ext.  1451 
or  1452. 


session 


Give  Patient  Care 
100%  of  Your  Attention 


Today's  doctors  are  pulled  in  many  different  directions  and  are  faced  with  dividing 
their  time  among  complex  personnel,  tax,  and  insurance  issues.  At  Kelsey-Seybold 
we  handle  the  business  of  medicine  so  you  can  be  in  the  business  of  practicing  your 
profession  - without  stressful  distractions.  We're  searching  for  physicians  in  the 
following  specialties: 


• Gastroenterology 

• Hematology/Oncology 
■ Urology  (Pediatric) 

• Neurology 


• Orthopedic  Surgery 

• Radiology 

• Endocrinology 

• Pulmonary  Medicine 


Professionals  interested  in  learning  more  about  Kelsey-Seybold  & Houston  should 
contact:  A1  Czerwinski,  M.D.  - Medical  Director,  1709  Dryden,  Houston,  TX  77030. 


1-800-231-6421 


K Kelsey-Seybold  Clinic 

An  Equal  Opportunity'  Employer  M/F/D/V 


RUN  A SPECIAL 
PRACTICE. 

Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1'800-423-USAF 


Legislative  Affairs 

POSTMORTEM 

ON  REFORM 

IN  SEPTEMBER  1993, 

everyone  was  for  it.  Physicians  said  they  were  for  it, 
as  did  the  health  insurance  industry.  Businessmen 
from  small  and  large  companies  said  they  favored  it. 
Labor,  the  elderly,  and  hospitals  all  said  they  wanted 
it.  The  general  public  seemed  to  be  demanding  it. 
Even  politicians,  Democrat  and  Republican,  were  for  it. 

DO  WHY, 

just  slightly  more  than  a year  later,  is  comprehen- 
sive health-system  reform  dead  in  the  water  instead 
of  winging  its  way  to  the  president’s  desk  to  be 

SIGNED  INTO  LAW? 

ANALYSIS  OF  THE  FORCES  THAT  KILLED 

THE  HEALTH-SYSTEM  OVERHAUL 

By  Ken  Ortolon.  Associate  editor 


hose  involved  on  all  sides  of  last  year’s  health-system 
reform  debate  say  there  is  much  blame  to  be  spread  around. 
The  consensus,  however,  seems  to  be  that  President  Bill 
Clinton  and  First  Lady  Hillary  Rodham  Clinton  simply  mis- 
managed the  issue.  And,  considering  the  scale  of  Repub- 
lican victories  in  the  November  general  elections,  they  may 
have  missed  the  one  window  of  opportunity  that  existed 
to  enact  sweeping  changes  in  America’s  health-care  deliv- 
ery system.  $ In  a September  3,  1994,  editorial  on  the 
television  program  JAMA  Medical  Rounds , George  Lundberg,  MD,  editor  of  The 
Journal  of  the  American  Medical  Association , concluded  that  health-system  reform  was 
not  only  dead  for  1994  but  possibly  for  the  remainder  of  the  Clinton  presidency.  ^ 

“WHAT  WENT  WRONG?”  DR  LUNDBERG  ASKED. 


“This  administration  failed  to  observe  the  lessons 
taught  by  history,”  he  replied.  “To  accomplish  change  this 
big  requires  either  a crisis  felt  personally  by  a majority  or 
action  taken  within  the  first  180  days  after  a popular  new 
president  takes  office.  The  Clinton  White  House  frittered 
away  time  as  it  oblivious  to  history.” 

US  Rep  J.J.  “Jake”  Pickle  (D-Austin)  agrees  that  the 
Clinton  administration  and  its  Democratic  supporters  in 
Congress  moved  too  slowly  to  get  their  reform  bill  on  the 
table. 

“The  administration  made  the  recommendation,  and  it 
was  too  broad,”  said  Representative  Pickle,  who  retires  this 
month  after  more  than  30  years  in  Congress.  “They  then 
proceeded  to  let  the  American  people  dissect  it  lor  over  18 
months.  It  was  kind  ol  an  open  invitation  to  every  group 
that  had  reservations  and  did  not  want  the  bill  to  oppose  it.” 


TOO  MANY  ACADEMICIANS 
SPOIL  THE  THESIS 

Lobbyists  who  worked  the  issue  for  a wide  vari- 
ety of  interest  groups  say  reform  was  in  trou- 
ble long  before  the  president  and  first  lady 
unveiled  their  proposal.  Larry  Atkins,  a lob- 
byist for  a coalition  of  Fortune  100  compa- 
nies called  the  Corporate  Health  Care 
Coalition,  says  the  Clintons’  mistakes  started  when  the  first 


lady  was  putting  together  her  health-system  reform  task  force. 

“The  people  they  chose  to  bring  in  were  largely  academ- 
ic,” Mr  Atkins  said.  And  academics  and  politics  don’t  usually 
mix,  he  explains.  “In  the  academic  world,  your  capital  is  your 
ideas  — you  are  your  ideas  and,  therefore,  you  cannot  afford 
to  lose  on  your  ideas,”  he  said.  “In  the  political  process,  cap- 
ital is  perceived  very  differently.  Nobody  cares  about  ideas 
particularly.  What’s  significant  in  the  political  process  is 
whether  you  get  the  votes.” 

While  the  task  force  produced  ideas  that  sounded  “credi- 
ble in  the  abstract,”  Mr  Atkins  says  they  had  little  chance  of 
building  a following  on  Capitol  Hill.  So,  the  Clintons  turned 
to  a strategy  of  adding  or  subtracting  elements  to  their  plan 
in  order  to  lure  support  from  numerous  independent  special 
interest  groups. 

That,  Mr  Atkins  says,  “resulted  in  a lot  of  stupid  pieces 
being  added  onto  the  package  with  the  idea  that  they  could 
con  the  business  community  or  con  the  labor  movement  or 
con  somebody  else  into  supporting  the  package.  What  they 
weren’t  looking  at  was  the  fact  that  the  overall  package  wasn’t 
attractive  enough  to  the  business  community  or  to  other 
groups,  so  the  sweeteners  they  were  throwing  in  just  didn’t  do 
it,  and  there  were  too  many  questions  left  in  the  end.” 

Chip  Kahn,  executive  vice  president  of  the  Health 
Insurance  Association  of  America,  adds  that  the  Clintons’ 
reliance  on  academicians  left  out  those  involved  in  the  day- 
to-day  operation  of  the  health-care  delivery  system. 

“They  did  not  work  with  people  like  us,"  said  Mr  Kahn, 
whose  organization  was  responsible  for  the  notorious  “Harry  and 
Louise”  commercials.  “We  were  willing  to  work  with  them.” 
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TOO  MUCH 
BIG  GOVERNMENT 


The  second  fatal  flaw  in  the  Clinton  plan  was 
that  it  smacked  of  too  much  big  govern- 
ment. Texas  Medical  Association  lobbyists 
Alfred  Gilchrist  and  Connie  Barron,  who 
spent  a considerable  amount  of  time  in 
Washington,  DC,  last  year  lobbying  the 
reform  issue,  say  that  from  the  moment  the  1 ,600-plus-page 
plan  was  unveiled  to  Congress,  it  was  too  bureaucratic  and 
complex  to  be  acceptable  to  the  huge  block  of  conservative 
Democrats  needed  to  pass  it. 

“The  Clinton  administration  gave  its  opponents  big  govern- 
ment and  a tax  bill  to  run  against,”  said  Mr  Gilchrist,  TMA’s  leg- 
islative affairs  director.  “Mandatory  alliances,  and  everything  that 
comes  along  with  them,  easily  were  portrayed  as  big  government, 
more  government.  The  employer  mandate  was  easily  portrayed 
as  hurting  jobs.  Plus,  the  American  people  never  could  really  fig- 
ure it  all  out  once  the  feeding  frenzy  began." 

Dave  Kendall,  senior  analyst  for  health  policy  at  the 
Progressive  Policy  Institute,  says  the  Clinton  plan  essentially  set 
the  stage  for  an  “ideological  battle”  over  the  role  of  government. 

“By  linking  a popular  goal  — universal  coverage  — with 
an  unpopular  means  — government  control  of  health-care 
spending  — the  opponents  of  the  debate  were  able  to  high- 
light only  the  negative  aspects  of  reform,”  said  Mr  Kendall, 
whose  group  is  a think  tank  for  the  Democratic  Leadership 
Council.  The  president  was  never  able  to  shake  that  image  of 
big  government,  and  in  a debate  such  as  that,  the  people  will 
always  choose  less  government,  he  says. 

“In  the  end,  the  Republicans  were  able  to  continually  move 
back  the  goal  posts  for  success  by  simply  denouncing  every  com- 
promise as  too  much  government,”  Mr  Kendall  said.  “President 
Clinton  defined  the  left  pole  of  the  debate,  so  every  time  he 
moved  to  the  center,  the  center  had  moved  to  the  right.” 


DID  HARRY  AND  LOUISE 
KILL  REFORM? 


Congressman  Pickle  says  he  believes  the  neg- 
ative campaign  against  the  Clinton  plan 
affected  the  outcome  of  the  debate.  He 
does  not,  however,  blame  medicine  for  the 
demise  of  health-system  reform.  And  Mr 
Kahn,  of  the  Health  Insurance  Association 
of  America,  says  none  of  the  special  interest  groups  should 
take  the  blame,  either. 


“I  think  those  groups  responded  as  they  needed  to  when 
they  realized  that  Clinton  wasn’t  going  to  be  willing  to  work 
with  them  and  his  plan  was  a threat  to  their  view  of  how  the 
health  system  should  operate,”  Mr  Kahn  said.  “I  put  all  the 
blame  on  the  Democratic  Congress  and  the  president  for  not 
coming  up  with  a plan  that  was  good  for  the  major  players 
and  consumers.” 

Mr  Kendall,  of  the  Progressive  Policy  Institute,  says  special 
interests  are  a factor  in  every  debate  on  Capitol  Hill  and  have 
to  be  contended  with. 

“The  president  needs  to  define  what  the  vital  public  inter- 
est is  that  should  overrule  the  special  interest  groups,”  he  said. 
“And  that,  in  my  mind,  should  be  cost.  If  the  president  had 
defined  health-care  cost  as  the  vital  public  interest,  then  the 
role  of  any  particular  special  interest  group  would  have  been 
far  less  because  it  would  have  required  everyone  to  have  given 
up  something  to  address  the  problem.” 


WHERE  TO 
NOW? 


Ask  a dozen  people  what’s  likely  to  happen 
on  health-system  reform  in  the  new 
Congress  and  you’re  likely  to  get  a dozen 
different  answers.  One  thing  most  people 
seem  to  agree  on  is  that  any  grandiose  plan 
for  comprehensive  reform  of  the  health- 
care system  doesn’t  stand  a ghost  of  a chance. 

With  Republicans  gaining  control  of  both  the  US  House 
and  Senate,  any  “big  government”  bill  — including  single 
payer  — is  dead.  “Clearly  anything  as  comprehensive  or  gov- 
ernment-oriented as  the  Clinton  plan  was  dead  a few  months 
ago  and  is  sealed  in  a coffin  now,”  Mr  Kahn  said. 

The  chances  for  anything  approaching  major  reform  may 
hinge  on  Republicans’  perception  ol  whether  they  need  to 
remove  health  care  from  the  political  agenda. 

Mr  Atkins,  from  the  Corporate  Health  Care  Coalition,  says 
he  believes  Republicans  will  have  an  interest  in  getting  health 
care  off  the  table  before  the  1996  elections.  “The  best  way  to 
do  that  is  to  push  a relatively  modest  proposal  through  and 
then  be  able  to  say  in  the  ’96  election  that  you  did  some- 
thing,” he  said. 

Dr  Lundberg,  the  JAMA  editor,  says  he  doesn’t  foresee  any 
significant  action  on  reform  for  at  least  2 years. 

“I  think  there  is  no  chance  of  major,  comprehensive  legisla- 
tion on  health  care  over  the  next  2 years,”  Dr  Lundberg  said  fol- 
lowing an  address  in  October  1994  at  The  University  ol  Texas 
Medical  Branch  at  Galveston.  “With  moves  to  the  right,  com- 
prehensive legislation  that  provides  more  services  to  citizens  does- 
n’t happen,  never  has.  So,  I see  the  next  2 years  as  a lost  cause.” 
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TMA  lobbyists,  however,  say  the  Republican  gains  in 
Congress  provide  an  opportunity  for  incremental  progress  on 
some  issues  of  particular  concern  to  physicians.  Among  those 
are  professional  liability  reform  and  antitrust  relief. 
Conservative,  business-oriented  Republicans  are  likely  to  be 
much  more  sympathetic  toward  liability  reform  than  the 
Democrats  they  are  replacing.  Plus,  liability  reform  is  part  of 
the  so-called  “Republican  Contract  with  America.” 

“Liability  reform  goes  to  the  top  of  the  list,  as  well  as 
antitrust  relief,”  said  TMA  Public  Affairs  Director  Kim  Ross. 

An  antitrust  bill,  cosponsored  by  US  Rep  Bill  Archer  (R- 
Houston),  would  reduce  restrictions  on  physicians  forming 
groups  to  compete  with  some  managed  care  entities.  That  bill 
gains  a leg  up  because  Congressman  Archer  will  chair  the 
important  House  Ways  and  Means  Committee  in  the  new 
Congress  and  because  US  Rep  Jack  Brooks  (D-Beaumont),  a 
main  opponent  to  antitrust  relief  in  Congress  last  year,  was 
defeated  for  reelection. 

While  the  Republican  victories  may  produce  gains  in 
some  areas,  they  might  mean  setbacks  in  others.  Mr  Ross  says 
the  managed  care  reforms  embodied  in  the  American  Medical 
Association’s  Patient  Protection  Act  will  be  harder  to  push 
through  Congress  because  more  Democrats  than  Republicans 
signed  on  as  cosponsors  of  that  bill  and  because  probusiness 


Republicans  are  more  likely  to  side  with  the  insurance  indus- 
try. Also,  added  pressure  will  be  exerted  to  cut  Medicare  and 
Medicaid  funding,  he  says. 


REFORM 

ON  BACK  BURNER 

Regardless  of  where  Republican  sympathies 
lie,  health-system  reform  is  not  expected  to 
be  a frontline  issue  for  them.  In  fact,  because 
it  was  not  part  of  the  Republican  Contract, 
it’s  not  likely  to  receive  much  attention  in 
the  early  days  of  the  new  Congress. 

And  what  of  President  Clinton’s  threat  to  veto  anything 
that  falls  short  of  universal  coverage?  Will  he  be  willing  to 
accept  incremental  reform,  as  he  appeared  willing  to  do  prior 
to  the  November  elections?  Or,  will  he  dig  his  heels  in  now 
that  the  Republicans  control  Congress? 

That  is  yet  to  be  seen,  but  Mr  Atkins,  of  the  Corporate 
Health  Care  Coalition,  says  the  veto  threat  is  ancient  history. 
“That  was  last  year.”  ★ 


DON’T 

HANG 

THE  BLACK 

CREPE 

YET 

By  Kim  Ross,  TMA  director  of  public  affairs 


We  frequently  are  asked  by  physicians,  report- 
ers, and  other  lobbyists,  “Who  killed  health- 
system  reform?” 

Our  answer,  borrowing  from  Woodrow  Wilson,  is, 
“You  can’t  murder  a bill  that  committed  suicide.” 

Well  over  a year  ago,  our  advice  to  physicians  and 
other  organizations  with  compelling  interests  in  health- 
system  reform  was,  “Don’t  panic.”  Virtually  all  the  pro- 
posals violated  the  “80-20”  axiom  of  politics:  It  is  diffi- 
cult to  pass  legislation  that  imposes  regulatory  or  finan- 
cial burdens  on  a majority  of  voters  to  benefit  a minor- 
ity of  voters  and  nonvoters. 

Voter  opinion  was,  at  best,  ambivalent  at  the  outset 
and  turned  antagonistic  when  the  economic  realities  of 
paying  for  reform  soaked  into  the  grassroots.  There  were 
few  volunteers  among  the  80%-90%  of  the  population 
with  some  health  insurance  who  were  willing  to  pay  for 
coverage  of  their  uninsured  fellow  citizens. 

While  policy  analysts  can  argue  convincingly  the 
long-term  benefits  of  systemic  reforms,  those  benefits 
ran  headlong  into  political  realities.  The  reform  debate 
presented  a textbook  example  of  a struggle  between  the 
political  right  and  the  left  to  capture  the  center.  The 
choices  presented  by  each  side  were  mutually  exclusive 
and  virtually  guaranteed  a stalemate. 
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The  left,  anchored  by  single-payer  advocates,  never 
agreed  to  the  more  modest  insurance  reforms  offered  by 
the  Republicans,  nor  to  methods  of  financing  that  includ- 
ed cuts  to  Medicare  and  Medicaid.  1 he  centrists  — mod- 
erate Republicans  and  conservative  Democrats  — were 
not  inclined  to  vote  for  employer-based  financing. 
Moreover,  there  was  a multitude  of  “poison  pill”  provi- 
sions sufficiently  toxic  to  kill  any  proposal,  regardless  of 
the  financing  mechanism.  The  list  of  standardized  med- 
ical benefits  to  be  mandated,  the  extent  of  tort  reform 
provisions,  and  the  inclusion  or  exclusion  of  abortion  and 
family  planning  services  were  just  a few  such  issues. 

PROGNOSIS 

The  congressional  life  cycle  is  a mere  2 years, 
allowing  any  idea,  however  harshly  beaten,  muti- 
lated, or  pounded,  to  resurrect  itself  with  each 
new  session.  The  question  for  reform  advocates  is  not  so 
much  “if  ” but  “what”? 

The  conditions  that  will  determine  the  reach  and 
depth  of  proposals  in  the  new  Congress  in  1995  are 
largely  political.  Contrary  to  the  impression  left  by  the 
propaganda  wars  last  session,  process  drives  policy. 
Legislative  gamesmanship,  not  the  merits  of  the  issue, 
determines  the  outcome. 

The  first  criteria  for  success  or  failure  is  determined 
by  who  is  making  the  rules,  which  was  resolved  by  the 
November  elections.  With  more  Republicans  in 
Congress,  there  will  be  a gravitational  pull  moving  the 
center  more  to  the  right.  One  can  assume,  therefore,  a 
tendency  toward  incremental  changes  rather  than 
sweeping  reforms. 

Despite  the  concerted  efforts  by  some  to  thwart  the 
democratic  process,  constituent  pressure  tends  to  prevail 
over  the  long  haul.  It  is  referred  to  as  the  law  of  large 
numbers.  Until  voters  experience  the  political  equiva- 
lent of  a train  wreck,  or  a near  miss,  the  many  are  less 
likely  to  advocate  for  the  few.  Changes  to  the  present 
health-care  delivery  system,  then,  likely  will  be  limited 
to  refinements  in  the  areas  of  insurance,  liability,  feder- 
al programs  like  Medicare,  and  measures  that  seek  to 
control  costs.  There  will  be  a formidable  push  by 
Republicans  and  conservative  Democrats  to  reduce  enti- 
tlement spending  — a euphemism  for  potentially  severe 
Medicare  cuts. 

On  the  flip  side,  however,  one  assumes  there  will  be 
a renewed  impetus  for  the  American  Medical 
Association’s  proposed  antitrust  reforms  because  the 
House  and  Senate  sponsors  of  that  legislation,  US  Sen 


Orrin  Hatch  of  Utah  and  US  Rep  Bill  Archer  of 
Houston,  ascend  to  chairmanships.  Also,  AMA’s  neme- 
sis on  antitrust  relief,  US  Rep  Jack  Brooks  (D-Beau- 
mont),  joined  the  ranks  of  deposed  incumbents. 

PHYSICIAN  PRESCRIPTION 

Physicians’  views  as  to  the  extent  of  needed  changes 
are  as  varied  as  their  practice  environments.  While 
few  would  question  the  ideal  of  a perfect  world 
with  universal  coverage  and  health-care  security,  family 
physicians  in  Rio  Grande  City  have  equally  pressing  con- 
cerns with  reforms  to  our  liability  laws,  Medicaid, 
Medicare,  and  our  public  health  infrastructure.  North 
Dallas  cardiovascular  surgeons  are  more  concerned  about 
interference  by  managed  care  companies  with  their  prac- 
tices and  medical  decisions.  Primary  care  doctors  have 
different  priorities  than  subspecialists. 

Most  physicians,  however,  share  one  compelling  leg- 
islative agenda  — the  restoration  and  preservation  of 
clinical  autonomy  in  the  physician-patient  relationship. 
Over  time,  payers  of  health  care  — the  state  and  feder- 
al government,  insurance  companies,  and  managed  care 
plans  — have  exerted  increasing  control  over  physicians. 
They  have  developed  elaborate  systems  to  limit  or 
restrict  what  course  of  treatment  a physician  may  pur- 
sue, how  long  a patient  may  stay  in  the  hospital,  what 
prescriptions  will  be  permitted,  even  which  doctor  a 
patient  will  be  allowed  to  see. 

While  state  laws  preserve  a considerable  latitude  of 
clinical  judgment  from  undue  second  guessing  by  insur- 
ance carriers,  most  of  Texas’  insured  population  falls 
under  a federal  exemption  for  self-insured  plans,  which 
are  virtually  unregulated  in  how  they  manage  the  care  of 
their  policyholders. 

The  Texas  Medical  Association  and  AMA,  along  with 
most  of  the  state  medical  associations  and  a wide  range 
of  related  health  groups  across  the  country,  will  contin- 
ue to  pursue  federal  legislation  that  creates  specific  legal 
rights  for  patients  and  their  doctors,  and  that  creates  the 
lawful  ability  for  physicians  to  negotiate  with  managed 
care  organizations  and  other  entities  as  to  how  they  and 
their  patients  participate  in  these  plans. 

The  great  baseball  prophet  Yogi  Berra  observed,  “1 
hate  to  make  predictions,  especially  about  the  future.” 
We  would  nonetheless  suggest  that  while  progress  is  not 
likely  to  be  dramatic,  the  cause  of  ensuring  all  Texans  a 
fair,  affordable  health-care  system  and  of  preserving 
patients’  ability  to  choose  their  own  doctors  and  collab- 
orate on  treatment  decisions  will  continue  undaunted. 
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Battle  scars 

For  plastic  surgeons,  psychological  effects  linger 
from  silicone  breast  implant  controversy 

By  Teri  Moran,  Associate  editor 


When  the  first  mammoplasty  using  sili- 

cone-gel-filled  implants  was  performed 
in  1962,  no  oracle  could  have  predict- 
ed what  the  ensuing  30  years  would 
hold  for  the  procedure.  Breast  augmentation  grew  to  be- 
come the  most  oft-performed  plastic  surgery,  with  conser- 
vative estimates  placing  the  number  of  procedures  at 
nearly  1 million. 


What  had  begun  with  paraffin  injections  at  the  turn  of 
the  century  progressed  to  Ivalon  sponges  in  the  50s  and 
culminated  in  silicone,  which  seemed  the  near-perfect  solu- 
tion for  increasing  breast  volume.  It  was  presumed  inert, 
and  when  encapsulated,  looked 
and  felt  almost  exactly  like  the 
real  thing. 

Once  considered  a godsend 
for  hundreds  of  thousands  of 
women,  silicone  hreast  implants 
would  ultimately  bring  about 
one  of  the  most  controversial 
medicolegal  issues  ever  and  the 
largest  product-liability  class 
action  settlement  in  the  history 
of  the  US  tort  system. 

Surgeons  speak  out 

You’d  have  about  as  much  luck 
finding  a plastic  surgeon  who 
hasn’t  been  named  in  a breast- 
implant  lawsuit  since  1992  as 
you  would  finding  Hillary 
Clinton  at  a Kennebunkport 
clambake.  And  although  many 
legal  experts  say  the  worst  is 
now  over  for  plastic  surgeons, 
predicting  their  eventual  release  from  myriad  ongoing  law- 
suits, surgeons  themselves  say  some  effects  of  the  ordeal 
run  deep  and  linger. 

It’s  not  so  much  the  expense  and  overwhelming  incon- 


venience of  legal  defense,  surgeons  say, 
or  living  in  constant  anxiety  of  being 
named  in  another  lawsuit,  or  even  the 
sizeable  chunk  of  business  many  lost 
overnight.  It’s  more  how  the  whole 
issue  has  tainted  their  profession, 
damaged  their  relationships  with 
patients,  and  shaken  their  confidence. 

In  the  media  frenzy  following  the 
Food  and  Drug  Administration’s  (FDA) 
1992  moratorium  on  silicone  implants 
for  cosmetic  augmentation,  plastic  surgeons  fielded  a deluge 
of  inquiries  from  alarmed  women  who  wanted  to  know  if 
their  symptoms  — such  as  head,  muscle,  and  joint  aches; 
arthritis;  and  rashes  — were  implant-related.  Healthy 

women  wanted  to  know  if  and 
when  they’d  get  sick,  and  both 
groups  wanted  to  know  whether 
or  not  to  immediately  remove 
their  implants. 

“We  found  ourselves  in  a 
position  where  we  couldn’t 
answer  no  and  we  couldn’t 
answer  yes,  because  we  just 
didn’t  know,’’  explained  Aus- 
tin plastic  surgeon  Patrick 
Beckham,  MD. 

It  was  capsular  contraction, 
the  hardening  of  tissue  around 
implants,  that  had  always  been 
the  perplexing,  main  complica- 
tion surgeons  faced  — and  a 
risk  that  1 million  women  had 
willingly  accepted. 

Many  surgeons  were  as 
startled  as  everyone  else  when 
reports  alleging  immune-sys- 
tem, connective-tissue,  and 
other  disorders  in  women  with  breast  implants  first  sur- 
faced in  the  media,  and  they  were  unprepared  to  be  inun- 
dated with  frightened  patients. 

“One  of  the  most  significant  effects  on  us  has  probably 
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been  directly  through  our  patients.  A 
lot  ol  individuals  who  apparently  had 
no  problems  whatsoever  have  been 
extremely  distraught  over  the  things 
they've  seen  in  the  media,”  said 
Houston  plastic  surgeon  Charles 
Bailey,  MD,  JD. 

Dr  Beckham  and  Dr  Bailey  say 
that  in  the  more  than  20  years  each 
has  practiced,  none  ol  their  patients 
returned  with  the  kinds  ol  disorders 
now  in  the  spotlight,  until  1992. 

“You  can’t  unscare  people,”  Dr 
Beckham  said.  “And  many  women 
now  believe  that  any  disease  or  condi- 
tion they  get  for  the  rest  of  their  lives 
is  probably  due  to  their  implants.” 

Swift  on  the  heels  of  the  FDA  deci- 
sion, surgeons  found  themselves 
named  in  lawsuit  alter  lawsuit  initiat- 
ed by  lormer  patients  against  implant 
manulacturers.  Mustering  an  ade- 
quate legal  defense  became  a logistical 
nightmare  for  many,  especially  lor 
those  who  had  been  performing  aug- 
mentations the  longest  and  had 
changed  insurance  carriers  several 
times  over  the  years. 

But  the  tremendous  resource  drain 
for  legal  defense  smarts  less,  some  sur- 
geons say,  than  the  shift  in  public  per- 
ception toward  them. 

“I  think  that  plastic  surgeons,  in 
general,  leel  that  it  has  tarnished  the 
specialty,”  Dr  Bailey  explained.  “It 
may  not  have  tarnished  our  public 
image  to  the  extent  that  we  perceive  it. 
But  I think  it  definitely  has  created  a 
bad  reflection  on  the  practice  of  plas- 
tic surgery  in  the  public  eye.” 

Austin  plastic  surgeon  Karin 
Montero,  MD,  who  has  gained  a rep- 


utation as  an  advocate  lor  women 
with  silicone-implant-related  disor- 
ders and  says  she  has  seen  about  500 
such  patients  in  the  past  2Vi  years, 
says  the  impact  on  her  patients  and 
practice  has  been  devastating. 

“I  did  not  spend  9 years  in  post- 
graduate training  to  learn  the  special- 
ty I love,  and  achieve  the  dream  I’d 
had  since  1 was  8 years  old,  just  to 
remove  implants,”  Dr  Montero  said. 
“That  is  not  what  I trained  lor.  I can 
reconstruct  a nose  that’s  not  there,  cre- 
ate an  ear  that’s  not  there,  correct  a 
cleft  lip  and  palate,  or  repair  an  arm 
after  a horrible  accident. 

“We  don’t  just  do  breasts,”  she  said, 
describing  the  new  negative  associa- 
tion with  which  her  specialty  may 
indelibly  be  linked. 

“It  has  cast  a cloud  over  what  we’ve 
worked  so  hard  to  accomplish  in  our 
careers,"  Dr  Beckham  said.  “But  most 
other  physicians  and  the  medical 
community  understand  the  problem 
— that  what’s  going  on  is  kind  ol 
uncontrollable.” 

Along  with  skewing  public  percep- 
tion, surgeons  say  the  issue  has  taken  an 
emotional  toll  on  them  as  well.  “I  think 
it’s  raised  a lot  of  philosophical  ques- 
tions in  physicians’  minds  — question- 
ing their  whole  livelihood,  questions 
along  the  lines  of  whether  it  is  really 
worth  it  to  practice  medicine  and,  in 
specific,  plastic  surgery,”  Dr  Bailey  said. 
“You  can  practice  for  many  years  in  a 
conscientious  way  and  then  find  your- 
self caught  up  in  this  type  of  situation 
through  no  fault  of  your  own.” 

A natural  reaction  of  some  physi- 
cians has  been  to  withdraw  and  limit 


themselves  in  their  practices,  Dr 
Bailey  said,  “to  the  extent  that  they 
don’t  even  want  to  go  to  the  office.” 

Houston  defense  attorney  [ay 
Henderson,  JD,  whose  firm  represents 
more  than  1 50  plastic  surgeons,  says 
he  has  seen  physicians’  anguish  first- 
hand. “Early  on,  I had  many  doctors 
call  me  at  work  and  at  home,  some- 
times literally  in  tears.  They’d  say,  d’ve 
been  trying  to  help  people  for  30 
years,  and  now  all  ol  a sudden  I have 
10,  20,  or  30  lawsuits,  and  people  are 
accusing  me  of  being  dishonest  with 
my  patients.’  This  is  a total  insult  to 
these  doctors  and  very  painful.” 

Battling  it  out  in  court 

The  question  ol  justice,  of  who  is 
liable  for  what  and  to  what  extent,  has 
kept  attorneys  battling  it  out  in  court 
lor  years  now  with  no  immediate  end 
in  sight.  Last  year’s  $4.25  billion  glob- 
al settlement,  which  consolidated  at 
least  7,000  different  implant  lawsuits, 
effectively  set  limits  on  future  litiga- 
tion against  manufacturers.  Women 
originally  had  to  officially  opt  out  ol 
the  global  settlement  by  September 
16,  1994,  in  order  to  pursue  individ- 
ual litigation.  But  that  deadline  was 
extended  to  December  1,  1994,  coin- 
ciding with  the  deadline  for  healthy 
women  with  implants  to  include 
themselves  in  the  Ongoing  Disease 
Compensation  Program,  where  they 
reserve  the  right  to  seek  damages  later 
if  they  get  sick. 

Those  who  did  not  opt  out  of  the 
global  settlement  and  did  not  file  other 
court  petitions  technically  may  never 
pursue  cases  against  manufacturers.  To 
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differentiate  between  the  two  groups 
seeking  damages,  attorneys  refer  to 
women  as  being  either  “in  the  settle- 
ment’’ or  “in  litigation." 

In  the  national  quagmire  of  law- 
suits, Texas  plastic  surgeons  have  been 
hardest  hit  because  more  breast 
implant  cases  are  being  litigated  in 
Texas  than  in  any  other  state,  accord- 
ing to  Houston  plaintiff’s  attorney  Jeff 
Steidley,  JD,  who  represents  about 
300  women  seeking  damages  from 
manufacturers. 

But  since  the  number  of  new  law- 
suits has  dwindled  “almost  to  zero,” 
said  Mr  Steidley,  the  worst  is  probably 
over  for  surgeons.  “As  far  as  physicians 
are  concerned,  it  seems  to  be  that  they 
crested  the  hill  some  time  ago  and  are 
on  their  way  down. 

“I  expect,  and  1 tell  my  clients  this, 
that  in  99%  of  the  cases  or  better,  the 
conduct  of  the  plastic  surgeon  is  going 
to  be  vindicated,"  Mr  Steidley  said. 

Physicians  have  textbook  trial 
strategies  to  thank  for  trapping  them 
in  the  struggle  between  patients  and 
manufacturers,  according  to  Mr 
Henderson.  “When  this  litigation  first 
arose,  it  did  not  appear  to  be  a big  risk 
for  surgeons." 

Yet,  surgeons  soon  found  them- 
selves routinely  named  in  lawsuits 
because  plaintiff’s  attorneys  feared 
that  if  they  didn’t  name  doctors,  man- 
ufacturers would  try  to  exonerate 
themselves  by  blaming  doctors,  Mr 
Henderson  says.  “In  trial  parlance,  we 
call  it  the  empty  chair  defense.  The 
only  way  they  can  avoid  that  is  by 
having  the  doctor  in  the  case." 

Dow  Corning  President  Gary 


Anderson  said  his  company,  the  target 
of  10,000  lawsuits  before  the  global 
settlement,  has  not  tried  to  blame 
doctors.  “When  it  comes  to  litigation, 
we  have  never  on  our  own  deliberate- 
ly brought  a doctor  into  a lawsuit.” 

More  physicians  have  been  sued, 
Mr  Anderson  said,  because  plaintiff’s 
attorneys  try  to  name  “everybody  and 
anybody  even  remotely  connected  to 
one  of  these  cases  . . . who  they  can 


sue  to  collect  money  from.  And  in 
almost  every  case,  it’s  almost  necessary 
for  a doctor,  and  sometimes  several,  to 
testify,  so  unfortunately  doctors  can’t 
help  but  be  involved.” 

Regardless  of  whom  plaintiffs’  attor- 
neys have  chosen  to  sue,  defense  attor- 
ney Mr  Henderson  says  manufacturers 
should  indemnify  physicians  but  have 
refused  physicians’  requests  to  do  so. 

According  to  plaintiff’s  attorney 
Mr  Steidley,  however,  although  liabil- 
ity in  these  cases  would  have  automat- 
ically passed  directly  to  manufacturers 
had  manufacturers  granted  physicians 
indemnity,  physicians  would  still  have 
found  themselves  named  in  numerous 
lawsuits  in  the  initial,  fact-finding 
phase  of  litigation. 

Scientific  vs  anecdotal  evidence 

No  involved  party  denies  that  some 
women  who  have  silicone  breast 
implants  are  sick. 


Fueling  the  whole  controversy, 
then,  is  the  lack  of  an  absolute,  con- 
clusive scientific  answer  to  the  ques- 
tion of  whether  or  not  silicone 
implants  have  caused  these  women’s 
illnesses.  And  product  manufacturers, 
especially,  are  scrambling  to  answer  it. 

“We  are  spending  about  $40  million 
in  added  research,”  said  Dow  Coming’s 
Mr  Anderson.  “Our  company  is  com- 
mitted to  getting  all  the  scientific  evi- 


dence together  to  once  and  for  all  clear 
this  issue  up  — so  there  is  absolute  clar- 
ity on  if  there  is  or  is  not  any  connec- 
tion between  implant  and  disease. 

“Our  research,  and,  even  more 
importantly,  outside  research  by  the 
Mayo  Clinic  and  all  the  other  differ- 
ent universities  and  major  medical 
centers  around  the  country,  is  contin- 
uing to  find  no  connection  between 
implants  and  autoimmune  diseases, 
and  that’s  becoming  a very  powerful 
defense  as  we  move  forward,’’  Mr 
Anderson  said. 

Some  plastic  surgeons  echo  this 
position,  while  others  do  not,  creating 
divisions  within  the  specialty  that 
reflect  a larger  one  within  medicine. 

“I  know  of  no  legitimate  study  that 
has  established  a causal  relationship,” 
said  Dr  Bailey.  What  has  been  present- 
ed as  evidence  of  causality  are  anecdo- 
tal articles  or  case  reports,  he  says. 

“I’m  not  saying  that  there  may  not 


‘7  expect , and  I tell  my  clients  this , that  in 
99%  of  the  cases  or  better ; the  conduct  of  the 
plastic  surgeon  is  going  to  be  vindicated.  ” 
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be  a small  population  of  people  who 
have  adverse  reactions  to  silicone 
implants  or  silicone  devices.  But  1 
would  sav  that  from  all  indications 

J 

from  the  studies  that  have  been  done, 
if  there  is  a causal  relation,  it  will  be  a 
very  small  population  of  individuals 
who  just  happen  to  be  susceptible.” 

Anecdotal  or  not,  Dr  Montero 
believes  the  number  of  sick  women, 
many  of  whom  have  ruptured 
implants,  is  evidence  enough  to  prove 
some  sort  of  causality,  and  that  look- 
ing for  a link  between  silicone 
implants  and  known  diseases  may  not 
be  the  best  answer. 

“These  women  have  had  silicone 
leaking  into  their  bodies  for  years,  and 
the  Mayo  Clinic  says  that  their  disease 
is  not  caused  by  silicone,"  Dr  Montero 
said.  “I  just  think  that  this  is  a differ- 
ent disease  of  the  same  ilk,  of  the  same 
family  of  known  diseases.  It’s  a new 
disease  that  doesn’t  have  a name  yet, 
and  it’s  bizarre  by  nature,  taking  symp- 
toms from  other  diseases  that  until  rel- 
atively recently  we  knew  little  about. 

“I’m  not  saying  that  silicone  is 
directly  the  arrow  that  causes  this  dis- 
ease, but  maybe  it  triggers  it  for 
women  that  were  going  to  get  sick 
anyway,”  she  said. 

Even  those  on  opposite  sides  of  the 
controversy  agree  that  only  further 
research  will  provide  everyone  with 
the  final,  definitive  answer. 

How  it  could  have  happened 

If  the  kind  of  scrutiny  of  medical 
devices  now  required  by  law  had  been 
required  back  in  the  ’60s  and  early 
70s,  it’s  possible  that  no  one  would 


have  silicone  breast  implants  today, 
even  the  thousands  of  women  who 
have  not  experienced  complications. 

But  use  of  the  implants  was  already 
growing  before  Congress  passed  the 
1976  Medical  Devices  Act,  which 
required  regulatory  review  of  new  prod- 
ucts and  was  enforced  by  the  FDA. 

Regulation  of  silicone  implants  fell 
under  the  act’s  grandfather  clause, 
which  has  three  levels  of  safety  classifi- 
cations: level  one  for  devices  known  to 
be  unquestionably  safe,  level  two  for 
devices  already  in  use  that  had  good 
safety  records,  and  level  three  for  prod- 
ucts with  unknown  safety  records. 

Silicone  breast  implants  were  never 
officially  classified  in  1976  when  the 
system  was  implemented,  but  were 
treated  as  level  two  products  pending 
formal  classification.  In  1988,  they  were 
classified  level  three  when  the  FDA 
determined  that  acceptable  scientific 
proof  of  safety  had  not  been  provided. 

It  was  the  combination  of  the 
FDA’s  1988  level  three  classification  of 
silicone  breast  implants  and  the  grow- 
ing reports  of  women  with  implants 
having  unusual  maladies  — generally 
developed  over  long  periods  of  time 
— that  tolled  the  death  knell  for  sili- 
cone implants. 

What  the  future  holds 

Eventually,  a better  way  to  increase 
breast  volume  will  be  found,  experts 
say,  but  silicone  implants  are  gone  for- 
ever. And  as  the  painful  issue  lurches 
to  a conclusion,  accusations  and 
rebuttals  between  involved  parties  fly. 

Plaintiff’s  lawyers  insist  that  manu- 
facturers failed  to  properly  test 


implants  and  later  suppressed  evidence 
of  the  harm  they  could  do.  Manufac- 
turers claim  they  properly  tested,  did 
not  suppress  anything,  and  that  studies 
prove  women  haven’t  gotten  sick  from 
implants.  Women  who  believe  their 
implants  have  caused  their  suffering  say 
they’ve  been  deceived  and  want  dam- 
ages and  apologies. 

Caught  in  the  middle,  plastic  sur- 
geons say  they  didn’t  know.  And 
because  women  usually  became  sick 
several  years  after  getting  implants 
and  rarely  presented  to  their  plastic 
surgeons  with  their  illnesses,  surgeons 
had  limited  personal  exposure  to  them 
until  quite  recently. 

Surgeons  had  put  their  faith  in  a 
system  that  this  issue  may  have  irrevo- 
cably damaged.  “Physicians  may  now 
find  themselves  doubting  the  safety  of 
every  medical  device  they  use,”  said 
Dr  Beckham.  As  a result,  they  may 
feel  compelled  to  practice  an  even 
more  vigorous  kind  of  defensive  med- 
icine, he  adds. 

“A  physician  could  not  go  to  work 
in  the  morning  worrying  that  every- 
thing in  his  office  might  be  lethal,” 
Mr  Steidley  said. 

Plaintiff’s  attorney  Richard  Farni- 
nack,  JD,  who  represents  about  1,200 
women  seeking  damages,  says  physi- 
cians and  patients  may  have  good  rea- 
son to  doubt  the  system.  “ This  litiga- 
tion has  taught  me  a real  frightening 
thing  — that  when  it  comes  to  drugs 
and  particularly  medical  devices,  the 
standard  of  care  is  typically  defined  by 
some  commissioned  salesman. 

Dr  Bailey  predicts  long-term,  broad 
implications.  “We  may  find  that  we  are 
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going  to  have  a lot  of  trouble  getting 
vital  and  needed  medical  devices.  Not 
just  ones  needed  lor  cosmetic  purpos- 
es, but  those  needed  for  survival.” 

Manulacturers  already  are  backing 
away  Irom  supplying  materials  and 
developing  new  medical  products  in 
the  wake  ol  this  issue,  says  Mr 
Anderson  ol  Dow  Corning.  “The  lia- 
bility is  just  too  high  for  us  to  sell  one 
dollar’s  worth  ol  material  for  a piece  ol 
equipment  that  has  potential  multi- 
million dollar  liabilities.” 

Until  the  issue  is  laid  to  rest,  plas- 
tic surgeons  should  continue  to  do 
what  they’re  trained  to  do  and  what 
they’ve  always  done,  advises  defense 
attorney  Mr  Henderson.  “They 
should  be  patient  advocates  and  help 
patients,  whether  it’s  a breast  implant 
patient  or  anybody  else." 

While  surgeons  see  themselves 
slowly  being  dismissed  from  lawsuits, 
inching  toward  complete  exoneration, 
Mr  Henderson  cautions  them  to  stay 
vigilant. 

“When  all  is  said  and  done,  it’s 
going  to  be  obvious  that  doctors  acted 
professionally  and  honestly  with  their 
patients.  And  to  my  knowledge,  in 
Texas  at  least,  no  doctor  has  been  the 
subject  of  an  adverse  judgment; 
they’ve  never  lost  a trial. 

“I  think  justice  is  going  to  rule,”  he 
said.  “But  this  war  ain’t  over  yet.”  ★ 


Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  informa- 
tion on  selected  topics.  These  articles  are  published  with  the 
understanding  that  TMA  is  not  engaged  in  providing  legal 
advice.  When  dealing  with  specific  legal  matters,  readers 
should  seek  assistance  from  their  attorneys. 


A star-studded  event  presented  by  the  TMA  Foundation 

Friday,  May  19, 1995  (during  Annual  Session) 

8 to  1 1:30  p.m.  • Loews  Anatole  Hotel,  Dallas 
$125  per  person,  includes  dinner  ($65  is  tax-deductible) 

Proceeds  to  benefit  the  TMA/TMAA  Domestic  Violence: 
Start  the  Healing  Now  education  campaign 

For  tickets,  call  (800)  880-1300,  Ext.  1663  or  watch  for 
advance  registration  information  beginning  in  January 


PRIMARY  CARE  PHYSICIAN 
OPPORTUNITIES 


If  you  thought 
you  knew 
Humana  Health 
Care  Plans , take 
another  look. 


The  dedicated  professionals  at  Humana  Health 
Care  Plans  would  like  to  work  along  with  you 
to  provide  quality  medical  service  to  our 
patients. 

Our  goal  is  simple:  To  make  the  administrative 
side  of  your  business  easier  and  faster,  allowing 
you  to  focus  on  what’s  really  important  - the 
critical  job  of  providing  quality  health  care. 

We  assist  you  by  providing: 

• Electronic  claims  submission 

• A simple  referral  process 

• Complete  staff  - clinical  and  clerical 


6 6 Humana  Health  Care  Plans 
makes  doctoring  easier.  Like 
most  of  you,  I became  a 
physician  to  practice  medicine. 

With  Humana,  I don’t  have  to 
market  myself  to  referral  sources, 

I’m  spared  the  headaches 
connected  with  billing  and 
someone  else  takes  care  of 
administrative  details.  The  operational  support 
services  from  Humana  allow  me  to  manage  the 
business  of  providing  medical  care.  Through  the 
years  I have  been  exposed  to  a variety  of  practice 
situations,  w'th  each  situation  offering  its  share 
of  pros  and  cons.  What  I have  gained  with 
Humana  far  outweighs  any  sacrifice.  I have  been 
a Humana  provider  since  1983  and  I’m  still 
happy  with  my  decision.?  9 


- Bellur  Ramanath,  M.D. 

Pediatrician 

West  Lakes  Health  Center 


There’s  a new  spirit  of  partnership  at 
Humana  Health  Plan  San  Antonio ! 

For  Primary  Care  Physician  Opportunities,  please  contact 
Wally  Rich,  8431  Fredericksburg  Road,  Suite  370, 

San  Antonio,  TX  78229,  (210)  617-1041,  FAX:  (210)  617-1940 

■Humana’ 

Health  Care  Plans 
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Feidene®,  Naprosyn®, 
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t Feidene  (piroxicam)  is  a registered  trademark  of  Pfizer  Inc;  Naprosyn  (naproxen)  is  a registered  trademark  of  Syntex  Puerto  Rico  Inc; 
Relafen  ( nabumetone ) is  a registered  trademark  ofSmithKIine  Beecham  Pharmaceuticals;  Lodine  (etodolac)  is  a registered  trademark 
of  Wyeth-Ayerst  Laboratories;  Daypro  (oxaprozin)  is  a registered  trademark  of  G.  D.  Searle  & Co. 

Please  see  Brief  Summary  of  Prescribing  Information  on  adjacent  page. 


L2A2J 

© 1994,  Ciba-Geigy  Corporation. 


@ 

Printed  on  Recycled  Paper 


Printed  in  USA  (4/94) 


388-421 71 -A  2 


VOLTAREN® 

diclofenac  sodium 

Delayed-Release  (enteric-coated)  Tablets 

CATAFLAM  ■ 

diclofenac  potassium 
Immediate-Release  Tablels 

Brief  Summary  (For  lull  Prescribing  Information,  see  Package  Insert.) 

INDICATIONS  AND  USAGE 

Voltaren  Delayed-Release  or  Catallam  Immediate-Release  Tablets  are  indicated  for  the  acute  and  chronic  treatment  ol  signs  and  symptoms  of  rheumatoid 
arthritis,  osteoarthritis,  and  ankylosing  spondylitis.  Only  Cataflam  is  indicated  for  the  management  ot  pain  and  primary  dysmenorrhea,  when  prompt 
pain  relief  is  desired,  because  it  is  formulated  to  provide  earlier  plasma  concentrations  ol  diclofenac  (see  CLINICAL  PHARMACOLOGY,  Pharmacokinetics 
and  Clinical  Studies), 

CONTRAINDICATIONS 

Diclofenac  in  either  formulation,  Voltaren  or  Cataflam,  is  contraindicated  in  patients  with  hypersensitivity  to  diclofenac.  Diclotenac  should  not  be  given  to 
patients  who  have  experienced  asthma,  urticaria,  or  other  allergic-type  reactions  after  taking  aspirin  or  other  NSAIOs.  Severe,  rarely  fatal,  anaphylactic- 
like  reactions  to  diclofenac  have  been  reported  in  such  patients. 

WARNINGS 

Gastroinleslinal  Effects 

Peptic  ulceration  and  gastrointestinal  bleeding  have  been  reported  in  patients  receiving  diclofenac.  Physicians  and  patients  should  therefore  remain  alert 
for  ulceration  and  bleeding  in  patients  treated  chronically  with  diclofenac  even  in  the  absence  ol  previous  G.l.  tract  symptoms.  It  is  recommended  that 
patients  be  maintained  on  the  lowest  dose  of  diclofenac  possible,  consistent  with  achieving  a satisfactory  therapeutic  response, 
fl/s*  olD.I.  Ulcerations,  Bleeding,  ani  Perforation  with  USAID  Therapy:  Serious  gastrointestinal  toxicity  such  as  bleeding,  ulceration,  and  perforation 
can  occur  at  any  time,  with  or  without  warning  symptoms,  in  patients  treated  chronically  with  NSAID  therapy  Although  minor  upper  gastrointestinal 
problems,  such  as  dyspepsia,  are  common,  usually  developing  early  in  therapy,  physicians  should  remain  alert  for  ulceration  and  bleeding  in  patients 
treated  chronically  with  NSAIOs  even  in  the  absence  of  previous  G.l.  tract  symptoms.  In  patients  observed  in  clinical  trials  of  several  months  to  2 years' 
duration,  symptomatic  upper  G.l.  ulcers,  gross  bleeding,  or  perforation  appear  to  occur  in  approximately  1%  of  patients  for  3-6  months,  and  in  about 
2%-4%  of  patients  treated  tor  1 year.  Physicians  should  inform  patients  about  the  signs  and/or  symptoms  of  serious  G.l,  toxicity  and  what  steps  to  take  if 
they  occur 

Studies  to  date  have  not  identified  any  subset  of  patients  not  at  risk  of  developing  peptic  ulceration  and  bleeding.  Except  for  a prior  history  ot  serious 
G.l.  events  and  other  risk  factors  known  to  be  associated  with  peptic  ulcer  disease,  such  as  alcoholism,  smoking,  etc.,  no  nsk  factors  (e.g.,  age,  sex) 
have  been  associated  with  increased  risk.  Elderly  or  debilitated  patients  seem  to  tolerate  ulceration  or  bleeding  less  well  than  other  individuals,  and  most 
spontaneous  reports  of  fatal  G.l.  events  are  in  this  population . Studies  to  date  are  inconclusive  concerning  the  relative  risk  of  various  NSAIDs  in  causing 
such  reactions.  High  doses  of  any  NSAID  probably  carry  a greater  risk  ol  these  reactions,  although  controlled  clinical  trials  showing  this  do  not  exist  in 
most  cases.  In  considering  the  use  of  relatively  large  doses  (within  the  recommended  dosage  range),  sufficient  benefit  should  be  anticipated  to  oftsetthe 
potential  increased  risk  of  G.L  toxicity. 

Hepatic  Effects 

As  with  other  NSAIDs,  elevations  of  one  or  more  liver  tests  may  occur  during  diclotenac  therapy.  These  laboratory  abnormalities  may  progress,  may 
remain  unchanged,  or  may  be  transient  with  continued  therapy.  Borderline  elevations  (i.e.,  less  than  3 times  the  ULN  [=the  Upper  Limit  ol  the  Normal 
range]),  or  greater  elevations  of  transaminases  occurred  in  about  15%  of  diclofenac-treated  patients.  Of  the  hepatic  enzymes,  ALT  (SGPT)  is  the  one 
recommended  for  the  monitoring  of  liver  injury. 

In  clinical  trials,  meaningful  elevations  (i.e.,  more  than  3 times  the  ULN)  of  AST  (SGOT)  (ALT  was  nol  measured  in  all  studies)  occurred  in  about  2%  of 
approximately  5700  patients  at  sometime  during  Voltaren  treatment.  In  a large,  open,  controlled  trial,  meaningful  elevations  ol  ALT and/or  AST occurred 
in  about  4%  of  3700  patients  treated  for  2-6  months,  including  marked  elevations  (i.e .,  more  than  8 times  the  ULN)  in  about  1 % of  the  3700  patients.  In 
that  open-label  study,  a higher  incidence  of  borderline  (less  than  3 times  the  ULN),  moderate  (3-8  times  the  ULN),  and  marked  (>8  times  the  ULN) 
elevations  of  ALT  or  AST  was  observed  in  patients  receiving  diclofenac  when  compared  to  other  NSAIDs  Transaminase  elevations  were  seen  more 
frequently  in  patients  with  osteoarthritis  than  in  those  with  rheumatoid  arthritis  (see  ADVERSE  REACTIONS) 

In  addition  to  the  enzyme  elevations  seen  in  clinical  trials,  rare  cases  ot  severe  hepatic  reactions,  including  jaundice  and  fatal  fulminant  hepatitis,  have 
been  reported. 

Physicians  should  measure  transaminases  periodically  in  patients  receiving  long-term  therapy  with  diclofenac,  because  severe  hepatotoxicity  may 
develop  without  a prodrome  ol  distinguishing  symptoms.  The  optimum  times  for  making  the  first  and  subseguent  transaminase  measurements  are  not 
known . In  the  largest  U S.  trial  (open-label)  that  involved  3700  patients  monitored  first  at  8 weeks  and  1200  patients  monitored  again  at  24  weeks,  almost 
all  meaningful  elevations  in  transaminases  were  detected  before  patients  became  symptomatic.  In  42  of  the  51  patients  in  all  trials  who  developed  marked 
transaminase  elevations,  abnormal  tests  occurred  during  the  first  2 months  of  therapy  with  diclofenac.  Based  on  this  experience,  if  diclofenac  is  used 
chronically,  the  first  transaminase  measurement  should  be  made  no  later  than  8 weeks  after  the  start  of  diclofenac  treatment.  As  with  other  NSAIDs.  if 
abnormal  livertests  persist  or  worsen,  if  clinical  signs  and/or  symptoms  consistent  with  liver  disease  develop,  orif  systemic  manifestations  occur  (eg,, 
eosiooplia,  rash,  etc.),  diclotenac  should  be  discontinued 

To  minimize  the  possibility  that  hepatic  injury  will  become  severe  between  transaminase  measurements,  physicians  should  inform  patients  of  the 
warning  signs  and  symptoms  of  hepatotoxicity  (e.g.,  nausea,  fatigue,  lethargy,  pruritus,  jaundice,  right  upper  guadrant  tenderness,  and  “flu-like” 
symptoms),  and  the  appropriate  action  patients  should  take  if  these  signs  and  symptoms  appear 

PRECAUTIONS 

General 

Allergic  heaclions:  As  with  other  NSAIDs,  allergic  reactions  including  anaphylaxis  have  been  reported  with  diclotenac.  Specific  allergic  manifestations 
consisting  of  swelling  of  eyelids,  lips,  pharynx,  and  larynx;  urticaria;  asthma;  and  bronchospasm,  sometimes  with  a concomitant  fall  in  blood  pressure 
(severe  at  times)  have  been  observed  in  clinical  trials  and/orthe  marketing  experience  with  diclofenac.  Anaphylaxis  has  rarely  been  reported  from  foreign 
sources;  in  U.S.  clinical  tnals  with  diclofenac  in  over  6000  palients,  1 case  ot  anaphylaxis  was  reported.  In  controlled  clinical  trials,  allergic  reactions 
have  been  observed  at  an  incidence  of  0.5%.  These  reactions  can  occur  without  prior  exposure  to  the  drug 
Fluid  Detention  and  Edema:  Fluid  retention  and  edema  have  been  observed  in  some  patients  taking  diclotenac  Therefore,  as  with  other  NSAIDs, 
diclofenac  should  be  used  with  caution  in  patients  with  a history  of  cardiac  decompensation,  hypertension,  or  other  conditions  predisposing  to  fluid 
retention. 

Sena/ [Heels:  As  a class,  NSAIDs  have  been  associated  with  renal  papillary  necrosis  and  other  abnormal  renal  pathology  in  long-term  administration  to 
animals.  In  oral  diclofenac  studies  in  animals,  some  evidence  of  renal  toxicity  was  noted.  Isolated  incidents  of  papillary  necrosis  were  observed  in  a few 
animals  at  high  doses  (20-120  mg/kg)  in  several  baboon  subacute  studies.  In  patients  treated  with  diclotenac,  rare  cases  of  interstitial  nephritis  and 
papillary  necrosis  have  been  reported  (see  ADVERSE  REACTIONS). 

Asecond  form  of  renal  toxicity,  generally  associated  with  NSAIDs,  is  seen  in  patients  with  conditions  leading  to  a reduction  in  renal  blood  flow  or  blood 
volume,  where  renal  prostaglandins  have  a supportive  role  in  the  maintenance  of  renal  perfusion.  In  these  patients,  administration  ol  an  NSAID  results  in 
a dose-dependent  decrease  in  prostaglandin  synthesis  and,  secondarily,  in  a reduction  of  renal  blood  flow,  which  may  precipitate  overt  renal  failure. 
Patients  at  greatest  risk  of  this  reaction  are  those  with  impaired  renal  function,  heart  failure,  liver  dysfunction,  those  taking  diuretics,  and  the  elderly. 
Discontinuation  ot  NSAID  therapy  is  typically  followed  by  recovery  to  the  pretreatment  state 
Cases  of  significant  renal  failure  in  patients  receiving  diclotenac  have  been  reported  from  marketing  experience,  but  were  not  observed  in  over  4000 
patients  in  clinical  trials  during  which  serum  creatinine  and  BUN  values  were  followed  serially.  There  were  only  11  patients  (0.3%)  whose  serum  creati- 
nine and  concurrent  serum  BUN  values  were  greater  than  2.0  mg/dL  and  40  mg/dL,  respectively,  while  on  diclofenac  (mean  rise  in  the  11  patients: 
creatinine  2.3  mg/dL  and  BUN  28.4  mg/dL). 

Since  diclofenac  metabolites  are  eliminated  primarily  by  the  kidneys,  patients  with  significantly  impaired  renal  function  should  be  more  closely 
monitored  than  subjects  with  normal  renal  function. 

Porphyria:  The  use  of  diclofenac  in  patients  with  hepatic  porphyria  should  be  avoided.  To  date,  1 patient  has  been  described  in  whom  diclofenac  probably 
triggered  a clinical  attack  ol  porphyria.  The  postulated  mechanism,  demonstrated  in  rats,  for  causing  such  attacks  by  diclofenac,  as  well  as  some  other 
NSAIDs,  is  through  stimulation  of  the  porphyrin  precursor  delta-aminolevulinic  acid  (ALA). 

Information  tor  Palients 

Diclofenac,  like  other  drugs  of  ils  class,  is  not  free  of  side  effects.  The  side  effects  of  these  drugs  can  cause  discomfort  and,  rarely,  there  are  more  serious 
side  effects,  such  as  gastrointestinal  bleeding,  and  more  rarely,  liver  toxicity  (see  WARNINGS,  Hepatic  Effects),  which  may  result  in  hospitalization  and 
even  fatal  outcomes. 

NSAIDs  are  often  essential  agents  in  the  management  of  arthritis  and  have  a major  role  in  the  management  ot  pain,  but  they  also  may  be  commonly 
employed  for  conditions  that  are  less  serious. 

Physicians  may  wish  to  discuss  with  their  patients  the  potential  risks  (see  WARNINGS . PRECAUTIONS,  and  ADVERSE  REACTIONS)  and  likely  benefits 
of  NSAID  treatment,  particularly  when  the  drugs  are  used  for  less  serious  conditions  where  treatment  without  NSAIDs  may  represent  an  acceptable 
alternative  to  both  the  patient  and  physician. 

Laboralory  Tests 

Because  serious  G.l.  tract  ulceration  and  bleeding  can  occur  without  warning  symptoms,  physicians  should  follow  chronically  treated  patients  for  the 
signs  and  symptoms  of  ulceration  and  bleeding  and  should  inform  them  of  the  importance  of  this  follow-up  ( see  WARNINGS,  Disk  of  D.l.  Ulcerations, 
Bleeding,  anil  Perforation  with  USAID  Therapy).  If  diclofenac  is  used  chronically,  patients  should  also  be  instructed  to  report  any  signs  and  symptoms 
that  might  be  due  to  hepatotoxicity  of  diclofenac;  these  symptoms  may  become  evident  between  visits  when  periodic  liver  laboratory  tests  are  performed 
(see  WARNINGS,  Hepatic  Effects). 

Drug  Interactions 

Aspiri n:  Concomitant  administration  ot  diclofenac  and  aspirin  is  not  recommended  because  diclofenac  is  displaced  from  its  binding  sites  during  the 
concomitant  administration  of  aspirin,  resulting  in  lower  plasma  concentrations,  peak  plasma  levels,  and  AUC  values 
Anticoagulants:  While  studies  have  not  shown  diclofenac  to  interact  with  anticoagulants  of  the  warfarin  type,  caution  should  be  exercised,  nonetheless, 
since  interactions  have  been  seen  with  other  NSAIDs.  Because  prostaglandins  play  an  important  role  in  hemostasis,  and  NSAIDs  affect  platelet  function 
as  well,  concurrent  therapy  with  all  NSAIDs,  including  diclofenac,  and  warfarin  requires  close  monitoring  of  patients  to  be  certain  that  no  change  in  their 
anticoagulant  dosage  is  required. 

Digoxin,  Methotrexate,  Cyclosporine:  Diclotenac,  like  other  NSAIDs,  may  affect  renal  prostaglandins  and  increase  the  toxicity  of  certain  drugs.  Inges- 
tion ol  diclofenac  may  increase  serum  concentrations  of  digoxin  and  methotrexate  and  increase  cyclosporine's  nephrotoxicity.  Patients  who  begin  taking 
diclofenacorwho  increase  their  diclofenac  dose  or  any  other  NSAID  while  taking  digoxin,  methotrexate,  orcyclosporine  may  develop  toxicity  character- 
istics for  these  drugs.  They  should  be  observed  closely,  particularly  if  renal  (unction  is  impaired.  In  the  case  ot  digoxin,  serum  levels  should  be 


monitored. 

Lithium:  Diclofenac  decreases  lithium  renal  clearance  and  increases  lithium  plasma  levels.  In  patients  taking  diclofenac  and  lithium  concomitantly, 
lithium  toxicity  may  develop. 

Oral  Hypoglycemics:  Diclofenac  does  not  alter  glucose  metabolism  in  normal  subjects  nor  does  it  alter  the  effects  of  oral  hypoglycemic  agents.  There 
are  rare  reports,  however,  from  marketing  experiences  ot  changes  in  eflects  of  insulin  or  oral  hypoglycemic  agents  in  the  presence  ol  diclofenac  that 
necessitated  changes  in  the  doses  of  such  agents.  Both  hypo-  and  hyperglycemic  effects  have  been  reported  . A direct  causal  relationship  has  not  been 
established,  but  physicians  should  consider  the  possibility  that  diclofenac  may  altera  diabetic  patient's  response  to  insulin  or  oral  hypoglycemic  agents 
Diuretics:  Diclofenac  and  other  NSAIDs  can  inhibit  the  activity  of  diuretics.  Goncomitant  treatment  with  potassium-sparing  diuretics  may  be  associated 
with  increased  serum  potassium  levels. 

Other  Drops:  In  small  groups  ot  patients  (7-10/interaction  study),  the  concomitant  administration  of  azathioprine,  gold,  chloroquine,  D-penicillamine, 
prednisolone,  doxycycline,  or  digitoxin  did  not  significantly  affect  the  peak  levels  and  AUC  values  of  diclofenac. 

Prolein  Binding 

In  vitro,  diclofenac  interferes  minimally  or  not  at  all  with  the  protein  binding  of  salicylic  acid  (20%  decrease  in  binding),  tolbutamide,  prednisolone  (10% 
decrease  in  binding),  or  warfarin  Benzylpenicillin,  ampicillin,  oxacillin,  chlortetracycline,  doxycycline,  cephalothin,  erythromycin,  and  sulfamethox- 
azole have  no  influence  in  vitro  on  the  protein  binding  of  diclofenac  in  human  serum 

Drug/Laboratory  Test  Interactions 

Ef/ecf  on  Blood  Coagulation:  Diclofenac  increases  platelet  aggregation  time  but  does  not  aflect  bleeding  time,  plasma  thrombin  clotting  time,  plasma 
fibrinogen,  or  factors  V and  VII  to  XII.  Statistically  significant  changes  in  prothrombin  and  partial  thromboplastin  times  have  been  reported  in  normal 
volunteers.  The  mean  changes  were  observed  to  be  less  than  1 second  in  both  instances,  however,  and  are  unlikely  to  be  clinically  important.  Diclofenac 
is  a prostaglandin  synthetase  inhibitor,  however,  and  all  drugs  that  inhibit  prostaglandin  synthesis  interfere  with  platelet  (unction  to  some  degree; 
therefore,  patients  who  may  be  adversely  affected  by  such  an  action  should  be  carefully  observed 
Carcinogenesis,  Mutagenesis,  Impairment  ol  Fertility 

Long-term  carcinogenicity  studies  in  rats  given  diclofenac  sodium  up  to  2 mg/kg/day  or  (12  mg/m!/day  approximately  the  human  dose)  have  revealed  no 
significant  increases  in  tumor  incidence.  There  was  a slight  increase  in  benign  mammary  fibroadenomas  in  mid-dose-treated  (0.5  mg/kg/day  or  3 mg/ 
m2/day)  female  rats  (high-dose  females  had  excessive  mortality),  but  the  increase  was  not  significant  for  this  common  rat  tumor.  A 2-year  carcinogenic- 
ity study  conducted  in  mice  employing  diclotenac  sodium  at  doses  up  to  0.3  mg/kg/day  (0.9  mg/m!/day)  in  males  and  1 mg/kg/day  (3  mg/m2/day)  In 
females  did  not  reveal  any  oncogenic  potential  Diclofenac  sodium  did  not  show  mutagenic  activity  in  in  vitro  point  mufalion  assays  in  mammalian 
(mouse  lymphoma)  and  microbial  (yeast,  Ames)  tesl  systems  and  was  nonmutagenic  in  several  mammalian  in  vitro  and  in  vivo  tests,  including  dominant 
lethal  and  male  germinal  epithelial  chromosomal  studies  in  mice,  and  nucleus  anomaly  and  chromosomal  aberration  studies  in  Chinese  hamsters. 
Diclotenac  sodium  administered  to  male  and  female  rats  at  4 mg/kg/day  (24  mg/m!/day)  did  not  affect  fertility. 

Teralogenic  Effects 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  Diclotenac  should  be  used  during  pregnancy  only  if  the  benefits  to  the  mother 
lustily  the  potential  risk  to  the  fetus 

Pregnancy  Category  B:  Reproduction  studies  have  been  performed  in  mice  given  diclofenac  sodium  (up  to  20  mg/kg/day  or  60  mg/m2/day)  and  in  rats 
and  rabbits  given  diclofenac  sodium  (up  to  10  mg/kg/day  or  60  mg/m!/day  for  rats,  and  80  mg/m2/day  for  rabbits ),  and  have  revealed  no  evidence  of 
teratogenicity  despite  the  induction  of  maternal  toxicity  and  fetal  toxicity.  In  rats,  maternally  toxic  doses  were  associated  with  dystocia,  prolonged 
gestation,  reduced  fatal  weights  and  growth,  and  reduced  fetal  survival.  Diclotenac  has  been  shown  to  cross  the  placental  barrier  in  mice  and  rats. 

Labor  and  Delivery 

The  effects  of  diclotenac  on  labor  and  delivery  in  pregnant  women  are  unknown.  Because  of  the  known  effects  of  prostaglandin-inhibiting  drugs  on  the 
fetal  cardiovascular  system  (closure  of  ductus  arteriosus),  use  of  diclofenac  during  fate  pregnancy  should  be  avoided  and,  as  with  other  nonsteroidal 
anti-inflammatory  drugs,  it  is  possible  that  diclofenac  may  inhibit  uterine  contraction 

Nursing  Mothers 

Diclofenac  has  been  found  in  Ihemilk  of  nursing  mothers.  As  with  otherdrugs  that  are  excreted  in  milk,  diclofenac  is  not  recommended  for  use  in  nursing 
women 

PedialricUse 

Safety  and  effectiveness  of  diclofenac  in  children  have  not  been  established. 

Geriatric  Use 

Ol  the  more  than  6000  patients  treated  with  diclofenac  in  U.S.  trials,  31%  were  older  than  65  years  of  age.  No  overall  difference  was  observed  between 
efficacy,  adverse  event  or  pharmacokinetic  profiles  of  older  and  younger  patients.  As  with  any  NSAID,  the  elderly  are  likely  to  tolerate  adverse  reactions 
less  well  than  younger  patients. 

ADVERSE  REACTIONS 

Adverse  reaction  information  is  derived  from  blinded,  controlled  and  open-label  clinical  trials,  as  well  as  worldwide  marketing  experience.  In  the  descrip- 
tion below,  rates  of  more  common  events  represent  clinical  study  results;  rarer  events  are  derived  principally  from  marketing  experience  and  publica- 
tions, and  accurate  rate  estimates  are  generally  not  possible 

In  a 6-month,  double-blind  trial  comparing  Voltaren  Delayed-Release  Tablets  (N=197)  vs.Cataflam  Immediate-Release  Tablets  (N=196)  vs.  ibuprofen 
(N=197),  adverse  reactions  were  similar  in  nature  and  frequency.  In  718  patients  treated  for  shorter  periods,  i.e,.  2 weeks  or  less,  with  Catallam 
Immediate-Delease  lahlets,  adverse  reactions  were  reported  one-half  to  one-tenth  as  frequently  as  by  patients  treated  for  longer  periods. 

The  incidence  of  common  adverse  reactions  (greater  than  1%)  is  based  upon  controlled  clinical  trials  in  1543  patients  treated  up  to  13  weeks  with 
Voltaren  Delayed-Delease  lahlets.  By  tar  the  most  common  adverse  effects  were  gastrointestinal  symptoms,  most  of  them  minor,  occurring  in  about 
20%,  and  leading  to  discontinuation  in  about  3%,  of  patients  Peptic  ulcer  or  G I.  bleeding  occurred  in  clinical  trials  in  0.6%  (95%  confidence  interval: 
0.2%  to  1%)  of  approximately  1800  patients  during  their  first3  months  ot  diclofenac  treatmentand  in  1.6%  (95%  confidence  interval:  0.8%  to  2.4%)  of 
approximately  800  patients  followed  for  1 year. 

Gastrointestinal  symptoms  were  followed  in  frequency  by  central  nervous  system  side  effects  such  as  headache  (7%)  and  dizziness  (3%). 
Meaningful  (exceeding  3 times  the  Upper  Limit  of  Normal)  elevations  of  ALT  (SGPT)  or  AST  (SGOT)  occurred  at  an  overall  rate  of  approximately  2% 
during  the  first  2 months  of  Voltaren  treatment.  Unlikeaspirin-related  elevations,  which  occur  more  frequently  in  patients  with  rheumatoid  arthritis,  these 
elevations  were  more  frequently  observed  in  patients  with  osteoarthritis  (2,6%)  than  in  patients  with  rheumatoid  arthritis  (0,7%).  Marked  elevations 
(exceeding  8 times  the  ULN)  were  seen  in  1%  of  patients  treated  for  2-6  months  (see  WARNINGS,  Hepatic  Effects). 

The  following  adverse  reactions  were  reported  in  patients  treated  with  diclofenac: 

Incidence  Greater  Than  1%  - Causal  Relationship  Probable:  (All  derived  from  clinical  tnals.) 

So iy  as  a Whole:  Abdominal  pain  or  cramps,'  headache, ' fluid  retention,  abdominal  distention. 

Digestive:  Diarrhea,  'indigestion,  'nausea,  'constipation,'  flatulence,  livertest  abnormalities,'  PUB,  i e„  peptic  ulcer,  with  or  without  bleeding  and/or 
perforation,  or  bleeding  without  ulcer  (see  above  and  also  WARNINGS). 

Nervoi/sSyston:  Dizziness 
Shin  ini  Appendages:  Rash,  pruritus. 

Special  Senses:  Tinnitus. 

'Incidence,  3%  to  9%  (incidence  of  unmarked  reactions  is  1%-3%). 

Incidence  Less  Than  IV  Causal  Relationship  Probable:  (The  following  reactions  have  been  reported  in  patients  taking  diclofenac  under  circumstances 
that  do  not  permit  a clear  attribution  ol  the  reaction  to  diclofenac.  These  reactions  are  being  included  as  alerting  information  to  physicians.  Adverse 
reactions  reported  only  in  mrldwide  marketing  experience  or  in  the  literature,  not  seen  in  clinical  trials,  are  considered  rare  and  are  italicized.) 

Bo iy  as  a Whole:  Malaise,  swelling  of  lips  and  tongue,  photosensitivity,  anaphylaxis,  anaphylactoid  reactions. 

Cardiovascular:  Hypertension,  congestive  heart  failure. 

Digestive:  Vomiting,  jaundice,  melena,  aphthous  stomatitis,  dry  mouth  and  mucous  membranes,  bloody  diarrhea,  hepatitis,  hepatic  necrosis,  appetite 
change,  pancreatitis  with  or  without  concomitant  hepatitis,  colitis. 

hemic  ani  lymphatic:  Hemoglobin  decrease,  leukopenia,  thrombocytopenia,  hemolytic  anemia,  aplastic  anemia,  agranulocytosis,  purpura,  allergic 
purpura 

Metabolic  ani  nutritional  Disorders:  Azotemia. 

Nervous  System:  Insomnia,  drowsiness,  depression,  diplopia,  anxiety,  irritability,  aseptic  meningitis, 
hespiralory:  Epistaxis,  asthma,  laryngeal  edema. 

Shin  ani  Appendages:  Alopecia,  urticaria,  eczema,  dermatitis,  bullous  eruption,  erythema  multilorme  major,  angioedema,  Stevens-Johnson 
syndrome 

Special  Senses : Blurred  vision,  taste  disorder,  reversible  hearing  loss,  scotoma 
Urogenilahtlephroticsynirome,  protemm,  oliguria,  interstitial  nephritis,  papillary  necrosis,  acute  renal  tailure. 

Incidence  Less  Than  1%  - Causal  Relationship  Unknown:  (Adverse  reactions  reported  only  in  worldwide  marketing  experience  or  in  the  literature,  not 
seen  in  clinical  trials,  are  considered  rare  and  ate  italicized ) 

Body  as  a Whole:  Chest  pain 

Cardiovascular:  Palpitations,  Hushing,  tachycardia,  premature  ventricular  contractions,  myocardial  infarction. 

Digestive:  Esophageal  lesions. 

Hemic  ani  Lymphatic:  Bruising 

Metabolic  ani  nutritional  Disorders:  Hypoglycemia,  might  loss 

tiervous  System:  Paresthesia,  memory  disturbance,  nightmares,  tremor,  tic,  abnormal  coordination,  convulsions,  disorientation,  psychotic  reaction. 
Hespiralory:  Dyspnea,  hyperventilation,  edema  ol  pharynx. 

Skin  ani  Appendages:  Excess  perspiration,  exfoliative  dermatitis 

Special  Senses:  Vitreous  floaters,  night  blindness,  amblyopia 

Urogenital : Urinary  frequency,  nocturia,  hematuria,  impotence,  vaginal  bleeding. 
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Walking  in  their  shoes 

Awareness  program  shows  civic  leaders  the  challenges  confronting  teen  mothers 

By  Laura  J.  Albrecht,  Associate  editor 


onna  Bacchi,  MD,  stood  before  a group  of 
Austin  business  and  community  leaders  hop- 
ing they  would  be  disturbed  by  what  they 
were  about  to  see  and  hear.  How  would  they 
react  when  an  18-year-old,  7-month-pregnant  girl  told 
them  about  living  in  the  backseat  of  her  aunt’s  car?  Or  the 
tale  of  a 1 6-year-old  mother  who  had  been  living  on  the 
streets  before  finding  shelter  in  a drug  house? 


“Many  oi  us  have  not  been  in  the  social  or  economic  situ- 
ation a lot  ol  these  young  girls  are  living  in,”  Dr  Bacchi,  a 
medical  director  with  the  Austin  Health  & Human 
Services/Travis  County  Health 
Department,  told  the  group 
during  a recent  Child  Watch 
Visitation  Program.  “A  preg- 
nant, 1 5-year-old  girl  who  has 
barely  finished  playing  with 
dolls  herself  faces  a multitude 
of  obstacles.” 

Those  barriers  can  range 
from  inability  to  access  pre- 
natal care  and  lack  of  sup- 
port from  the  father,  family, 
and  friends  to  struggles  with 
a bureaucratic  social  services 
system. 

Created  by  the  Children’s 
Defense  Fund,  Child  Watch 
is  organized  on  the  local  level 
and  addresses  children’s 
issues  based  on  the  needs  of 
the  community. 

The  Travis  County  pro- 
gram, sponsored  by  the  Texas 
Medical  Association,  the 
Children’s  Hospital  of  Austin  at  Brackenridge,  and  the  March 
of  Dimes  Birth  Defects  Foundation,  gave  participants  a first- 
hand look  at  what  it’s  like  to  be  a pregnant  teenager  or  teen 
mother.  Program  participants  visited  a neonatal  intensive  care 

38 


unit  and  an  emergency  shelter  for  preg- 
nant teens,  teen  parents,  and  their  chil- 
dren, and  listened  to  a panel  of  high 
school  teen  mothers. 

“Our  concern  with  teen  pregnan- 
cies is  to  ensure  there  is  a healthy  out- 
come for  both  the  mother  and  child,” 
said  Dr  Bacchi.  “Of  course,  the  best 
way  to  have  a healthy  outcome  is  to 
prevent  teenage  pregnancies.” 

Current  trends  in  Texas  still  show 
a steady  increase  in  birth  rates  among  women  age  19  and 
younger.  Travis  County  now  leads  the  state  in  teen  preg- 
nancy rates,  followed  by  Dallas,  Bexar,  El  Paso,  Harris,  and 

Tarrant  counties.  Provisional 
data  from  the  Texas  Depart- 
ment of  Health  show  that 
1 ,404  babies  were  born  to 
women  age  19  and  younger 
in  Travis  County  during 
1993.  Forty-five  percent  of 
those  births  were  to  girls  age 
1 7 and  younger. 

From  sexual  conquest  to 
search  for  love 

“Children  having  babies  is 
not  a new  problem,”  said 
Kathie  Bacque,  a registered 
nurse  who  heads  a compre- 
hensive perinatal  manage- 
ment program  for  PCA 
Health  Plans  of  Texas,  Inc, 
called  Bringing  Baby  Home. 
“But  it  is  a problem  we  all 
need  to  look  at  and  realize 
something  needs  to  be  done.” 
When  a pregnant  teen  is 
supervised  under  the  case  management  program,  Ms 
Bacque  says,  caseworkers  try  to  find  out  why  she  got  preg- 
nant. What  they  discover  is  a variety  of  reasons  and  cir- 
cumstances surrounding  the  pregnancy. 
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“Contests  in  school  to  have  sex, 
pressure  from  the  girl’s  family  to  have 
a baby,  and  belief  that  it  can’t  happen 
the  first  time  are  all  factors  leading  to 
teen  pregnancies,’’  said  Ms  Bacque. 

Other  commonly  cited  reasons 
include  peer  pressure,  denial  that  sex 
will  lead  to  pregnancy,  ignorance  of 
birth  control,  cultural  acceptance,  and 
the  desire  to  be  loved. 

A recent  case  involved  an  18-year- 
old  girl  who  had  been  trying  to  get 
pregnant  for  2 years  because  her  fam- 
ily and  friends  told  her  she  was 
behind  the  times  by  not  having  a 
child  yet.  In  another  case,  a 12-year- 
old  mother  with  a 6-week-old  baby 
who  is  now  living  with  her  mother 
and  boyfriend  wants  to  have  another 
baby  soon  so  her  first  child  doesn't 
grow  up  alone. 

“We  teach  everything  in  life  to 
these  teenagers  except  birth  control, 
childbirth,  and  parenting,”  said  Ms 
Bacque.  “These  teens  don’t  realize 
childbirth  can  be  painful,  and  they 
don’t  know  you  don’t  shake  a baby 
when  she’s  crying  to  make  her  stop. 
We  expect  that  to  come  naturally.” 

Two  weeks  before  delivery 

A pregnant  teen  arrives  at  a local  clin- 
ic seeking  prenatal  care.  She  is  con- 
cerned about  her  baby  and  her  own 
health.  It  sounds  like  she  is  behaving 
responsibly.  T he  only  problem  is  she  is 
due  to  deliver  in  2 weeks. 

Obstetrician  and  gynecologist  Brian 
Monks,  MD,  is  no  stranger  to  teenage 
pregnancy  and  perinatal  health  issues. 
As  medical  adviser  for  the  Austin 
Community  Action  Adolescent  Preg- 


nancy Prevention  Program,  he  knows 
teen  pregnancy  continues  to  be  a med- 
ical and  social  problem  in  Texas  and 
the  United  States. 

“Teen  mothers  don’t  access  prena- 
tal care,”  said  Dr  Monks.  “This  group 
faces  treatment  noncompliance;  limit- 
ed finances;  and  lack  of  support  from 
families,  schools,  and  communities.” 

The  delay  in  seeking  prenatal  care  is 
not  always  access  to  a clinic.  Many 
other  factors,  such  as  transportation  to 
the  clinic  and  time  away  from  school, 
put  additional  burdens  on  teen  moth- 
ers and  children. 

Ms  Bacque,  who  works  with  teen 
mothers,  knows  the  hesitancy  they 
have  when  it  comes  to  seeking  med- 
ical care.  “Prenatal  care  is  not  a high 


priority,”  she  said.  “ I hey  are  terrified 
of  seeing  doctors  and  nurses.” 

One  reason  pregnant  teens  don’t  go 
to  clinics  is  that  they  fear  people  will 
look  down  on  them  because  of  their 
condition,  says  Ms  Bacque. 

If  prenatal  care  is  sought  and  pro- 
vided, then  social  concerns  may  very 
well  outweigh  medical  concerns. 
“Addressing  the  social  concerns  of 
teen  parents  is  where  the  nonmedical 
community  can  play  a major  role,” 
said  Dr  Monks. 

Parenting  skills,  education  and 
employment  opportunities,  and 
school-based  clinics,  along  with  hous- 
ing and  transportation,  all  must  be 
addressed  if  any  headway  is  going  to 
be  made,  according  to  Dr  Monks. 


Update 

San  Angelo  physicians 
prescribing  bike  helmet  habit 

Children  will  be  riding  the  roadways  of  San  Angelo  with  a little  added 
protection  thanks  to  the  efforts  of  area  physicians.  The  November 
1994  issue  of  Texas  Medicine  (pp  36-38)  reported  on  efforts  by  the 
Texas  Medical  Association  and  a coalition  of  health  professionals  pressing  state 
legislators  to  pass  a universal  bicycle  helmet  law  for  Texans  of  all  ages. 

A bicycle  helmet  distribution  program  now  under  way  — Hard  Hats  for 
Little  Heads  — already  has  resulted  in  230  helmets  being  donated  by  Con- 
cho Valley  County  Medical  Society  (CVCMS)  physicians  and  distributed 
by  police  officers. 

“Physicians  view  injuries  resulting  from  bike  accidents  as  a public  health 
issue,”  said  CVCMS  President  Larry  C.  Driver,  MD,  who  developed  and 
coordinated  the  program.  “The  ultimate  success  of  this  program  will  be  re- 
alized as  young  bicyclists  develop  the  helmet  habit  at  an  early  age.” 

Physicians  interested  in  Dr  Driver’s  program  may  contact  him  at  (915) 
658-3407. 
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Tell  me  what  it’s  like 

The  Austin  teen  mothers  and  mothers- 
to-be  who  sought  out  emergency  assis- 
tance from  the  Community  Advocates 
for  Teens  and  Parents,  Inc  (CATP), 
were  seeking  the  basics  — food,  shel- 
ter, and  a safe  place  for  their  children. 

Seventeen-year-old  Michelle  came 
to  the  shelter  2 years  ago  with  her  chil- 
dren, Robert  and  Felicia.  She  had 
some  problems  at  first  adjusting  to  the 
rules  set  forth  by  CATP  Executive 
Director  Bobbie  Clark  and  her  staff. 
But  with  counseling,  plus  an  opportu- 
nity to  continue  her  education, 
Michelle  changed  what  she  called  her 
“bad  attitude  toward  life.” 

CATP  not  only  provides  housing 
and  child  care  to  homeless  pregnant 
teens,  teen  mothers,  and  their  chil- 
dren, but  also  has  programs  to 
decrease  the  incidence  of  teen  preg- 
nancy among  high-risk,  low-income, 
and  disadvantaged  youths. 

“Before  coming  to  CATP,  1 felt  like 
nobody  cared,”  said  18-year-old  June, 
who  had  been  living  on  the  streets  ol 
Austin.  “Now  I have  something  to  look 
forward  to.  1 don’t  want  my  kid  to  go 
through  the  stuff  I have  gone  through.” 

Even  the  day-to-day  routines  we 
take  for  granted  bear  hard  on  teen 
mothers.  The  typical  teen  mother 
might  begin  her  day  with  a lengthy 
city  bus  ride  to  drop  off  her  child  at 
day  care;  then  to  school  and  back  to 
day  care  before  returning  home.  Her 
day  is  not  over  since  there  are  still 
child-care  tasks  to  accomplish  and 
homework  assignments  due  the  next 
day,  and  maybe  a job  to  go  to.  There 
may  or  may  not  be  emotional  or 


financial  support  from  family,  friends, 
or  the  child’s  father. 

Ignoring  the  teen  pregnancy  prob- 
lem in  Texas  is  not  going  to  make  it  go 
away,  says  Dr  Monks.  “What  we  should 
be  doing  is  educating  teenagers  to  pre- 
vent future  unwanted  pregnancies,”  he 
said,  “instead  ol  forgetting  about  them 
and  putting  them  in  a corner.” 

Other  physicians  participating  in 
the  Travis  County  program  were 


David  R.  Smith,  MD,  Texas  commis- 
sioner of  health;  William  H.  Hyde, 
MD,  neonatologist  at  the  Neonatal 
Intensive  Care  Unit  at  Children’s 
Hospital  of  Austin  at  Brackenridge; 
George  L.  Sharpe,  MD,  director  of 
the  Neonatal  Education  Program  at 
Brackenridge  Hospital;  and  Bruce 
Weiss,  MD,  executive  vice  president 
ol  medical  affairs  for  PCA  Health 
Plans  of  Texas,  Inc.  ★ 
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Violence  (2-5) 


2-5  pm 

Risk  Management  Workshop 
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Neurological  Surgery  (9-12) 
Neurology  (9-5) 
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Cardiovascular  Diseases  (9-5) 
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Name  Member  ID# 

Address 

City State Zip Specialty 

Phone  ( ) Fax  ( ) 


Please  check  all  applicable  spaces  below 


O Physician 

O Intern/Resident/Fellow 

□ Medical  Student 
O TMA  Officer 
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0 
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Intern,  Resident,  Fellow  $ 10 

Medical  Student  $ 10 
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Golf  Tournament 

Wednesday,  May  17,  1 pm 
Lakewood  Country  Club  $ 75 
Average  score  or  handicap 


Subtotal 

0 

0 

0 

0 


Tennis  Tournament 

Wednesday,  May  17,  1 pm 
Verandah  Club,  Loews  Anatole  Hotel 

$ 15 

Level  of  ability 


Check  box  to  receive  information  and  registration 
form  for  professional,  full  service,  on-site  child  care. 

Medical  Student  Sponsorships 

Help  a medical  student  participate  by  $ 

donating  $75,  $50  or  $25.  Funds  will  be 
used  to  defray  travel  and  housing  costs 
for  medical  students  through  the  Medical 
Student  Section. 

A Supreme  Evening  with  Mary  Wilson 

presented  by  the  TMA  Foundation  to  benefit 
the  TMA/TMAA  domestic  violence  prevention 
program,  Friday,  May  1 9,  8 - 1 1 :30  pm,  Loews 
Anatole  Hotel.  Dinner  and  entertainment. 

Seating  is  limited.  Pick  up  tickets  at  registration 
by  5 pm,  or  at  the  door  after  6:30  pm,  Friday, 

May  1 9. 

$125  each  x (#) = Benefit  Ticket  Subtotal  $ 

$65  per  ticket  is  tax  deductible. 
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0 Fun  Run 

Thursday,  May  18,  7 am 
Verandah  Club,  Loews  Anatole  Hotel 

0 0 


TMA  Alliance  Luncheon 

featuring  Mary  Wilson  of  the  Supremes 
Friday,  May  19,  11:15  am-1  pm 
Loews  Anatole  Hotel  $ 40 

Advance  Copy  of  Final  Program 

which  contains  presentation 
summaries  and  complete 
details  (available  late  April)  $ 8 


Acct.  No. Exp.  Date 

Name  on  Card 

Signature 

No  refunds  given  after  May  3. 

Return  form  and  registration  fees  to  TMA  Annual  Session, 
401  West  1 5th  Street,  Austin,  TX  78701-1 680,  or  fax  (512) 
370-1635  with  credit  card  information. 


□ Check  here  if  special  assistance  is  required  to  fully  participate.  We  will 
contact  you  to  discuss  your  needs.  We  cannot  assure  the  availability  of 
disability  assistance  without  prior  notification  of  need. 


Questions?  Call  TMA  Annual  Session  Department,  (800)  880-1 300  or  (51 2)  370-1 300,  Ext.  1 451  or  1 453. 


RESERVATION 
I DEADLINE: 
APRIL  19 


Texas  Medical  Association 
128th  Annual  Session 
May  18-21,  1995 
Dallas, Texas 


Official  Housing  Request  Form 

* Please  print  or  type  all  items  to  assure  accuracy. 

* Complete  each  part  below  in  detail  for  correct 
and  rapid  processing. 

* Phone:  800/428-8854 

* Fax:  214/702-2924 


^ Tes 

L 


TexasMedical 

Association 


Please  request  additional  rooms  on  a separate  copy  of  this  form 

i Send  confirmation  to: 

N a me 

I Name  of  Company  or  Firm 

Street  Address  or  P.O.  Box  Number 

City State  (Country) Zip  Code  

'Daytime  Phone  ( ) Fax  ( ) 

' 

/Arrival  Date Departure  ‘Date 


^otel  "Preference: 

Special  Requests: 

1st  choice 

□ Nonsmoking 

2nd  choice 

LI  Handicapped  Accessible 

3rd  choice 

□ Guarantee  for  late  arrival 

(after  6 pm) 

IRoom  *7t0ie: 

Shane  ‘With: 

D Single  (1  person,  1 bed) 

□ Triple  (3  ppl,  2 beds) 

□ Double  (2  ppl,  1 bed) 

□ Quad  (4  ppl,  2 beds) 

2 Dbl-Dbl  (2  ppl,  2 beds) 

□ P + 1 (1  bedroom  suite) 

□ P + 2 (2  bedroom  suite) 

Occupant  <4  ‘Tlame: 

/l  room  deposit  is  required  for 

all  reservations. 

(over) 

1995  HOUSING  FORM 

Texas  Medical  Association 
1 28th  Annual  Session 
May  18-21,  1995  • Dallas, Texas 


T^anticifaztivup  attct  TRat&i* 

O**  Loews  Anatole  Hotel  , 2201  Stemmons  Frwy 
$105  Single  $115  Double 

©Stouffer  Dallas  Hotel,  2222  Stemmons  Frwy 
$99  Single  $99  Double 

©Courtyard  by  Marriott  - Market  Center 
2150  Market  Center  Blvd. 

$97  Single  $97  Double 


* Rates  apply  only  until  April  19  and  do  not  include  13%  hotel  tax. 


**Headquarters  Hotel 




Place 

Stamp 

Here 


Dallas  Convention  & Visitors  Housing  Bureau 
15770  N.  Dallas  Parkway,  Suite  1060 
Dallas,  TX  75248 





@a*tceCC<ztc(M4,' 

(2<wiectio*ui 

All  cancellations,  changes  or  corrections  prior  to 
April  19  should  be  made  directly  with  the  Housing 
Bureau.  Beginning  April  19  contact  hotel  directly. 

A deposit  of  $100  is  required  per  room  hy  credit 
card  or  check/money  order. 


Reservation  acknowledgements  will  be  sent  by  the 
Housing  Bureau.  Room  confirmations  will  be  sent 
by  individual  hotel. 

IR.efrcticU 

Before  April  19  refunds  issued  by  Housing 
Bureau.  After  April  19  refunds  issued  by 
individual  hotel.  No  deposit  refunds  issued  within 
72  hours  of  scheduled  arrival  date. 


Credit  Card# Expiration  Date Name 

□ American  Express  L)  Master  Card  Q Visa  Payment  by  □ check  or  □ money  order 

Please  make  check/money  order  payable  to:  Dallas  Housing  Bureau 

15770  N.  Dallas  Parkway,  Ste.  1060 
Dallas,  Texas  75248 


MARK  THE  DATE  » PLAN  YOCIR  PARTICIPATION  » TELL  YOUR  FRIENDS  « GET  TOGETHER  A GROUP  ‘MAKE  YOjJR-nu^SENCE  FELT  AT  THE  STATE  CAPITOL 


State  Capitol 
Guest  Quarters  Hotel 
TMA  Building 

Wednesday,  March  29, 1995 

Plan  to  participate  in  this 
critically  important  legislative 
event  for  members  of  TMA 
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and  the  TMA  Alliance. 


Health  Fair  in  the  newly- 
restored  Capitol  rotunda 
Legislative  briefings  by  Kim 
Ross  and  other  TMA  Public 
Affairs  staff 
Materials  on  status  of 
current  legislation 
Visits  to  legislators  and 
aides,  morning  and  afternoon 
Box  lunches  and  debriefing 
at  noon 

Opportunities  for  CMS/CMSA 
planned  receptions  for  your 
legislators,  to  be  arranged 
on  an  individual  basis 
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For  more  information: 
(800)  880-1300,  Ext.  1328 


ASSOCIATION 

ALLIANCE 


• TELL  YOUR  FRIENDS 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon " is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  coniunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 1 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1  T4  1 tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon 1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al. . New  England  Journal  of  M 
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2.  Goodman,  Gilman  — - The  Pharmacological  b 
of  Therapeutics  6th  ed.,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  et  al  . , The  Journal  of  Urology  1 28: 
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AVAILABLE  AT 
PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 
Tenafly,  New  Jersey  07670 
(201  )-569-8502 
1-800-237-9083 
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Managing  managed  care 

Physician  and  patient  rights  the  focus  of 1994  TMA  Interim  Session 


House  of  delegates  addresses 
managed  care,  town/gown, 
host  of  other  issues 


The  protection  of  phy- 
sician  and  patient  rights  under 
managed  care  was  a top  concern 
of  the  Texas  Medical  Association 
House  of  Delegates  when  it  convened 
for  interim  session  November  18-19 
in  Austin.  The  House  called  for 
numerous  actions  at  the  state  and  fed- 
eral levels  to  help  prevent  third-party 
intermediaries  horn  interfering  in  the 
physician-patient  relationship  and 
reaffirmed  its  support  of  the  American 
Medical  Association’s  Patient  Protec- 
tion Act. 

In  its  historic  150th  meeting,  the 
House  took  action  on  several  controver- 
sial issues  involving  medical  education, 
including  town/gown  conflicts  over  the 
establishment  of  primary  care  clinics  by 
state-supported  medical  schools  and  a 
plan  for  how  to  increase  the  number  of 
primary  care  physicians  in  Texas. 

One  of  the  most  vigorously  debat- 
ed issues  considered  by  the  House 
concerned  undue  influence  by  non- 
profit hospital  corporations  over  the 
clinical  decisions  of  participating 
physicians  under  Section  5.01(a)  of 
the  Medical  Practice  Act.  Delegates 
approved  recommendations  address- 
ing the  issues  of  board  and  member 


financial  relationships,  surveillance  by 
the  Texas  State  Board  of  Medical 
Examiners,  clinical  practice,  and  bal- 
ance of  financial  powers. 

In  other  action,  the  House  adopted 
a report  calling  on  TMA  and  individ- 
ual physicians  to  take  a proactive 
stance  on  reducing  violence  in  Texas, 


President  Betty  P.  Stephenson,  MD,  Houston, 
urged  physicians  to  find  medicine’s  common 
ground  and  speak  up  about  it  to  hospitals,  insur- 
ance companies,  the  community,  the  legislature, 
and  Congress.  Dr  Stephenson  said  priorities 
include  “a  code  of  ethics  specific  to  physicians,  our 
patients,  and  each  other;  our  guarantee  to  the  best 
quality  education  we  can  provide  to  students,  res- 
idents in  training,  and  all  of  us  who  continue  our 
medical  education  for  a lifetime;  and  our  ability 
to  care  for  patients  without  outside  interference.  ” 


including  several  legislative  initiatives. 
Delegates  also  approved  the  creation 
of  a Committee  on  International 
Medical  Graduates  and  approved  rec- 
ommendations concerning  licensure, 
graduate  medical  education,  and  rep- 
resentation of  international  medical 
graduates  in  organized  medicine. 


Frederick  L.  Merian,  MD,  Victoria,  left,  member 
of  the  TMA  Board  of  Trustees,  and  Robert  L. 
Donald,  MD,  Houston,  chair  of  the  Council  on 
Socioeconomics,  discuss  a recommendation  that 
TMA  set  up  a Physician  Services  Organization 
(PSO)  to  help  doctors  practice  in  a managed  care 
environment.  The  House  of  Delegates  approved 
that  a preliminary  study  be  done  to  explore  the 
feasibility  of  a TMA-sponsored  PSO. 
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John  P.  Howe  III,  MD,  left,  president  of  The 
University  of  Texas  Health  Science  Center  at  San 
Antonio,  discusses  House  action  with  Jim  Bob 
Brame,  MD,  Eldorado,  TMA  past-president. 


Roland  A.  Goertz,  MD,  Houston,  served  on  the  Ad  Hoc  Committee  on  Town/Gown  Issues  that  studied 
controversies  surrounding  the  organization  of  primary  care  clinics  by  state-supported  medical  schools. 
The  House  approved  several  recommendations  of  the  committee,  including  that  the  primary  care  clin- 
ics be  established  only  in  medically  underserved  areas  and  that  if  questions  regarding  specific  sites  arise, 
TMA  should  offer  an  avenue  to  objectively  determine  actual  need  while  preventing  unfair  competition 
with  private  practice  physicians. 


TMA  President-Elect  Mark  J.  Kubala,  MD, 
Beaumont,  addresses  the  House  of  Delegates.  Dr 
Kubala  will  be  installed  as  president  during  the 
TMA  Annual  Session  in  Dallas  this  May. 


Members  of  the  TMA  delegation  to  the  AMA, 
from  left,  include  George  E.  Thannisch,  MD, 
Lufkin;  Carolyn  A.  Evans,  MD,  Dallas;  and 
Priscilla  Ray,  MD,  Houston.  The  TMA  House  of 
Delegates  instructed  the  AMA  delegation  to  take 
15  resolutions  to  the  AMA  meeting  in  Honolulu 
in  December  1994.  Many  of  those  resolutions 
concern  managed  care  and  health-system  reform, 
calling  for  an  incremental  approach  to  reform 
and  urging  preservation  of  quality  of  care,  protec- 
tion of physician  and  patient  rights,  and  freedom 
of  medical  decision-making  under  managed  care. 


TMA  Past-President  Robert  M.  Tenery,  Jr,  MD, 
Dallas,  left,  talks  with  President-Elect  Mark  J. 
Kubala,  MD,  before  the  opening  of  interim  ses- 
sion. Dr  Tenery  chaired  the  TMA  Special 
Committee  on  Primary  Care,  which  was  created 
in  January  1994  in  response  to  heated  debate  in 
the  last  session  of  the  Texas  Legislature  over  the 
education  of  primary  care  physicians.  The  House 
of  Delegates  approved  recommendations  by  the 
committee  for  addressing  the  shortage  of  primary 
care  physicians  in  Texas,  including  increasing  the 
number  of  state-supported  primary  care  residency 
positions,  establishing  statewide  preceptor  pro- 
grams in  internal  medicine  and  pediatrics  for 
undergraduate  medical  students,  expanding  the 
Physician  Education  Loan  Repayment  Program, 
and  establishing  programs  to  encourage  primary 
care  physicians  to  practice  in  underserved  areas  of 
the  state. 
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: During  debate  on  the  House  floor , A.H.  Giesecke, 

• Jr,  MD,  Dallas,  offers  an  amendment  to  a rec- 

• ommendation  calling  for  tougher  jail  sentences 
: for  criminal  use  of  f rearms. 


J.  James  Rohack,  MD,  College  Station,  left,  secre- 
tary of  the  TMA  Board  of  Trustees  and  member  of 
the  TMA  delegation  to  the  AMA,  talks  with 
Joseph  T.  Painter,  MD,  Houston,  AMA  immedi- 
ate past-president.  Dr  Painter  will  receive  the 
TMA  Distinguished  Service  Award  in  May  1995. 


Laurance  N.  Nickey,  MD,  El  Paso,  who  chairs  the  Council  on  Public  Health,  discusses  a proposal  before 

• the  House  of  Delegates.  The  House  approved  recommendations  from  the  Council  on  Public  Health  that 
: urge  legislators  to  take  action  to  reduce  violence,  including  tougher  jail  sentences  for  criminals  who  use 

• firearms,  a ban  on  the  sale  of  realistic  toy  guns,  and  increased  funding  and  staffing  for  child  pioteitive 

• services  and  juvenile  probation.  The  House  also  approved  recommendations  that  TMA  and  individual 
physicians  take  active  roles  in  reducing  violence,  including  support  of  research  into  the  causes  of  violence 

: and  education  on  the  dangers  of  guns  in  the  home. 


Dr  Painter  to  receive 
Distinguished  Service  Award 


For  his  lifetime  of  ded- 
ication  to  patient  care  and 
unmatched  history  of  service  to 
the  profession,  Joseph  T.  Painter, 
MD,  Houston,  will  receive  the  TMA 
Distinguished  Service  Award  in  May 
1995-  Dr  Painter's  nomination  for  the 
award  was  enthusiastically  approved 
by  the  House  of  Delegates  during 
interim  session. 

Dr  Painter  is  immediate  past-presi- 
dent of  the  American  Medical 
Association  and  has  chaired  its  Board 
of  Trustees.  He  also  has  served  as  chair 
of  AMA’s  Council  on  Long  Range 
Planning  and  Development  and  has 
chaired  the  AMA  Commissioners  to 
the  Joint  Commission  on  Accredita- 
tion of  Healthcare  Organizations.  Dr 
Painter  currently  chairs  the  Council  ol 
the  World  Medical  Association. 

Dr  Painter  has  served  TMA  as  a 
member  of  the  Board  of  Trustees  and 
the  Executive  Board.  He  also  chaired  the 
Council  on  Tax-Financed  Health  Care 
Programs,  the  Committee  on  Insurance, 
and  the  Committee  on  Cancer. 

A specialist  in  internal  medicine,  Dr 
Painter  was  vice  president  for  health 
policy  at  The  University  ofTexas  M.D. 
Anderson  Cancer  Center  at  the  time  of 
his  retirement  in  August  1994. 

In  other  actions  recognizing  TMA 
members,  the  House  of  Delegates  in 
November  elected  John  J.  Hinchey, 
MD,  San  Antonio,  to  member  emeri- 
tus status.  Dr  Hinchey  served  FMA  as 
vice  councilor  and  councilor,  member 
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of  the  Council  on  Medical  Education, 
and  delegate  to  the  House.  He  also  is 
a past  president  of  the  Bexar  County 
Medical  Society. 

Elected  to  honorary  membership 
were  Henry  E.  Martinez,  MD, 
Amarillo;  James  E.  Albright,  MD, 
Corpus  Christi;  Hector  P.  Garcia, 
MD,  Corpus  Christi;  Lenore  S. 
Warden,  MD,  Weslaco;  Homer  R. 
Goehrs,  MD,  Austin;  Royall  Campbell 
Stiernberg,  MD,  Galveston;  Thomas 
P.  Clarke,  MD,  Houston;  John  W. 
Nichols,  MD,  Galena  Park;  L.  Rodney 
Rodgers,  MD,  Houston;  Whitney  G. 
Sampson,  MD,  Houston;  John  H. 
White,  MD,  Pasadena;  Frank  Gist 
Anderson,  Jr,  MD,  Bryan;  and 
Woodrow  Maurice  Avent,  MD,  Waco. 


INTERLINK  FOR  PATIENT  CARE 

Annual  session 
registration  under  way 

ARK  YOUR  CALENDARS 
now  and  plan  to  attend 
TMA’s  128th  Annual  Ses- 
sion May  18-21,  1995,  in 
Dallas.  Registration  and  housing 
reservation  forms,  along  with  a 
preliminary  schedule  of  events,  can 
be  found  on  pp  41-44.  For  more 
details,  watch  for  the  Advance 
Program  in  the  mail  this  February. 


MEDICAI,  MALPRACTICE  INSURANCE 

Assuring  your  insurance  needs  are  satisfied  is  our  highest  priority. 

If  you  are  having  difficulty  obtaining  reasonably  priced 
medical  malpractice  insurance  due  to: 

Previous  Claims  Practice  Specialty 
License  Sanctions  Unusual  Circumstances 

Call  for  a no  obligation  consultation! 

1-800-757-1739 

* Physicians  & Surgeons  Professional  Liability  * 

* ER  Groups  * Outpatient  Surgery  Centers  * 

* Unique  Healthcare  Insurance  Requests  * 

* Multi  Specialty  Practices  * Hospitals  * 


ABELOW  INSURANCE  & FINANCIAL  SERVICES 
Mark  D.  Abelow,  AAI 

13034  North  Run  San  Antonio,  Texas,  78249  (210)  434-9813 

Securities  Offered  Through  Linsco  / Private  Ledger  Member  NASD/SIPC 


PRACTICE  FINANCING 


Available  for: 

• Leasehold  Improvements  • Working  Capital 

• Practice  Acquisitions,  Expansions,  Start-ups  • New  or  Used  Equipment 

• $100,000+  with  no  Financials  • Flexible  Payment  Programs 


MERICOM 


^ A LEASING,  INC. 

To  apply  or  request  information  contact  John  or  Ron 

713/680-8822 

800/477-LEASE 
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Third  Annual  Symposium 
on  Perinatal  Medicine 
and  Nursing 
April  26  & 27, 1995 


South  Shore  Harbour  Resort  & 
Conference  Center,  League  City,  TX 
(15  minutes  southeast  of  Houston) 

Featured  Speakers: 

Gary  D.  V.  Hankins,  M.D. 

Stephen  L.  Clark,  M.D. 

Bonnie  Flood  Chez,  R.N.C.,  M.S.N. 
Carol  J.  Harvey,  R.N.C.,  M.S. 

For  Registration  Information: 
(409)  772-0994 
P.O.  Box  15033 
Galveston,  TX  77555-5033 

Presented  by: 

UTMB  The  University  of  Texas  Medical 
Branch  at  Galveston,  Texas 


TWO  CELLULAR  PHONES 
ON  ONE  NUMBER 


► Program  a second 
phone  to  your  existing 
number 

► No  second  number 
charge 

► No  second  number 
to  give 
out 


► Second  phones  can  be 
ordered  programmed 
with  your  existing 
cellular  number 


1 -800-603-7038 
Advanced  Cellular 
Concepts 
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Physician,  Alliance  member  elected  to  legislature 

For  the  first  time  in  4 years,  a physician  has  been  elected  to  the 
Texas  Legislature.  And,  he  will  be  joined  in  the  House  of  Represen- 
tatives by  a Texas  Medical  Association  Alliance  member.  Houston 
anesthesiologist  Kyle  Janek,  MD,  handily  defeated  Democrat  Bruce  Reeves 
in  the  race  for  state  representative,  District  134.  Dr  Janek,  a Republican, 
succeeds  Democratic  incumbent  Sue  Schechter,  who  did  not  seek  reelec- 
tion. He  garnered  67.2%  of  the  vote,  compared  to  30.6%  for  Reeves  and 
2.2%  for  Libertarian  Paul  Elliott. 

In  Dallas,  Harryette  Ehrhardt,  PhD,  defeated  Republican  Lee  Sanders  in 
another  open  seat.  Mrs  Ehrhardt,  a Democrat,  is  the  wife  of  Dallas  oph- 
thalmologist John  A.  “Jack”  Ehrhardt,  MD.  She  replaces  former  state  Rep 
David  Cain,  also  a Democrat,  who  was  elected  to  the  Texas  Senate.  Mrs 
Ehrhardt  received  5 2.6%  of  the  vote,  with  Sanders  getting  44.1%  and 
Libertarian  Steven  May  polling  3.3%. 

Dr  Janek  and  Mrs  Ehrhardt  were  among  the  physicians  and  physician 
spouses  profiled  in  an  October  1994  article  in  Texas  Medicine  titled  “Do 
medicine  and  politics  mix?”  (pp  32-37). 

Both  newly  elected  officials  say  they  are  anxious  to  get  to  work.  Dr 
Janek  says  his  first  priority  will  be  hiring  a staff  and  drafting  legislation  on 
issues  he  addressed  in  his  campaign. 

“My  emphasis  early  on  is  going  to  be  on  tort  reform  — not  just  medical 
malpractice  stuff,  but  all  across  the  spectrum,”  he  said.  “In  addition  to  that, 
we  will  be  looking  at  juvenile  crime  and  violence,  and  some  bills  we  think 
will  do  great  things  to  decrease  the  amount  of  juveniles  who  get  into  the 
criminal  justice  system.” 

Dr  Janek  says  he  will  limit  his  medical  practice  to  a handful  of  weekends 
during  the  5-month  legislative  session.  “I’ve  got  a commitment  to  learn  as 
much  as  I can  about  this  new  job  Eve  taken  on,”  he  said.  “It’s  important  that 
I spend  time  there  learning  the  ropes.” 

Mrs  Ehrhardt  also  is  already  at  work  preparing  for  the  upcoming  legisla- 
tive session.  She  has  put  together  a committee  of  constituents  to  analyze  the 
legislative  needs  of  her  district  and  has  met  informally  with  House  Speaker 
James  E.  “Pete”  Laney.  She  says  education  will  be  among  her  priorities  next 
year. 

“Education  is  really  going  to  be  a major  one  for  me,”  she  said.  “I’m  work- 
ing very  hard  to  get  positioned  to  be  effective  in  that  area.” 

In  other  races  involving  physicians  and  physician  spouses,  Gene 
Fontenot,  MD,  was  defeated  by  Democrat  Ken  Bentsen  in  the  race  for  the 
25th  Congressional  District  seat  in  Houston.  Alliance  member  Debra  Race 
of  Tyler  lost  her  bid  for  the  12th  Court  of  Appeals.  Alliance  member  Mary 
Ann  Rios  of  McAllen  was  defeated  by  incumbent  state  Rep  Eddie  de  la 
Garza  in  state  House  District  40;  Marta  Greytok,  wife  of  Seabrook  family 
physician  Francis  J.  Greytok,  MD,  was  defeated  by  incumbent  Land 
Commissioner  Garry  Mauro;  and  Mike  Blankenship,  MD,  of  Texarkana, 
lost  to  incumbent  US  Rep  Jim  Chapman  in  the  1st  Congressional  District. 
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Medicine’s  View 


The  Capitol  Check-Up  health  fair  in  the  rotunda,  popular  in  past  years,  returns  in  1995  thanks  to 
completion  of  the  Capitol  restoration. 


Capitol  Check-up 
shows  Texas  medicine  cares 


ACK  YOUR  WHITE  COAT, 
mm  stethoscope,  and  blood  pressure 
cuff.  It’s  time  to  make  plans  to 
join  in  the  TMA/TMA  Alliance 
Capitol  Check-Up,  a biennial  trek  to 
Austin  to  showcase  medicine  and 
make  a case  lor  physicians’  concerns 
with  Texas  legislators. 

Scheduled  lor  Wednesday,  March 
29,  the  Capitol  Check-Up  will  include 
a health  lair  in  the  Capitol  rotunda 
and  visits  with  legislators.  Kim  Ross, 
1 MA  director  of  public  allairs,  will 
Uriel  and  debriel  physicians  and  physi- 


cian spouses.  County  medical  soci- 
eties may  plan  special  receptions  and 
other  events  with  their  legislators. 

Lodging  will  be  available  at  the 
Guest  Quarters  Suite  Hotel,  303  W 
13th  St,  which  is  across  the  street 
Irom  TMA  headquarters  and  in  easy 
walking  distance  to  the  Capitol.  A 
group  rate  of  $95  single,  $105  double 
is  available,  and  checkout  time  has 
been  extended  to  1 pm  on  March  29. 

For  hotel  reservations,  call  the 
Guest  Quarters  directly  at  (512)  478- 
7000  and  identify  yourself  with  the 
TMA  meeting  for  the  group  rate.  For 
more  information  about  the  Capitol 
Check-Up,  call  (800)  880-1300,  ext 
1328,  or  (512)  370-1328. 


HEALTH 

CARE 

FRAUD 

CRIMES 


Douglas  C.  McNabb 

Federal  Criminal  Defense  Attorney 

Recognized  as  one  of  Texas'  leading 
federal  criminal  defense  attorneys, 
Douglas  C.  McNabb  has  earned  a reputa- 
tion for  his  aggressive  representation  and 
knowledgeable  preparation  in  defending 
the  rights  of  individuals  charged  with 
federal  crimes.  He  limits  his  practice  to 
defending  people  who  are  being  investi- 
gated by  federal  agencies  such  as  the  FBI, 
DEA,  ATF,  IRS,  Secret  Service,  or 
Customs. 

Mr.  McNabb  has  been  involved  in 
numerous  high  profile  cases  that  have 
been  the  subject  of  several  books  and 
movies.  He  is  licensed  to  practice  before 
the  U.S.  Supreme  Court  and  other  federal 
courts  throughout  the  United  States. 

•Fdealth  Care  Fraud  Crimes 
•Tax  Crimes 

•Mail/Wire  Fraud  Crimes 
•Conspiracy  Crimes 
•Money  Laundering  Crimes 
•Export /Import  Crimes 
•Drug  Crimes 
•Environmental  Crimes 

Douglas  C.  McNabb 

Texas  Commerce  Tower 
600  Travis  - 62nd  Floor 
Houston,  Texas  77002 

(713)  237-0011 

Not  certified  by  the  Texas  Board  of  Legal  Specialization 
No  designation  has  been  made  by  the  Texas  Board  of 

Legal  Specialization  for  a Certificate  of  Special 
Competence  in  these  areas. 
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(800)  880-1395 

Get  the  latest  news 
on  health  and 
medical  legislation 
before  the  Texas 
Legislature.  The 
brief  recorded 
message  is  updated 
each  weekday  at 
10:30  a.m. 

A service  of  the 
Texas  Medical 
Association  Public 
Relations 
Department,  in 
cooperation  with  the 
Division  of  Public 
Affairs. 
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50  Years  Ago  in  Texas  Medicine 


January  M 


We  Should  be  on  Our  Legislative  Toes,  now  that 
the  Legislature  is  about  to  meet.  We  may  be  sure  that  our  legislative 
toes  are  in  lor  a beating,  and  the  beating  had  better  be  administered  by 
us.  11  we  are  not  on  our  own  toes,  the  other  lellow  may  be  on  them. 
Our  Legislative  Committee  advises  that  the  legislative  program  of  the 
State  Medical  Association  is  in  good  order,  and  that  there  is  fairly  good 
prospect  of  success  in  securing  the  enactment  ol  the  five  measures  we  have 
underwritten,  no  doubt  with  amendments,  most  of  them  beneficial.  The 
committee  is  largely  advised  as  to  the  intent  and  purposes  ol  several  groups 
in  the  matter  ol  legislation  along  public  health  and  medical  lines,  but  the 
committee  cannot  do  very  much  about  certain  of  these  measures  except  by 
and  with  the  help  of  the  doctor  at  the  bedside. 

Legislators  who  are  responsive  to  the  opinion  and  judgment  of  the  med- 
ical profession  will  expect  to  be  advised  by  their  home  doctors.  Those  legis- 
lators who  are  inclined  to  go  ofl  after  strange  gods  will  listen  to  the  wrong 
doctor  il  they  will  listen  to  anybody.  The  big  idea  is  for  the  home  doctor  to 
keep  in  touch  with  his  legislators,  with  respect  to  all  public  health  and  med- 
ical legislation. 

Our  Legislative  Committee  will  see  that  the  medical  profession  over  the 
State  is  kept  advised,  both  through  the  Journal  and  through  the  news  letters 
of  our  Committee  on  Public  Relations.  The  complaint  most  generally  made 
by  members  ol  the  Legislature  with  regard  to  the  matter,  is  that  they  hear 
plenty  from  the  opposition,  and  little  from  their  home  doctors.  That  con- 
dition must  be  changed,  and  changed  promptly  and  emphatically,  if  we  are 
to  make  any  headway  in  our  efforts  to  procure  the  enactment  of  beneficial 
legislation,  and  defeat  the  efforts  of  those  who  would  bring  about  the  enact- 
ment of  harmful  legislation.  . . . 


( Texas  State  Journal  of' Medicine.  1945;30[9]:460) 
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PUZZLED 
ABOUT  THE 
FUTURE? 

Texas  Physician  Placement  Service 
can  help  you  find  the  perfect  fit! 

For  physicians  completing  residencies, 
relocating  or  moving  from  out  of  state . . . 

• Free  placement  - no  commission 

• Personalized  service 

• Urban  and  rural  placements 

• All  specialties  accepted 

For  hospitals,  HMOs,  clinics  and  group 
practices  expanding  physician  staffs . . . 

• Low-cost  recruitment 

• Diversified  data  bank 

• Reliable,  convenient  service 

A service  provided  by  Texas  Medical  Association  and 
Texas  Academy  of  Family  Physicians 


Tex 

L 


TexasMedical 

Association 


Texas  Physician  Placement  Service 


800  - 880-1300  EXT.  1403 


Mercedes-Benz 

Powerful,  agile,  secure 
A new  measure  of  excellence 


Beck  Imports 

Exclusively  Mercedes-Benz 
Ask  for  special  TMA  member  discounts 
John  Malin,  (817)  244-8180  • (800)  577-2325 
2920  Alta  Mere,  Ft.  Worth,  TX  761 16 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services,  Inc.,  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


W e are  a dedicated  group  of 

professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician’s  claim  history,  specialty 
or  previous  problems. 


Aberdeen 




For  additional  information,  contact: 

Jim  Rubino,  Executive  Director 
Aberdeen  Medical  Insurance  Services,  Inc. 

5251  Westheimer,  Suite  800  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713) 622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 


Medical  Protective  Policyowners 
NEVER  get  letters  like  this! 


Any  allegation  of  malpractice  against  a doctor  is  serious  business.  If  you  are  insured  by  The  Medical 
Protective  Company,  be  confident  that  in  any  malpractice  claim  you  are  an  active  partner  in 
analyzing  and  preparing  your  case.  We  seek  your  advice  and  counsel  in  the  beginning,  in  the 
middle,  and  at  the  end  of  your  case.  In  fact,  unless  restricted  by  state  law,  every  individual  Medical 
Protective  professional  liability  policy  guarantees  the  doctor's  right  to  consent  to  any  settlement- 
no  strings  attached!  In  an  era  of  frivolous  suits,  changing  government  attitudes  about  the 
confidentiality  of  the  National  Practitioner's  Data  Bank  and  increased  scrutiny  by  credentialing 
committees,  shouldn't  you  have  The  Medical  Protective  Company  as  your  professional  liability 
insurer?  Call  your  local  General  Agent  for  more  information  about  how  you  can  have  more  control 
in  defense  of  your  professional  reputation. 
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To  monitor  the  growth  of  the  health- 
care sector  in  Texas , we  made  annual 
estimates  of  aggregate  health  spending 
in  1989  and  1990  and  compared 
them  with  estimates  from  prior  years 
and  with  national  trends.  Expenditures 
are  grouped  by  total  spending,  spending 
by  the  state  government,  and  distribu- 
tion of  payment.  To  achieve  data  that 
could  be  compared  with  national  fig- 
ures, we  followed  the  methods  used  by 
the  federal  government  to  estimate 
national  health  spending.  Results  indi- 
cate a return  to  the  rapid  rates  of 
growth  experienced  in  the  early  1980s. 
Possible  explanations  for  some  major 
trends  in  spending  and  in  sources  of 
payment  are  provided.  Basic  features  of 
recent  efforts  to  contain  costs  are 
addressed  and  related  to  the  trends. 


Dr  Begley,  associate  professor,  School  of 
Public  Health,  The  University  ofTexas- 
Houston  Health  Science  Center;  Dr  Guidry, 
assistant  professor,  Department  of  Health  and 
Kinesiology,  Texas  A&M  University,  College 
Station,  Tex.  Send  reprint  requests  to  Dr 
Begley,  School  of  Public  Health,  The 
University  ol  Texas-Houston  Health  Science 
Center,  PO  Box  20186,  Houston,  TX  77225. 


Health  expenditures  in  Texas  during  1989  and  1990 


Charles  E.  Begley,  PhD 
Jeffrey  J.  Guidry,  PhD 


IN  THE  DEBATE  OVER  HEALTH- 
care  reform,  the  cost  containment 
provisions  of  various  proposals, 
and  the  Clinton  plan  in  particular, 
have  received  much  attention.  We 
seek  to  emphasize  the  importance  of 
cost-containment  efforts  by  present- 
ing recent  data  showing  the  rapid  rate 
of  growth  in  health  spending  in 
Texas.  We  have  developed  an 
approach  for  estimating  statewide 
aggregate  health  spending  to  keep 
track  of  the  growing  magnitude  of 
this  sector  of  our  economy  and  to 
monitor  the  effectiveness  of  past 
efforts  to  contain  costs. 

Ihe  estimates  represent  total 
annual  amounts  spent  on  all  personal 
health-care  services  in  the  state 
including  hospital  care,  physicians’ 
services,  dental  services,  other  profes- 
sional services,  drugs  and  drug  sun- 
dries, eyeglasses  and  appliances,  nurs- 
ing home  care,  and  other  medical  ser- 
vices. Included  also  is  spending  on 
the  following  nonpersonal  health- 
related  items:  prepayment  and 
administration  of  health  insurance, 
government  public  health  activities, 
and  biomedical  research  and  con- 
struction of  medical  facilities. 

We  followed  as  closely  as  possible 
the  methods  used  by  the  US  Health 
Care  Financing  Administration 
(HCFA)  to  estimate  national  health 
spending  (1).  The  service  categories 
and  estimation  procedures  are  similar 
to  those  defined  in  the  national 
health  accounts,  but  state-specific 
sources  of  data  are  used  whenever 
possible.  Following  a brief  overview 
of  the  estimation  methods,  we  pre- 
sent the  results  for  1989  and  1990 
and  compare  them  with  state  and 
national  trends. 


METHODS 
Total  spending 

Estimating  aggregate  health  expendi- 
tures requires  making  judgments 
about  the  selection  of  categories  of 
spending,  estimation  procedures,  and 
data  sources.  For  purposes  of  com- 
parison with  national  trends,  we  have 
estimated  the  same  HCFA-defined 
categories  of  spending  that  are  esti- 
mated at  the  national  level  (personal 
services  and  nonpersonal  health- 
related  items  listed  earlier),  with  one 
additional  item.  Because  of  its 
importance  to  the  state  budget,  the 
category  of  subsidies  to  colleges  and 
universities  for  medical  education 
and  research  was  added  to  the  list  of 
nonpersonal  health  spending  items 
in  our  estimate  of  state  government 
spending.  For  comparison  to  nation- 
al trends,  however,  this  item  is  not 
included  in  our  estimate  of  total 
health  spending. 

State-specific  data  sources  are  used 
in  estimating  three  of  the  major  cate- 
gories of  personal  health-care  spend- 
ing: hospital,  physician,  and  dental 
service  spending.  Hospital  spending  is 
estimated  from  expense  and  revenue 
data  published  in  the  annual  survey  of 
Texas  hospitals  conducted  by  the 
American  Hospital  Association  (2). 
These  estimates  reflect  spending  on  all 
services  rendered  by  state  providers 
including  those  consumed  by  in-state 
and  out-of-state  residents.  Spending 
for  physicians’  and  dental  services  is 
estimated  using  data  on,  first,  the 
number  of  physicians  and  dentists 
practicing  in  Texas,  and,  second,  gross 
income  (the  sum  of  professional 
expenses  plus  net  income  before  taxes) 
reported  in  surveys  conducted  by  the 
American  Medical  Association  and 
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Dental  Economics  (3,4).  Together, 
these  three  categories  of  service 
account  for  more  than  70%  of  per- 
sonal health  spending. 

The  remaining  categories  of  per- 
sonal health  spending  are  estimated  by 
applying  the  portion  of  national 
spending  that  they  represent  to  the 
state  level.  A more  detailed  description 
of  the  methods  and  procedures  used  to 
estimate  each  category  of  service  has 
been  provided  in  a previous  article  (5). 

Two  of  the  three  categories  of 
nonpersonal  health-care  services,  pre- 
payment and  administration  and 
government  public  health  activities, 
are  estimated  using  state-specific  data 
sources  (6-8).  Prepayment  and 
administration  spending  reflects 
administrative  costs  and/or  profits  of 
private  health  insurance  companies 
and  government  health-care  pro- 
grams. Figures  for  this  category  are 
estimated  by  subtracting  the  pay- 
ments third-party  payers  make  to 
health-care  providers  from  the  rev- 
enues received  (premiums  to  private 
insurers  or  taxes  to  government  pay- 
ers). These  figures  do  not  include  the 
administrative  costs  incurred  by 
providers  to  secure  payment,  ie,  the 
costs  of  processing  claims  and 
obtaining  approval  for  services, 
which  are  reflected  in  expenditures 
for  each  type  of  service.  Government 
public  health  spending  is  based  on 
US  Census  reports  of  federal,  state, 
and  local  government  funds  devoted 
to  the  following  activities:  medical 
licensing  and  certification,  data  col- 
lection and  surveillance  of  communi- 
ty health,  sanitation,  immunizations, 
pollution  control,  and  public  health 
education  (9). 

The  third  category  of  nonpersonal 
health-care  spending  is  biomedical 


Table  1.  Texas  health-care  spending  by  category  of  service,  1980,  1989,  and  1990  (amounts 
expressed  in  billions  of  dollars). 


1980 

1989 

1990 

Personal  health  care 

12.80 

31.87 

35.20 

Hospital  care 

5.45 

13.37 

14.99 

Physicians’  services 

3.01 

7.78 

8.46 

Dental  services 

.79 

1.79 

1.94 

Other  professional  services 

.31 

1.32 

1.24 

Drugs  and  drug  sundries 

1.28 

3.46 

3.79 

Eyeglasses  and  appliances 

.33 

.86 

.94 

Nursing  home  services 

1.12 

2.48 

2.86 

Other  health  services 

.31 

.81 

.96 

Prepayment  and  administration 

.84 

1.90 

2.11 

Government  public  health  activities 

.26 

.60 

.65 

Research  and  construction  of  medical  facilities 

.69 

1.22 

1.36 

Total 

14.59 

35.59 

39.32 

Annual  growth  rate  (%) 

13.6 

6.0 

10.5 

Portion  of  Total  State  Product  (%) 

7.3 

11.2 

12.4 

research  and  construction  of  new  facil- 
ities. Because  of  insufficient  data  at  the 
state  level,  this  item  is  estimated  based 
on  the  proportion  that  it  represented 
of  total  spending  at  the  national  level. 

State  government  spending 
The  primary  source  of  data  on  health 
spending  by  the  state  government  con- 
sists of  legislative  appropriations  request 
documents  prepared  by  state  agencies 
for  the  Texas  Legislature  (10).  Besides 
requests  for  future  appropriations,  these 
reports  provide  data  on  historical  spend- 
ing by  each  agency.  We  identify  each 
agency’s  spending  on  health  services 
and/or  programs  that  correspond  to  the 
HCFA-defined  health-service  categories. 
Additional  material  for  this  part  of  the 
study  includes  annual  reports  of  the 
Texas  Department  of  Insurance  (TDI) 
(6)  and  the  Department  of  Fluman 
Services  (DHS)  (8).  The  TDI  annual 
report  provides  statistical  summaries  on 
workers’  compensation  payments  for 
health  of  state  employees.  The  DHS 
annual  report  provides  detailed  data  on 
Medicaid  expenditures  and  other 
health-related  spending  by  this  state 
agency. 


Distribution  of  payment 
Sources  of  payment  for  health  care 
are  private  insurance,  the  federal  gov- 
ernment, state  and  local  govern- 
ments, and  out-of-pocket  payments 
from  individuals  and  private  organi- 
zations. Health-care  payments  by  pri- 
vate insurance  plans,  including  com- 
mercial and  self-insured  employer 
health  plans,  are  derived  from  infor- 
mation in  the  TDI  annual  report  (6). 
Federal  government  outlays,  which 
represent  the  sum  of  Medicare, 
Medicaid,  Veterans  Administration, 
and  other  federal  spending  on  health 
care,  are  reported  by  the  US 
Department  of  Health  and  Human 
Services  (7).  Payments  by  state  and 
local  governments  for  health  care 
represent  tax  revenues  devoted  to 
health  spending  as  reported  by  the 
US  Bureau  of  Census  (9).  The  final 
source,  direct  out-of-pocket  pay- 
ments from  individuals,  is  estimated 
as  the  residual  of  total  spending  not 
covered  by  the  other  three  sources.  A 
more  detailed  explanation  of  proce- 
dures for  estimating  sources  of  pay- 
ment can  be  found  in  our  previous 
article  (5). 
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Table  2.  Health-care  spending  per  capita:  Texas  versus  United  States  — selected  years  (amounts 
expressed  in  dollars). 


RESULTS 

Total  health  spending 
Total  health  expenditures  for  1989 
and  1990  in  Texas  were  $35.6  and 
$39.3  billion,  respectively  (Table  1). 
These  expenditures  represent  annual 
increases  of  6.0%  and  10.5%,  com- 
pared with  the  national  annual  growth 
rates  of  10.4%  and  10.5%  for  the 
same  2 years.  Spending  for  1990  is 
more  than  2.7  times  the  1980  level 
(unadjusted  for  inflation).  Compared 
to  the  nation,  with  a 2.6-fold  increase 
over  the  decade  in  health  spending, 
Texas  spending  grew  slightly  faster. 

As  a percent  of  Total  State  Product 
(the  dollar  value  of  all  goods  and  ser- 
vices produced  in  the  state),  1989  and 
1990  health  spending  represent  1 1.2% 
and  12.4%,  respectively.  Again,  this 
tracks  national  trends  with  health 
spending  rising  from  11.6%  of  Gross 
National  Product  in  1989  to  12.2%  in 
1990.  Over  the  decade  the  percentage 
of  total  product  devoted  to  health  care 
in  Texas  increased  by  70%,  while  at 
the  national  level  the  percentage  rose 
by  only  32%.  The  higher  figure  reflects 
two  important  trends  for  the  state: 
first,  the  overall  growth  of  the  state 
economy  fell  below  the  national  aver- 
age during  the  decade  while  the 
growth  of  the  health  sector  in  Texas 
ran  slightly  above  national  trends.  As  a 
consequence,  the  relative  size  of  the 
health  sector  in  Texas  grew  by  more 
than  two  thirds  over  the  decade. 

Hospital  care  is  the  most  costly  cat- 
egory of  service,  accounting  for  39%  of 
total  health  spending  in  1989  and  38% 
in  1990  (Fig  1).  Comparing  these  per- 
centages to  1980  indicates  that  hospital 
spending  is  rising  at  about  the  same  rate 
as  health-care  spending  as  a whole.  The 
second  largest  category  of  spending, 


Texas 

1980 

1990 

United  States 

1980  1990 

Personal  health  care 

876 

2089 

934 

2259 

Hospital  care 

379 

923 

432 

988 

Physicians’  services 

209 

379 

199 

485 

Dental  services 

55 

110 

65 

131 

Other  professional  services 

22 

70 

24 

122 

Drugs  and  drug  sundries 

89 

215 

80 

210 

Eyeglasses  and  appliances 

23 

53 

22 

47 

Nursing  home  services 

78 

162 

87 

205 

Other  health  services 

22 

55 

25 

44 

Prepayment  and  administration 

59 

119 

39 

149 

Government  public  health  activities 

20 

36 

31 

75 

Research  and  construction  of  medical  facilities 

48 

77 

51 

86 

Total 

1003 

2321 

1055 

2569 

Table  3.  State  government  health  expenditures  in  Texas  by  category  of  service, 
1990  (amounts  expressed  in  millions). 

1986,  1989,  and 

1980 

1989 

1990 

Personal  health  care 

2590.82 

3011.02 

3500.61 

Hospital  care 

1355.02 

1574.21 

1698.90 

Physicians’  services 

151.12 

160.53 

194.62 

Dental  services 

1.82 

2.44 

2.30 

Other  professional  services 

301.23 

342.81 

379.02 

Drugs  and  drug  sundries 

113.62 

168.62 

207.82 

Eyeglasses  and  appliances 

.21 

.21 

.33 

Nursing  home  services 

465.12 

566.91 

682.91 

Other  health  services 

222.8 

302.61 

334.92 

Prepayment  and  administration 

145.71 

1 10.12 

178.22 

Government  public  health  activities 

256.62 

360.51 

403.32 

Research  and  construction  of  medical  facilities 

653.22 

680.81 

753.71 

Total 

3646.37 

4161.47 

4835.86 

Annual  growth  rate  (%) 

2.0 

.3 

16.2 

Portion  of  state  budget  (%) 

20.12 

20.81 

24.21 

physicians’  services,  accounted  for  22% 
of  health-care  spending  in  1989  and 
1990,  respectively.  The  percentages  are 
slightly  above  the  1980  level  reflecting 
the  relatively  rapid  growth  in  spending 
for  this  category  of  service  when  com- 


pared with  other  types  of  health  spend- 
ing. The  third  largest  spending  catego- 
ry is  prescription  drugs  and  drug  sun- 
dries, representing  10%  of  total  spend- 
ing both  in  1989  and  1990.  A slight 
upward  trend  has  occurred  in  the  rela- 
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Fig  1 . Percent  distribution  of  total  spending  in  Texas  by 
category  of  service. 
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tive  importance  of  this  category,  as  well. 
In  general,  the  relatively  modest 
changes  over  time  in  the  percentage  of 
spending  devoted  to  each  category 
(both  personal  and  nonpersonal)  indi- 
cate that  the  growth  in  health  spending 
that  occurred  during  the  decade  applies 
across  the  health  sector. 

On  a per-capita  basis,  Texans  spent 
$2323  in  1990,  an  increase  of  132% 
over  1 980  (Table  2).  This  compares  to 
national  per  capita  spending  of  $2372 
in  1990,  an  increase  of  143%  over  the 
same  period.  Less  growth  in  Texas’  per 
capita  spending  compared  to  the 
United  States  indicates  that  the  rela- 
tively more  rapid  increase  in  total 
health  spending  reported  earlier  is  due 
to  more  rapid  population  growth  in 
the  state. 

I he  three  service  categories  with 
the  largest  increases  in  per  capita 
spending  were  the  following:  in  Texas, 
other  health  services  (150%),  hospital 
care  (144%),  and  prescription  drugs 
(142%);  in  the  United  States,  other 
professional  services  (408%),  prepay- 
ment and  administration  (280%),  and 
prescription  drugs  (163%).  Over  the 
decade,  the  category  with  the  smallest 
increase  on  a per  capita  basis  both  in 
Texas  and  at  the  national  level  was 
research  and  construction  spending. 

State  government  expenditures 
Health-care  spending  by  state  govern- 
ment was  $4.2  billion  in  1989  and  $4.8 
billion  in  1990  (Table  3).  This  repre- 
sents an  annual  growth  rate  of  16%, 
which  is  the  highest  rate  in  the  last  5 
years  for  state  government  spending  and 
is  higher  than  the  growth  in  total  health 
spending.  Hospital  spending  represents 
the  largest  category  of  spending  for  state 
government  (Fig  2).  It  reflects  spending 
through  the  Medicaid  program. 


Medicaid  pays  for  services  to  low- 
income  families,  the  aged,  and 
disabled.  Between  1986  and 
1990,  Medicaid  spending  in 
Texas  grew  by  an  average  of 
20.8%  annually,  rising  from 
$1.43  billion  to  $2.62  billion. 

I bis  compares  to  a national  aver- 
age of  16.6%.  The  rapid  rise  in 
Texas  can  be  attributed  to  grow- 
ing numbers  of  eligibles  in  the 
program  and  to  higher  health- 
care costs  per  eligible  person  (11). 

After  hospital  care,  the  most 
important  categories  of  spend- 
ing for  state  government  are  the 
nonpersonal  health  services  cat- 
egories: education  and  research, 
government  public  health  activ- 
ities, and  prepayment  and  ad- 
ministration. Education  and 
research  spending  (state  subsi- 
dies to  public  and  private 
research  and  teaching  institu- 
tions) is  the  most  important  of 
the  three,  accounting  for  16% 
of  government  spending  in 
1989  and  15%  in  1990.  Edu- 
cation and  research  spending 
reflects  all  state  government 
support  for  public  and  private  med- 
ical, dental,  nursing  and  other  health 
professional  schools.  We  lack  the  data 
needed  to  identify  the  amount  of  state 
spending  devoted  to  each  component. 

As  a percentage  of  the  total  state 
government  budget,  health  spending 
accounted  for  24.2%  in  1990.  This  is 
an  increase  from  21.0%  in  1986 
(Table  3).  The  major  cause  for  this  rise 
is  Medicaid  spending,  which  has 
become  the  single-fastest  growing 
item  in  the  state  budget.  Spending  for 
Medicaid  is  projected  to  be  almost 
$10  billion  in  1995,  claiming  27%  of 
the  state  budget  (testimony  of  DeAnn 
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Friedholm,  director,  Texas  Medicaid 
Program,  before  the  Senate  Health 
and  Human  Services  Committee, 
May  31,  1994). 

Sources  of  payment 

Sources  of  payment  for  health  care  in 
Texas  differ  markedly  from  the  nation 
(Fig  3).  A lower  percentage  of  total 
spending  comes  from  private  insur- 
ance (30%  as  compared  with  36%), 
and  direct  out-of-pocket  payments  are 
a more  important  source  in  Texas 
(35%  as  compared  with  23%  for  the 
rest  of  the  country).  Direct  payments 
refer  to  payments  made  by  individuals 
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Fig  2.  Percent  distribution  of  state  government 
spending  in  Texas  by  category  of  service. 


at  the  time  of  use.  They  include  pay- 
ments from  consumers  who  lack  pri- 
vate insurance  coverage  and  are  ineli- 
gible for  public  insurance  programs 
(ie,  Medicare  and  Medicaid).  That 
Texas  has  one  of  the  highest  rates  of 
uninsurance  in  the  nation  is  well-doc- 
umented, which  explains,  in  part,  the 
higher  percentage  of  direct  payments 
in  the  state  (12). 

The  Texas  estimates  for  private 
insurance  payments  are  influenced  by 
the  proportion  of  total  private  insur- 
ance provided  directly  by  businesses 
(the  employer  self-insurance  rate), 
which  is  not  well-known.  The  rate  used 
for  1989  and  1990  was  50%  based  on 
information  from  the  TDI.  The  self- 
insurance  rate  continues  to  rise  and 
could  account  for  80%  or  85%  of  total 
insurance  in  today’s  market. 

DISCUSSION 

In  estimating  health-care  expenditures 
in  Texas,  we  adopted  the  definitions 
and  procedures  used  in  national  health 
accounting  by  HCFA  and,  whenever 
possible,  state-specific  data  sources. 
Despite  the  fact  that  the  best  available 
sources  were  used,  the  estimates  have 
several  limitations.  First,  the  data  used 
for  different  categories  of  service  vary 
in  reliability.  Some  of  the  sources  used 
rely  on  self-reported  information  that 
cannot  be  confirmed.  Other  sources 
suffer  from  reporting  and  sampling 
limitations.  Second,  the  estimates 
reflect  spending  for  services  produced 
by  Texas  providers  rather  than  spend- 
ing by  state  residents.  Border  crossing 
for  health-care  services  would  have  to 
be  estimated  to  derive  state-of-resi- 
dence  expenditures. 

Despite  these  limitations,  the  aggre- 
gate estimates  are  reasonably  reliable 

6o 


based  on  past  comparisons  we  have 
made  with  estimates  of  state  spending 
by  other  researchers  using  different 
methodologies  (13,14).  The  reader 
should  be  cautious  in  interpreting  the 
more  detailed  figures  and  should  put 
more  confidence  in  the  aggregate  time 
trends  than  in  yearly  estimates  of  spe- 
cific categories  of  service. 

The  1989  and  1990  spending  esti- 
mates indicate  a return  to  rates  of 
growth  that  occurred  during  the  earli- 
er years  of  the  decade.  If  we  assume 
that  these  1980  trends  continue,  Texas 
can  expect  a $77.2  billion  health-care 
bill  by  1996,  roughly  twice  the  1990 
level.  Health-care  spending  in  the 
state  by  the  year  2000  will  account  for 
21%  of  all  economic  activity.  In  other 
words,  about  $1  out  of  every  $5  spent 
in  the  state  will  be  spent  on  health- 
related  items. 

These  projections  suggest  that  cur- 
rent growth  rates  cannot  be  sustained. 
Although  health  care  serves  a public 
good,  this  service  competes  for  scarce 
resources  with  other  public  goods 
such  as  education,  housing,  and  crim- 
inal justice.  The  investments  we  make 
in  these  services  affect  the  general 
well-being  of  the  population.  At  some 
point,  additional  spending  on  health 
services  will  have  a negative  effect  on 
overall  well-being  as  a result  of  the 
drain  on  resources  needed  for  these 
other  items. 

The  Texas  Health  Policy  Task  Force 
was  mandated  by  Governor  Richards  in 
1991  to  develop  a plan  for  reform  that 
would  address  the  health  cost  and  access 
problems  in  the  state  (15).  This  task 
force  was  divided  into  groups  looking  at 
issues  of  cost  containment,  access  and 
availability,  finance,  and  essential  ser- 
vices. After  hearing  testimony  from 
health-care  professionals,  citizens,  acade- 
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micians,  and  government  and  business 
representatives  throughout  the  state  who 
are  aware  of  the  burdens  created  by  ris- 
ing health-care  costs,  the  task  force  rec- 
ommended establishment  of  a statewide 
(single-payer)  system  called  the  Texas 
Children’s  Health  Plan  for  financing 
health-care  services  for  children,  from 
hirth  through  age  1 8 years,  and  for  preg- 
nant women.  Other  recommendations 
included  reforms  in  the  present 
Medicaid  system,  changes  in  the  supply 
and  distribution  of  medical  providers, 
funding  to  establish  and  expand  school- 
based  health  centers,  medical  malprac- 


Fig  3.  Source  of  funds  for  personal  health 
expenditures,  1990. 


Texas 


Texas  Total  = $35.2  billion 


United  Sates 


United  States  Total  = $585.3  billion 

tice  reforms,  and  an  array  of  private 
health  insurance  reforms. 

TDI  is  currently  implementing  leg- 
islation related  to  some  of  the  recom- 
mendations for  insurance  reform 
made  by  the  governor's  task  force.  The 
legislation  is  designed  to  contain  costs 
and  to  improve  access  to  affordable 
health  insurance  for  employees  of 
small  businesses.  The  legislation  calls 
for  the  following:  making  moderate 
cost,  basic  benefit  policies  available  to 
small  businesses;  creating  the  Texas 
Insurance  Purchasing  Alliance  through 
which  small  employers  may  obtain 
health-care  coverage;  and  allowing 
small  employers  to  form  private  non- 
profit purchasing  cooperatives  through 
which  they  might  obtain  coverage  at 
more  affordable  rates.  The  reforms 
under  this  initiative  also  call  for 
changes  in  insurance  practices,  such  as 
elimination  of  preexisting  exclusion 
clauses  that  have  made  obtaining  and 


keeping  health  insurance  difficult  or 
impossible  for  many  people. 

The  1993  Legislature  also  autho- 
rized the  DHS  to  implement  pilot  pro- 
jects to  demonstrate  the  cost-effect- 
iveness of  managed  care  in  the  state 
Medicaid  program.  A fully  capitated 
health  maintenance  organization  model 
and  a partially  capitated  (for  physician 
services  only)  prepaid  health  plan 
model  have  been  established  within 
Travis  County,  and  a fee-for-service  pri- 
mary care  case  management  (primary 
care  provider  coordinates  all  services) 
model  has  been  established  in  the 
Chambers,  Galveston,  and  Jefferson 
counties  area  on  the  Gulf  coast.  The 
management  and  financial  features  of 
these  models  have  been  shown  to 
reduce  costs  in  the  private  sector  and  in 
the  Medicaid  programs  of  other  states 
(16,17).  Depending  on  the  results  of 
the  managed  care  experiment  and  with 
consideration  of  other  unattractive 
options  for  cost  containment  in  the 
Medicaid  program  (cuts  in  eligibility, 
service  coverage,  or  provider  pay- 
ments), the  state  may  adopt  some  of  the 
features  of  managed  care  on  a statewide 
basis  in  its  Medicaid  program. 

It  is  not  clear  what  form  national 
health-care  reform  will  ultimately  take 
or  if  the  reform  will  involve  more  than 
incremental  efforts  at  cost  contain- 
ment. The  so-called  “managed  compe- 
tition’’ approach  that  was  the  basis  for 
several  proposals,  including  the  Clinton 
plan,  calls  for  collective  purchasing 
agents  to  negotiate  with  competing 
health  plans  for  enrollees.  In  theory,  to 
compete  for  market  share,  the  plans  will 
have  to  adopt  management  practices 
and  financial  incentives  for  providers 
and  patients  that  will  encourage  cost 
containment  (18).  Forecasts  of  the 
effects  of  the  Clinton  plan  on  state  bud- 
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gets  indicated  the  potential  for  signifi- 
cant savings  to  the  state  if  the  strategy 
of  managed  competition  proves  effec- 
tive (19).  However,  these  forecasts  have 
been  disputed  because  they  are  predi- 
cated on  a model  of  competition  that 
has  not  been  tested  either  in  the  United 
States  or  elsewhere. 

Texans  are  gaining  personal  experi- 
ence with  some  of  the  features  of  man- 
aged competition  through  the  insur- 
ance reforms  for  small  business,  the 
Medicaid  managed  care  initiatives 
mentioned  above,  and  as  a result  of  the 
rapid  growth  of  managed  care  practices 
in  the  private  sector.  Reform  of  some 
type  is  clearly  needed  to  bring  the 
accelerated  rates  of  spending  growth  to 
more  acceptable  levels.  Lacking  nation- 
al reform,  Texans  will  have  to  adopt 
more  comprehensive  reforms  at  the 
state  level  or  be  faced  with  having  to 
reduce  spending  on  other  social  goods 
in  order  to  pay  for  the  rapidly  growing 
costs  of  health  care. 
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Unilateral  facet  dislocation  of  the  cervical  spine 


MUSCULOSKELETAL  INJURY 

The  Musculoskeletal  Injury  Series,  an 
occasional  feature  in  Texas  Medicine,  is 
presented  by  the  Department  of 
Orthopaedics  at  The  University  of  Texas 
Health  Science  Center  at  San  Antonio. 
Peter  L.J.  McGanity,  MD,  serves  as 
guest  editor  of  the  series. 


Dr  Vazquez-Seoane,  clinical  assistant  professor, 
and  Dr  Flanagan,  resident,  Department  of 
Orthopaedics,  The  University  of  Texas  Health 
Science  Center  at  San  Antonio.  Send  reprint 
requests  to  Anne  Little,  Department  of 
Orthopaedics,  The  University  of  Texas  Health 
Science  Center  at  San  Antonio,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284-7774. 


James  P.  Flanagan,  MD 
Pablo  Vazquez-Seoane,  MD 


UNILATERAL  FACET  Dis- 
location of  the  cervical  spine, 
a relatively  uncommon  injury, 
can  be  easily  missed  without  proper 
radiographic  evaluation.  The  mecha- 
nism of  injury  is  usually  high  velocity, 
and  all  high-velocity  injuries  should 
clue  the  examiner  to  thoroughly  evalu- 
ate the  cervical  spine.  Prevention  of 
neurologic  deterioration  and  return  of 
normal  function  are  the  main  goals  of 
treatment. 

CASE  PRESENTATION 
History 

The  patient  is  a 28-year-old  man 
involved  in  a high-speed,  roll-over 
motor  vehicle  accident.  After  being 
immobilized  at  the  scene,  he  arrived  at 
the  emergency  room  for  definitive 
treatment.  The  patient  related  that 
during  the  accident,  his  head  had 


been  thrown  against  the  windshield, 
causing  immediate  neck  pain.  He  feels 
that  he  is  otherwise  uninjured. 

Physical  examination 
A thorough  physical  examination, 
with  care  to  maintain  in-line  support 
of  the  cervical  spine,  was  remarkable 
for  point  tenderness  over  the  mideer- 
vical  spine  and  for  pain  with  any 
motion.  No  additional  injuries  or 
complaints  were  elicited,  and  the 
patient  was  neurologically  intact. 

Radiology 

The  patient  was  evaluated  in  the  emer- 
gency center  with  cervical  radiographs 
and  a computed  tomographic  (CT) 
scan,  which  showed  a unilateral  facet 
fracture-dislocation  at  C-4  and  C-5  as 
well  as  a fracture  of  the  right  C-4  lam- 
ina. On  close  observation  of  the  later- 
al projection  radiograph  (Fig  1),  the 


Fig  1.  Lateral  cervical  roentgenogram  shows  vertebral  body  subluxation  and 
abnormal  overlap  of  facet  projections,  the  “bow  tie”  sign  (arrow). 
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Fig  2.  Anteroposterior  cervical  roentgenogram  shows  lateral  displacement  ot 
C-4  spinous  process  (arrow). 


Fig  3-  Postoperative  lateral  roentgenogram  shows  reduction  and  wire  fixation. 


level  of  C-4  and  C-5  showed  a 25% 
anterior  subluxation  of  the  C-4  verte- 
bral body  on  C-5.  The  classic  “bow 
tie”  (1)  sign  results  from  a projected 
overlap  of  the  facet  joints.  The  anteri- 
or-posterior view  (Fig  2)  shows  lateral 
displacement  of  the  spinous  process  of 
C-4  caused  by  the  rotational  nature  of 
the  injury  (1).  No  bony  fragments 
were  seen  in  the  spinal  canal. 

Management 

Because  of  the  presence  of  the  fractured 
facet  and  the  potential  for  instability, 
we  felt  that  the  patient  should  undergo 
surgical  reduction  and  Fixation. 
Surgical  reduction  and  posterior  fusion 
with  wire  fixation  and  bone  graft  were 
performed  (Fig  3).  He  did  well  postop- 
eratively  and  was  discharged  with  a 
neck  brace  on  the  fifth  postoperative 
day.  The  patient  remained  in  the  brace 
for  6 weeks  with  good  evidence  of 
bony  healing.  Twelve  months  after  the 
accident,  he  continues  to  do  well. 

Discussion 

This  injury  was  a unilateral  fracture- 
dislocation  of  the  facet  in  which  one  of 
the  facet  joints  had  been  disrupted  by 
flexion  and  rotation  caused  by  the 
impact  of  the  patient’s  head  against  the 
windshield  during  the  accident.  In  this 
type  of  injury,  one  of  the  superior  facets 
rides  upward,  forward,  and  over  the 
top  of  the  corresponding  inferior  facet 
to  come  to  rest  in  the  intervertebral 
foramen.  As  in  this  case,  a fracture  of 
the  facet  may  be  caused  by  the  force  of 
the  injury.  Stabilization  of  this  injury  is 
necessary  to  prevent  neurologic  com- 
promise or  further  displacement. 

Cervical  spine  injuries  are  caused 
usually  by  high-velocity  collisions  such 
as  automobile  accidents,  falls,  diving 
accidents,  and  blows  to  the  head  that 
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occur  in  contact  sports  (2).  Prompt 
diagnosis  of  these  injuries  is  critical, 
and  the  clinician  should  suspect  cervi- 
cal spine  injury  in  these  situations.  In 
some  series,  a mean  delay  of  8 days 
passed  before  the  diagnosis  was  made 
(3).  Findings  from  the  physical  exami- 
nation are  usually  unimpressive,  and 
this  injury  can  be  missed  without  radi- 
ologic evaluation.  A lull  cervical  spine 
series  is  required  lor  proper  evaluation. 
The  lateral  radiograph  is  diagnostic, 
but  an  anteroposterior  view  is  needed 
along  with  an  odontoid  view  to  rule 
out  additional  injuries. 

In  addition  to  a dislocation,  frac- 
tures of  the  facets  or  other  structures 
can  occur.  Subluxation  of  less  than 
25%  of  the  vertebral  body  will  be  seen 
also.  A subluxation  greater  than  this  is 
associated  with  more  severe  injuries. 
Unilateral  lacet  dislocation  is  just  the 
beginning  of  a spectrum  of  injuries 
that  range  to  complete  displacement  of 
the  vertebral  column.  Allen  described 
a lour-stage  classification  of  cervical 
spine  injuries:  stage  I,  facet  subluxa- 
tion; stage  II,  unilateral  facet  disloca- 
tion; stage  III,  bilateral  facet  disloca- 
tion; and  stage  IV,  complete  anterior 
displacement  of  the  vertebral  body  (4). 
Most  diagnoses  can  be  made  with 
plain  films,  but  CT  and  magnetic  res- 
onance imaging  (MRI)  can  be  used  in 
difficult  cases  or  complex  injuries  with 
neurological  deficits  or  fractures. 

The  management  of  cervical  spine 
dislocations  is  controversial.  However, 
most  authors  do  agree  that  early  skele- 
tal traction  with  increasing  weights  is 
the  preferred  initial  management  to 
reduce  the  dislocation,  stabilize  the 
spine,  and  decrease  the  risk  of  further 
injury  (1,3, 5-7).  Care  must  be  taken 
to  distract  slowly,  and  serial  physical 
and  radiographic  examinations  should 


be  used  to  prevent  overdistraction.  If 
neurologic  deterioration  or  gross  bony 
instability  has  occurred  or  if  traction 
has  failed,  immediate  surgical  correc- 
tion is  indicated.  If  reduction  using 
skeletal  traction  is  successful,  the 
patient  has  two  options  for  continued 
management:  surgical  fixation  or  non- 
operative bracing.  With  operative 
intervention,  the  hospital  stay  is  short- 
er, pain  is  decreased,  costs  are  lower, 
and  the  patient  can  begin  therapy  ear- 
lier (2,3,5).  Surgical  fusion  in  these 
cases  uses  a posterior  approach  with 
wire  fixation  and  bone  graft. 
Nonoperative  management  entails  the 
use  of  a halo-vest  brace  for  6 weeks  or 
more.  Injuries  treated  nonoperatively 
may  redislocate  (2, 3, 5, 6). 

PREVENTION 

Prevention  of  cervical  spine  injuries  is 
an  area  undergoing  widespread 
research.  Simple  interventions,  such  as 
the  use  of  seat  belts  in  automobiles, 
may  help  prevent  these  injuries. 
Improvement  of  athletic  equipment 
and  rule  modification  can  help  to  pre- 
vent sports-related  injuries.  Education, 
safety  precautions,  and  proper  job 
training  may  decrease  the  number  of 
injuries  secondary  to  accidental  falls  or 
diving  mishaps.  Although  all  of  these 
approaches  are  important  in  reducing 
the  number  of  cervical  spine  injuries, 
they  still  will  occur.  Therefore,  early 
diagnosis  and  treatment  are  vital  to 
preventing  unnecessary  morbidity. 
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Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  Bl  16 
Dallas,  Texas  75230;  214  661-7010 


Orthopedic  Oncology 


RICHARD  G.  BUCH,  MD,  FAAOS,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Fellowship  Trained  Orthopedic  Oncology 
Limb  Salvage  Surgery 

Musculoskeletal  Tumors,  Chronic  Infections,  Complex  Joint  Reconstructions 

5939  Harry  Hines,  Suite  530 
St.  Paul  Professional  Bldg.  II 
Dallas,  Texas  75235 
214  879-6299 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 

Robert  D.  Vandermeer,  MD 

R.  Stephen  Curtis,  MD 

William  A.  Bruck,  MD 

W.Z.  Burkhead,  Jr„  MD 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-23 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 

; 214  220-2468;  FAX  214  720-1982 


FORTWORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD,  Retired 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Suite  600,  Dallas,  TX  75235,  214-350-7500 


Samuel  M.  Bierner,  MD 
Charles  E.  Cook,  MD 
Kenneth  Driggs,  MD 
Kevin  Gill,  MD 
Phillip  M.  Graehl,  MD 
Joseph  G.  Jacko,  MD 
L.T.  Johnson,  MD.  FACS 
Richard  E.  Jones,  MD 


Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Charles  E.  Neagle  III,  MD 
James  L.  Ough,  MD 
Scott  O.  Paschal,  MD 
R.  Craig  Saunders,  MD 
Marvin  E.  Van  Hal,  MD 


2001  N.  MacArthur  Boulevard,  #540,  Irving,  TX  75061,  214-254-8000 
Robert  E.  Bayless,  MD  Mark  S.  Greenberg,  MD 

Charles  E.  Cook,  MD  Marvin  E.  Van  Hal,  MD 

Bruce  M.  Faust,  MD  George  G.  Susat,  MD 

4333  N.  Josey,  Plaza  I-Suitc  102,  Carrollton.  TX  75010.  214-492-1334 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 

9 Medical  Parkway,  Plaza  IV-Suite  308,  Farmers  Branch,  TX  75234,  214-241-5446 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 

3500  130,  Bldg  C # 1 0 1 , Mesquite,  TX  75 1 50,  2 1 4-682- 1 307 

Charles  Mitchell,  MD  L.  T.  Johnson,  MD 

1010  N Belt  Line  Road,  Suite  101,  Mesquite,  TX  75149,  214-288-4429 
Cary  Tanamachi,  MD  Terry  M.  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76201 , 817-545-2596 
R.  Craig  Saunders,  MD 

Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  210  226-2424 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of 5%  is  allowed  for  six 
months  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Denise  Kotson, 
TEXAS  MEDICINE,  401  West  15  th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the  month 
preceding  publication  month. 
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Texas  Medicine 


Classified  Directory 


Opportunities  Available 

Emergency  Medicine 


CONROE,  TEXAS 


Excellent  opportunity  to  practice  emergency  medi- 
cine in  a progressive  169  bed  community  hospital. 
The  Emergency  Department  is  strongly  supported 
by  hospital  administration  and  medical  staff. 
Twenty-five  bed  emergency  department  with 
27,000  annual  ED  visits.  Located  30  minutes  north 
of  Houston  in  Montgomery  County,  with  one  of 
Texas’  best  school  systems.  This  family  oriented 
community  offers  the  sparkling  waters  of  Lake 
Conroe  and  the  lush  piney  woods  of  East  Texas. 
Excellent  remuneration,  professional  liability  pro- 
curement package. 

Send  CV  or  call  Pat  Weidman,  Coastal  Emergency 
Services,  3010  LBJ  Freeway,  Ste.  1300,  LB  43, 
Dallas,  TX  75234;  1-8090-795-5402. 


£ 


Opportunities 

Nationally 

Quality  Institutions 

Board  Certified 
Physicians 

FFS  Income  with 
Guaranteed  Minimums 


Contract  Emergency 
Physician  Staffing  and 
Management  Services  Since 
1972. 


800/527-2145 

214/712-2000 


Needed:  Emergency  physicians  - North  Central  Texas 
area,  full  and  part-time.  For  an  application  call  817-336-8600 
or  write  Emergency  Medicine  Consultants,  PA,  1523  Merri- 
mac  Circle,  Suite  107,  Fort  Worth,  TX  76107. 


S5ESB 


HCA  Arlington  Medical  Center 
Arlington,  Texas 
287  Bed  Facility 
ED  Annual  Visits:  24,000 
Needs:  part-time 

West  Houston  Medical  Center 
Houston,  Texas 
232  Bed  Facility 
ED  Annual  Visits:  13.500 
Needs:  full-time;  part-time 

Val  Verde  Memorial 

Del  Rio,  Texas 

93  Bed  Facility 

ED  Annual  Visits:  16.000 

Needs:  Director,  full-time;  part-time 

Lewisville  Medical  Center  Hospital 
Lewisville,  Texas 
148  Bed  Facility 
ED  Annual  Visits:  20,000 
Needs:  full-time,  part-time, 

Phys.  Asst. 

Brazosport  Memorial  Hospital 
Lake  Jackson,  Texas 
1 65  Bed  Facility 
ED  Annual  Visits:  20,000 
Needs:  Director,  full-time,  part-time 


McKenna  Memorial  Hospital 
New  Braunfels,  Texas 
1 1 8 Bed  Facility 
ED  Annual  Visits:  1 8,000 
Needs:  full-time,  part-time, 

Phys.  Asst. 

Angleton-Danbury  General  Hospital 
Angleton,  Texas 
64  Bed  Facility 
ED  Annual  Visits:  13,000 
Needs:  full-time;  part-time 

Richardson  Medical  Center 
Richardson,  Texas 
250  Bed  Facility 
ED  Annual  Visits:  14,000 
Needs:  full-time;  part-time 

Knapp  Medical  Center 
Weslaco,  Texas 
180  Bed  Facility 
ED  Annual  Visits:  22,000 
Needs:  full-time;  part-time 

HCA  Medical  Center  Hospital 
Houston,  Texas 
281  Bed  Facility 
ED  Annual  Visits:  4,000 
Needs:  Director,  full-time 


Village  Oaks  Medical  Center 
San  Antonio.  Texas 
1 12  Bed  Facility 
ED  Annual  Visits:  17,000 
Needs:  part-time,  Phy.  Asst. 

The  Sterling  Healthcare  Group  provides  competitive  compensation,  paid 
malpractice  insurance  with  extended  coverage,  and  discounted  disability 
insurance  (30%  off  premium).  In  addition,  there  are  NO  RESTRIC- 
TIVE COVENANTS  in  our  agreements  with  Independent  Contracting 
physicians.  Please  contact  Pat  Smith  at  800-874-4053  for  further  infor- 
mation on  the  above  opportunities. 

We  look  forward  to  hearing  from  you! 

^STERLING 

ALJ  HEALTHCARE  GROUP 
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Emergency  Medicine 

CAREER  OPPORTUNITIES  IN  EMERGENCY  MEDICINE 

Fort  Worth  area 

Emergency  Medicine  opportunities  at  an  impressive  five-storv,  1 12-bed  hospital  just  south  of 
the  DEW  area.  Qualified  candidates  will  be  BP/BC  primary  care  and  have  excellent  patient 
relations  skills.  Competitive  remuneration,  flexible  scheduling,  malpractice  insurance  pro- 
curement assistance,  and  support  from  a nearby  subsidiary  office. 

Mount  Pleasant,  Texas 

Excellent  Emergency  Medicine  opportunities  in  this  friendly  east  Texas  town  located  just  a 
couple  of  hours  from  Dallas.  Medical  Directorship  available  for  BC  EM  physician  - fees  over 
$200,000  annually.  Independent  contractor  practices  available  for  BC  PC  physician  -fees 
starting  at  $181,000.  This  Level  II  trauma  center  reports  an  annual  volume  of  16,500  and 
staff  back-up  is  exemplary. 

West  Texas 

Emergency  Medicine  practice  opportunities  available  in  the  Panhandle  of  Texas.  Volumes 
range  from  2,000  to  45,000  with  remuneration  competitively  set. 

Vernon,  Texas 

Emergency  Medicine  opportunity  in  this  charming  town  located  just  northwest  of  Wichita 
Falls.  Hospital  ED  is  a modem  facility  seeing  7,000  patients  per  year.  Most  major  specialties 
are  represented  and  back-up  is  outstanding  at  this  08-bed  facility.  Approximate  annual 
remuneration  begins  at  $1 10,880.  Professional  liability  insurance  can  be  procured  on  your 
behalf.  Primary  as  well  as  intermittent  physicians  are  needed. 

Lubbock,  Texas 

University  Medical  Center  in  Lubbock,  Texas  hits  a career  opportunity  for  a Board  Prepared  or 
Board  Certified  Emergency  Physician.  This  teaching  facility  is  a Level  1 trauma  center  with  45,000 
ED  visits  per  year  and  double  and  triple  coverage.  The  physicians  practicing  at  UMC  have  an  aca- 
demic appointment  with  Texas  Tech  University.  The  remuneration  stalls  at  $181,000.  This  is  an 
opportunity  that  offers  im  exciting  career  in  a relaxed  academic  community. 

Call  today  or  send  your  CV  to: 

Coastal  Emergency  Services,  P.A. 

3010  LBJ  Freeway,  Suite  1300 
LB  #43,  Department  FJA 
Dallas, TX.  75234 

(800)  745  - 5402;  FAX,  214-484-4395 
Attn.  Cheryl  Armstrong 


Abilene,  Staff  Emergency  Physician  needed  to  provide 
quality  medical  care  without  the  burden  of  overhead  or  on- 
call.  This  160-bed  community  hospital  is  the  cardiac  center 
for  the  area.  Newly  renovated  ED  with  strong  support  from 
medical  staff  and  administration  provide  a high  quality  and 
rewarding  practice.  Excellent  ancillary  and  back  up  support. 
Family  oriented  community  with  three  colleges/universities. 
Affordable  housing  options  range  from  farmland  to  new  sub- 
urban neighborhoods.  Incentive  based  fee-for-service  com- 
pensation with  minimum  guarantee.  CME  assistance,  liabil- 
ity insurance,  distribution  and  flexible  scheduling.  YOUR 
TIME  OFF  IS  YOUR  TIME  OFF!  Send  your  CV  to  Fischer 
Mangold,  PO  Box  788  Pleasanton,  CA  94566  or  fax  to 
(800)  227-2092.  Call  Ellen  Montague  at  (800)  227-2092. 


TEXAS  MEDICINE  ★ JANUARY  1995 


San  Antonio  — Emergency  Physicians  Affiliates  has 
opportunities  for  qualified  emergency  physicians  to  work 
in  the  emergency  departments  of  a prestigious  five  hospital 
system.  This  system  consists  of  Level  II  full-service  com- 
munity hospitals  with  an  excellent  medical  and  nursing 
staff,  double  and  triple  coverage,  and  ED  dictation  system. 
Total  ED  volume  of  100,000.  Fee-for-service  remuneration 
of  $ 1 55,000-$205,00()  annually.  Applicants  must  be  Board 
Certified  or  residency  trained  in  Emergency  Medicine  or  a 
primary  care  specialty,  with  ED  experience  and  career  ori- 
entation. Please  send  CV  to  Tom  Tidwell,  Emergency 
Physicians  Affiliates,  8700  Crownhill,  Suite  #600-A,  San 
Antonio,  Texas  78209-1 130  or  call  (210)  822-9860. 
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ENT 

ENT  Practice  Opportunity  for  BC/BE  Otolaryngologist 
in  SE  Texas  community;  competitive  starting  income,  state- 
of-the-art  medical  facility,  excellent  growth  potential,  mod- 
erate cost  of  living,  Gulf  Coast  amenities.  For  more  infor- 
mation, call  (409)  883-1273. 

Family/General  Practice 

AMARILLO  AREA:  Emergency  room  Sc  clinic  opportuni- 
ties for  primary  care  physicians.  Full  and  part-time  flexible 
schedules.  Texas  license  required.  Residents  are  welcome  to 
apply.  Malpractice  coverage  available.  ANNASHAE  COR- 
PORATION, Healthcare  Management  &C  Staffing: 

(800)  245-2662. 

INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an  affili- 
ate of  The  University  of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas.  Must  be  board  certified  or  have  met  the  edu- 
cational requirements  to  be  certified  by  the  American  Board 
of  Family  Practice.  Obstetrical  training  (or  experience) 
desired.  Duties  may  include  teaching,  direct  patient  care, 
and  research.  Send  C.V.,  cover  letter,  and  3 letters  of  refer- 
ence to  D.  Clifford  Burross,  MD,  Wichita  Falls  Family 
Practice  Residency  Program,  1301  Third  St.,  Wichita  Falls, 
TX  76301 . An  Equal  Opportunity  Employer. 

IF  you  want  to  be  in  Texas,  you  should  be  talking  to 

us.  Over  170  opportunities  available  throughout  the  state. 
From  Small  town  to  Major  metro,  we  have  it  all.  For 
specifics  about  opportunities  in  your  location  of  interest, 
contact  Practice  Dynamics,  11222  Richmond,  Suite  125, 
Houston  TX  77082;  800-933-09 1 1 or  7 1 3-53 1 -09 1 1 . 

BE/BC  Family  Practitioner/OB  Wanted.  Join  an  estab- 
lished multispecialty  group  practice  in  North  Central 
South  Dakota,  on  beautiful  Lake  Oahe.  Competitive  salary 
and  benefit  package.  Send  CV  or  call  Bev  Simons, 
Mobridge  Medical  Clinic,  PO.  Box  520,  Mobridge,  SD 
57601, 605-845-2962. 


FP  physicians  needed  in  Dallas,  Ft. 
Worth,  Houston,  El  Paso,  Harlingen, 
McAllen,  etc.  Top  end  reimbursement, 
excellent  benefits.  1000’s  of  positions 
also  available  nationally.  Call  The 
Curare  Group,  Inc.  1-800-880-2028. 


FAMILY  PRACTITIONER 

Busy,  Board-Certified  Family  Physician  in  NE 
Sun  Antonio  seeking  a board-certified  or  resi- 
dency trained  associate  for  established,  thriving 
practice.  Office  designed  for  two  physicians, 
benefits.  Opportunity  immediately  available. 
Please  call  (210)  650-3933. 
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Family/General  Practice 

Immediate  openings  exist  for  BC/BE  primary 
care  physicians  nationwide  with  a focus  on 
opportunities  in  TX,  the  South  and  Southeast. 
A variety  of  practice  settings  include  SSG, 
MSG,  clinic,  and  hospital  supported  posi- 
tions. Other  specialty  needs  include  Medical 
Oncology,  Allergy,  Pediatrics,  OB/GYN, 
Dermatology,  and  Occupational  Medicine. 
Excellent  compensation  packages  include 
incentives,  marketing  support,  relocation 
assistance  and  more.  Contact: 

Professional  Healthcare  Insource 
6900  Fannin,  Suite  240 
Houston,  Texas  77030 
800-289-5902  or  fax  (713)  790-9333 


Physician  Opportunity  is  available  in  Dallas/Fort  Worth. 
Low  stress,  office  based  practice.  No  nights,  no  emergencies, 
and  no  hospital  work.  Paid  malpractice.  M-F,  8-5.  Lucrative 
salary  and  benefits.  Call  Lisa  Cole  at  1-800-254-6425,  or  fax 
CV  to  214-256-1 181. 


**TEXAS — FAMILY  PRACTICE** 

BC/BE,  Unbeatable  opportunity.  Turn-key  situa- 
tion. no  expenses,  no  OB.  Modem  individual  clin- 
ic attached  to  hospital  and  nursing  home.  Income 
guarantee  available.  Excellent  quality  of  life  and 
schools,  excellent  working  environment  and 
housing.  Contact:  Jim  Blum,  Schleicher  County 
Medical  Center:  Eldorado,  Texas.  915-853-2507. 


AUSTIN, TX  - FP  Directorship  for  community-based  pro- 
gram; Capitol,  University,  Highland  Lakes  area  of  Texas; 
medical  school  clerkship  affiliation;  full-time  position  with 
admin/teaching/research/direct  patient  care  opportunities; 
BC;  preferably  more  than  5 years  experience  in  a family  prac- 
tice residency  program;  18-20  FP  residents  interact  in  munic- 
ipal hospital  with  Internal  Medicine,  Ob/Gyn,  Surgery,  Pedi- 
atrics and  Transitional  programs.  Salary/benefits  competitive. 
Direct  CV/inquiries  to  Earl  Matthew,  M.D.,  Central  Texas 
Medical  Foundation,  601  East  15th  Street,  Austin,  TX 
78701;  512-480-1872;  FAX  512-477-8933. 


Historical  Community  in  South  Eastern  Arizona 

Actively  Recruiting  BE/BC  Primary  Care 
Physicians.  Rural  Area  Easy  Access  to 
Tucson/Phoenix  Metro  Areas.  Well  Supported 
Small  Office  Setting  Within  Hospital  Campus 
Area.  Give  Us  a Call  for  More  Information. 
Chris  Cronberg,  C.E.O. 

Northern  Cochise  Community  Hospital 
Willcox,  Arizona  85643 
(602)  384-3541 


AUSTIN,  TEXAS 

Family  Practice  Physicians-The  City 
of  Austin,  Texas/Travis  County  Health 
and  Human  Services  Department  has 
excellent  opportunities  for  Family 
Practice  Physicians. 

Austin  has  been  on  the  10  most  desirable 
cities  list  to  live  in  for  many  years  and 
always  receives  high  marks  in  the  quality 
of  life  issues-especially  environment, 
arts/entertainment  and  recreation.  We  are 
seeking  physicians  who  are  dedicated  to 
providing  community  health.  Will  be 
providing  care  in  Women’s  Health, 
Pediatric,  and  Adult  in  one  of  our  com- 
munity based  clinics. 

Excellent  salary  and  benefits,  including 
paid  malpractice  insurance,  memberships 
and  CME  allowance. 

Contact:  Philip  Brown,  Recruiter 
2100  E.  St.  Elmo 

Austin,  TX  78744 
512-707-3288 
512-707-5403  FAX 

1 -800-299-0265 
EOE/M/F/D 

FAMILY  PRACTICE  BC/BE  to  join  six  family  practition- 
ers and  one  general  surgeon.  No  OB.  Eligible  for  Texas  Pay- 
back Monies.  Guarantee  plus  productivity  bonus,  extensive 
benefits  package.  Location  is  lower  Rio  Grande  Valley. 
Please  respond  to  Ad  Box  828,  Texas  Medicine,  401  W. 
15th  St.,  Austin,  TX  78701. 

SAN  ANTONIO  - Family  physicians  needed  for  top- 
notch  diagnostic  and  primary  care  facility.  40  hour  week, 
great  call  schedule,  congenial  colleagues.  Competitive  guar- 
antee plus  bonuses  and  benefits  package.  Call  or  send  C.V. 
to  Jane  Vogt,  1-800-765-3055,  222  S.  Central,  Suite  700, 
St.  Louis,  MO  63105,  FAX  314-726-3009. 

BOARD  CERTIFIED 

FAMILY  PRACTICE  or 
INTERNAL  MEDICINE  PHYSICIAN 

for  Medical  Director  position  for  Community 
Health  Center  in  North  Central  Texas  Both 
clinical  and  administrative  responsibilities 
Competitive  salary  and  comprehensive  fringe 
benefit  package.  Dedicated  to  promoting 
health  in  an  underserved  population. 

Call  Phyllis  Hiraki,  Exec.  Dir.  817-766-6306 
or  send  CV  to:  NCTCHCC,  PO  Box  720, 
Wichita  Falls,  TX  76307. 

Family  Practice  - Opportunity  for  BC/BE  family  practi- 
tioner in  Northeast  Texas.  Solo  practice  in  extremely  sophisti- 
cated medical  community.  Excellent  benefits  package.  Call 
(800)  880-1300,  Ext.  1403. 

Internal  Medicine 

Internal  Medicine,  Carroll,  Iowa-  Outstanding  professional 
opportunity  for  an  internal  medicine  physician  in  a progressive, 
safe  and  clean  community  of  10,000  located  in  west  central 
Iowa,  90  miles  from  Des  Moines,  Iowa  or  Omaha,  Nebraska. 
This  opportunity  is  available  for  either  an  in-practice  internal 
medicine  physician,  or  the  internal  medicine  physician  just 
beginning  practice.  Excellent  schools,  (Catholic  and  public), 
quality  hospital  featuring  a radiation  oncology  center,  dialysis 
center,  and  a new  32,000  sq.  ft.  outpatient  addition.  Significant 
income  potential  available.  For  more  information,  call  Randy 
Simmons,  Vice  President,  at  1-800-382-4197  or  write  St. 
Anthony  Regional  Hospital,  South  Clark  Street,  Carroll,  IA 
51401. 

INTERNAL  MEDICINE  AND  FAMILY  PRACTICE, 
BOARD  CERTIFIED.  Attractive  opportunity  with  Baylor 
affiliated  group.  Attractive  compensation  package  including 
professional  liability  insurance  coverage,  and  attractive  ben- 
efit package  for  full-time  physicians.  Opportunities  for  both 
inpatient  and  outpatient  clinic;  full-time  or  part-time;  8- 
and  12-hour  shifts,  AM  or  PM;  no  on-call  responsibilities. 
Please  contact  Brenda  Lancaster,  TPCA,  c/o  EmCare,  1717 
Main  Street,  Suite  5200,  Dallas,  TX  75201;  214/712-2018 
or  1/800/527-2145. 


IM  physicians  needed  in  Dallas,  Ft. 
Worth,  Houston,  El  Paso,  Harlingen, 
McAllen,  etc.  Top  end  reimbursement, 
excellent  benefits.  1000’s  of  positions 
also  available  nationally.  Call  The 
Curare  Group,  Inc.  1-800-880-2028. 
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April  1995 

March  1,  1995 
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June  1995 

May  1,  1995 

July  1995 

June  1,  1995 

August  1995 

June  30,  1995 
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Locum  Tenens 


Mastered  the  nuances  of  professional  staffing 
and  recruitment  yet? 

We’ve  found  a better  way.  of  a service  before  you  recruit. 

CompHealth  gives  you  short-  and  Call  us  today  to  work  out  a staffing 

long-term  access  to  qualified  physicians,  and  recruitment  plan  that  fits  your  needs 
full  credentialing  and  logistical  support,  and  budget,  and  helps  you  lower  your 
and  the  flexibility  you  need  to  • cover  staff  overall  staffing  costs, 
shortages  immediately  • combine  interim 
coverage  with  a permanent  search  • take 
the  nsk  out  of  recruiting  • maintain  a 

smaller  base  staff,  and  ‘test  the  expansion  your  hfalth  carf  resource 

800-328-3016 

4021  South  700  East,  Suite  300,  Salt  Lake  City,  UT  84107 


Take  another 


LOOK 


before  you  give. 


Before  you  give  to  a heart  organization,  make  sure  it’s  the 
one  you  trust:  The  American  Heart  Association.  Since  1924 
we’ve  sponsored  lifesaving  education  programs  and  funded 
more  than  $1  billion  in  research.  Others  may  copy  us,  but 
they  can't  compare  to  our  heart  and  torch.  To  learn  more, 
contact  your  local  AHA  office  or  call  1 -800-AHA-USA1 


American  Heart  Association 

Texas  Affiliate,  Inc. 


Inf  rim 

Physicians® 

* 

In  Texas  since  1982" 

Helping 

provide  continuity 
of  patient  care. 

TX  Locum  Tenens 

XVf  Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/GYN 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Plan  ahead,  call  todayl 

1-800-531-1122 

(formerly  PRH) 


Annual  Session 

INTERLINK  FOR  PATIENT  CARE 

May  18-21,  1995 
Dallas 


Tex 

L 


TexasMedical 

Association 
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Locum  Tenens 


PHYSICIANS 


• Texas  Locum 
Tenens  Staffing. 

• Highly  qualified,  dedicated 
physicians. 

• Personal  attention  from 
our  experienced  locum 
tenens  professionals. 

• Fair  client  rates  & excellent 
physician  compensation. 


■■g| 

3040  Post  Oak  Blvd.  Suite  300 
Houston,  Texas  77056 
713-297-9023  • 1-800-227-0316 


Neurology 

NEUROLOGIST  NEEDED  lor  pi  easant,  low-stress,  office 
based  practice  in  Dallas/Fort  Worth.  Mostly  diagnostic  neu- 
rology. Lucrative  salary  plus  benefits.  Paid  malpractice.  Reg- 
ular office  hours.  No  call  and  no  weekend  work.  Please  call 
Lisa  Cole  at  1 -800-254-6425  or  fax  CV  to  2 1 4-256- 1181. 

GENERAL  NEUROLOGIST  - Northeast  Texas;  long 
established,  respected  multi-specialty  group;  Immediately 
full  practice;  call  coverage  with  high  quality,  well-liked 
neurologists;  excellent  guarantee  and  long  term  potential, 
outstanding  benefits.  For  details,  call  Melissa  McMurray, 

1-800-765-3055. 


Ob/Gyn 

TEXAS  - Rio  Grande  Valley  - BC/BE  OB/GYNs  needed! 
Subspecialty  support,  flexible  hours,  two-year  guarantee, 
comprehensive  benefits.  Fastest  growing  area  in  TX.  Uni- 
versity, diverse  cultural/recreational  activities.  Call  or  send 
C.V.  to  Jane  Vogt,  1-800-765-3055,  222  S.  Central,  Suite 
700,  St.  Louis,  MO  63105,  FAX  314-726-3009. 


OB/GYN  physicians  needed  in  Dallas, 
Ft.  Worth,  Houston,  El  Paso.  Harlingen, 
McAllen,  etc.  Top  end  reimbursement, 
excellent  benefits.  1 000's  of  positions  also 
available  nationally.  Call  The  Curare 
Group,  Inc.  1-800-880-2028. 


Ophthalmology 


TEXAS  OPHTHALMOLOGIST 

No  Overhead.  Refractions  and  Primary 
EyeCare  Only.  No  Call  or  Hospital 
Responsibility.  Excellent  Income 
Potential.  Equipment,  Staff,  and  Billing 
Provided.  Send  Resume’  to: 
Opthalmologist  P.O.  Box  2840  San 
Angelo,  Texas  76901 


Orthopedics 

SOUTH  TEXAS:  To  p-notch  Orthopedic  Surgeon  seeks 
partner  to  join  busy  established  practice.  Strong  interest  in 
spine  or  hand  preferred.  Income  potential  S500K  plus. 
Fastest  growing  area  in  TX.  University,  diverse  cultural/recre- 
ational  activities.  Guarantee,  incentives,  partnership.  Call  or 
send  C.V.  to  Jane  Vogt  1-  800-765-3055,  222  S.  Central, 
Suite  700,  St.  Louis,  MO  63105,  FAX  314-726-3009. 


Pediatrics 

TEXAS  - Rio  Grande  Valley  - BC/BE  Pediatricians 
needed!  Subspecialty  support,  flexible  hours,  two-year  guar- 
antee, comprehensive  benefits.  Fastest  growing  area  in  Texas. 
University,  diverse  cultural/recreational  activities.  Call  or 
send  C.V.  to  Jane  Vogt,  1-800-765-3055,  222  S.  Central, 
Suite  700,  St.  Louis,  MO  63105,  FAX  314-726-3009. 


Psychiatry 


BILOXI  V A MEDICAL  Center  has 

openings  for  two  adult  psychiatrists  to 
practice  in  expanding  Psychiatry  Service. 
Must  be  Board  Certified/Board  Eligible.  No 
routine  after  hours  or  on-call  duties. 
Excellent  benefits  package.  Located  on  the 
beautiful  Mississippi  Gulf  Coast.  Contact 
George  Tipton,  M.D.,  Chief  of 
Psychiatry,  Biloxi  VA  Medical  Center, 
Biloxi,  MS  39531-2410;  601-867-2865. 
Dept,  of  Veterans  Affairs  is  an  Equal 
Employment  Opportunity  Employer. 


Radiology 

RADIOIDGY  SERVICES 
TO  RURAL  HOSPITALS 
AND 


RADIOLOGY 


1-800-523-9955 
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Radiology 


RADIOLOGY 


QURCI 


Radiology  Resources,  Inc.,  the  Locum  Tenens  and  Penuanent 
Placement  specialists,  are  pleased  to  announce  the  expansion 
of  services  to  Atlanta  and  the  Southeast. 

Our  new  offices  in  Atlanta,  under  the  direction  of  Bob  Kee, 
regional  vice  president,  will  offer  the  same  services  and  new 
innovations  that  have  been  so  successful  in  Texas  and  the 
Southwest, 

Radiology  Resources  now  offers  opportunities  in  Teleradiology, 
Comprehensive  Management,  Purchasing  of  Established 
Practices,  and  Partnerships. 

For  a personal  and  confidential  review  of  the  many  opportuni- 
ties available  to  you,  call  1-800-523-9955. 

Dallas  Corporate  Offices 
Elizabeth  Ice  & Niki  Nichols 
3466  Gillespie 
Dallas,  Texas  75219 
214  443-9955 
Fax  214  443-9960 


Atlanta  Regional  Offices 
Bob  Kee 

680  Hillcrest  Road,  Suite  300 
Lilbum,  Georgia  30247 
404  923-7655 
Fax  404  923-7295 


800  523-9955 


CLASSIFIED  ADVERTISING  CATEGORIES 


Aller.  & Immuno. 

Anesthesiology 

Cardiology 

Dermatology 

Emergency  Medicine 

Endocrinology 

Family/Gen  Pract. 

Gastroenterology 

Geriatrics 


Hematology 
Internal  Medicine 
Locum  Tenens 
Neonatology 
Neurology 
Neurosurgery 
Occup.  Medicine 
Ob/Gyn 
Oncology 


Ortho  Ortho  Surg. 

Otolaryngology 

Pathology 

Pediatrics 

Phys.  Med.  Rehab 

Plastic  Surgery 

Psychiatry 

Radiology 

Rheumatology 

Urology 


Entertainment 
Medical  Equip. 

Office  Space 
Practices 
Property 
Travel 

Vacation  Homes 
Cont.  Education 
Business  & Financial 
Services 


Other  Opportunities 

Family  Practice,  Internal  Medicine:  $120,000  Up, 
depending  on  experience.  Salaried  position.  Located  on  the 
Beaver  River  with  nationally  recognized  school  system. 
Beaver  County  Memorial  Hospital,  Box  640,  Beaver,  OK 
73932.  Contact  Administrator  anytime  - (405)  625-4551. 


UNIVERSITY  HEALTH 
SERVICES  DIRECTOR 

For  Stephen  F.  Austin  State  University — serving 
12,000  students  with  outpatient  care,  Monday 
thru  Friday,  8am-5pm.  Prefer  applicants  with:  1. 
MD  or  DO  from  approved  Medical  College,  2. 
Health  education,  management  and  3 year  pri- 
mary care  experience,  3.  Sports  medicine  sub- 
specialty. Must  have  current  Texas  license.  Send 
inquiries  to  Ms.  Martha  Gose,  P.O.  Box  13058, 
SFA  Station,  Nacogdoches,  TX  75962  or  call 
409-468-2134,  409-468-1058  TDD/V.  EO/AAE 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  I -800-284-4560  / Houston  713-493-2797 


Or  send  CV  to: 

PO  Box  423  M 
Houston,  TX  77242-2314 
FAX  7 13-493-2234 


Reuben 

Bronstein 

& Associates 


Dallas  — Internal  Medicine  (BE/BC)  — 

Salaried  position  with  progressive  four-per- 
son Methodist  affiliated  group.  Benefits 
include  malpractice,  health  and  disability 
insurance,  CME  allowance  and  rotating  call 
coverage. 

Dallas  — Family  Practice  (BE/BC)  — 

Two-person  primary  care  group  in 
Duncanville  seeks  third  associate  in 
expense  sharing  arrangement.  Hospital  fur- 
nished income  guarantee  and  rent  abate- 
ment to  qualified  candidate. 

Please  forward  CV  to  Susan  Cogburn, 
Physician  Recruiter,  Methodist  Hospitals  of 
Dallas,  P.O.  Box  655999,  Dallas,  TX  75265- 
5999  or  call  214-947-4579.  Fax  214-947-4501. 
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Other  Opportunities 


For  Excellent  Practice  Opportunities 

Contact  the  TEXAS  Specialists 


Academic  Positions  (in 

• Medical  Oncology 

Family  Practice  and 

Physician  1 

• Neurology 

Internal  Medicine) 

• Pediatrics 

Cardiology  \ 

Resource  \ 

• Orthopaedics 

Correctional  Medicine 

Network^ 

• Physiatry  (PM  & R) 

Dermatology 

• Psychiatry 

Family  Practice 

• Pulmonary  Medicine 

Internal  Medicine 

• Urology 

Endorsed  by  the  TEXAS  MEDICAL  ASSOCIATION 
(210)  732-3332  • 1-800-732-DOCS/3627  • Fax  (210)  732-0730 
125  W.  Ashby  Place  • San  Antonio,  Texas  78212-5839 


PHYSICIAN  SEARCH  AND  PLACEMENT 
MEDICAL  PRACTICE  APPRAISAL  AND  BROKERAGE 

EDUCATIONAL  LECTURES 
PHYSICIAN  MANPOWER  NEEDS  ANALYSIS 


AUSTIN,  TEXASg 

J Family  Practice/Internal  Medicine/ 
Pediatrics 

imunity 


☆Area  ha*  beautiful  lakes,  trees  & hill  country. 
A Voted  as  one  of  top  places  to  live  in  the  U.S. 
* Recreational  amenities  in  abundance. 

☆ Superior  educational  system  including 
University  of  Texas. 

☆ Charming  real  estate  at  a low  cost. 

Practice 


☆ Dynamic  group  opportunity. 

☆ No  practice  management  hassles. 

☆ Excellent  call  coverage. 

☆ No  buy-in  requirement. 

For  information  Call  Donald  L.  Munford,  II 
1-800-235-6745 

or  Fax  your  CV  to  (2 1 4)484-9048 


HOUSTON,  TEXAS 
ORTHOPEDIC  SURGEONS  AND 
GENERAL  PRACTITIONERS 
WANTED 

LUCRATIVE,  INDEPENDENT 
OPPORTUNITIES  IN  INDUSTRI- 
AL MEDICINE.  DIVERSE  CITY, 
AMENITIES,  GUARANTEED 
CASH  FLOW. 

CALL:  713-981-8184 
FAX:  713-981-8118 


1-800-877-5833  for  information 

ST.  JUDE  CHILDRENS 
RESEARCH  HOSPITAL 

^ Danny  Thomas.  Founder 
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Other  Opportunities 


IN 

1 

N 

lo  Nights. 

INIo  Calls, 
o Kidding. 

PHYSICIANS 

One  of  the  most  dyn; 
JSA  is  currendy  seekii 
prehensive  healthcan 
clinics  located  in  Kill< 
certification  or  reside 
offer  individualized  b 
Mamakos,  JSA  HealtI 
MD  21044,  (800)  966 

J 

imic  national  providers  of  quality  healthcare  services  today, 
ng  Full-Time,  Part-Time  or  PRN  Physicians  to  provide  com- 
e services  to  the  military  beneficiaries  of  Ft.  Hood  at  our 
?en  and  Copperas  Cove.  Requirements  include  board 
ncy  training  in  a primary  care  specialty  and  ACLS.  Positions 
lenefits  packages  including  paid  malpractice.  Contact  Susan 
icare  Corporation,  5565  Sterrett  Place,  Suite  200,  Columbia, 
-2811.  EOE. 

HEALTHCARE  CORPORATION 

AUSTIN,  Internal  Medicine  Practice  for  sale.  Solo 
practitioner  on  hospital  campus  with  expanding  patient 
base.  Broad  mix  of  private-pay,  HMO,  PPO,  and  Gov’t 
plans.  Fully  equipped  office  transferable.  Respectable  repu- 
tation and  earning  potential.  Doctor  will  stay  for  transition. 
Confidential  written  inquiries  to  PO.  Box  160773,  Austin. 
TX  78716. 

Exclusive  North  Dallas  Family  Practice  for  sale.  17 

years;  computerized;  EKG,  Spirometry,  Doppler.  Body 
Composition  and  other  modalities.  Owner  specializing. 
Please  respond  to  Ad  Box  827,  Texas  Medicine,  401  W. 
15th  St.,  Austin,  TX  78701. 

Medical  Practice  for  sale  (Houston.  TX)  - Grossing 
500K  with  potential  for  much  more.  One  of  best  locations 
in  town.  For  details,  call  Alex  Oria  at  713-499-2392. 


Positions  Wanted 

Board  certified  IM  is  seeking  practice  in  Texas.  Avail- 
able June  1.  1995.  Prefers  Houston/Galveston  area.  Call 
(800)  880-1300,  Ext.  1403. 

For  Sale  or  Lease 
Practices 

ENT  Practice,  SE  Houston.  Near  area  hospital  campus. 
Well  established  with  excellent  reputation  and  earnings. 
Doctor  will  stay  for  transition.  Telephone  Business  &C  Pro- 
fessional Associates  for  information  at  (713)  468-7198. 
TDH-1526. 
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Medical  Equipment 

PHYSICIAN’S  ACCOUNTING  COMPUTER  FOR 
SALE.  Need  to  sell  immediately  - Versyss  DSPC,  P320 
printer  and  Mends  II  software  license.  Great  opportunity  to 
purchase  complete.  Please  contact  Michael  Phillips,  MD, 
(512)  451-8211. 

Business  and  Financial  Services 

Legal  Services 


Immigration  Problems? 

For  information  on  employment  authorization,  relative 
petitions,  labor  certifications,  preference  petitions  and 
temporary  work  permits  for  physicians,  nurses,  and 
other  health  care  personnel,  contact  G.  Wellington  Smith, 
Attorney  at  Law,  702  Colorado  Street,  Suite  102,  Austin, 
TX  78701.  (512)  476-7163.  Fax  (512)  477-1432. 

Board  Certified,  Immigration  and  Nationality  Law, 

Texas  Board  of  Legal  Specialization 


DISCIPLINE  PROBLEMS? 

Attorney  with  15  years  experience  as  hearings 
officer  and  trial  attorney  for  Board  of  Medical 
Examiners  now  available  to  help  physicians 
manage  their  problems  with  that  agency  or 
their  hospital.  (512)  338-1 143. 

Not  Certified  by  the  Texas  Board  of  Legal  Specialization. 


FINANCIAL  SERVICES 


PHYSICIAN’S  SIGNATURE  Loans 

Borrow  up  to  $50,000  unsecured  through 
Physicians  Services  Association,  a division 
of  Trust  Company  Bank.  Since  1891.  Trust 
Company  has  continued  its  heritage  of 
steady  growth  by  extending  consistently 
prompt,  courteous  and  professional  service 
to  our  customers.  Simply  call  to  check  the 
features  of  our  Physicians  Signature  Loan 
Program.  (Special  interest  only  payments 
for  in-training  and  new  practitioners:  may 
qualify  for  up  to  6 years  to  repay).  TOLL 
FREE  (800)241-6905  ATLANTA,  GA. 


Classified  Directory 


Travel  & Leisure 

Bed  & Breakfasts/Inns 

Corpus  Christi/Coastal  Bend  B&B  Reservation  Service. 
Eleven  charming  homes,  many  near  water,  including  spa- 
cious 2 BR  Padre  Island  unhosted  condo  $150  w/  breakfast. 
Call  (512)  853-1222. 

Fairview  Bed  & Breakfast,  Austin.  Probably  the  grandest 
B&B  in  Austin,  and  one  of  the  top  2 or  3 in  the  state.”  (Texas 
Monthly,  Aug.  *93.)  Downtown  area.  (800)  310-4746. 

Adventure!  Murder  mystery  weekend  at  the  Prince 
Solms  Inn,  New  Braunfels.  Jan  20-21;  from  $300  all-inclu- 
sive. Old  world  charm,  open  year-round.  Reservations: 
(210)  625-9169. 

Bountiful  breakfasts,  holiday  happenings,  romantic  ren- 
dezvouses, and  murder  mysteries.  Accommodations  with 
historical  sites,  leisure  shopping,  evening  entertainment, 
country  sunsets.  In  Granbury,  just  southwest  of  Fort 
Worth.  Pearl  Street  Inn:  (817)  279-PINK  (7465);  Dabney 
House:  (817)  579-1260;  Pleasant  Valley:  (800)  507-3201. 

SANTA  FE  - MANZANO  HOUSE,  comfortable,  fully- 
furnished  adobe  homes,  available  daily/weekly.  Historic 
eastside  locations.  Accommodations  for  couples,  families, 
reunions!  Attractive  rates.  Brochure,  pictures  available. 
505-983-2054. 

Captivating  2 bedroom  native  stone  house  with  hot 
tub  on  screened-in  porch.  All  amenities.  Seclusion,  ele- 
gance, convenience  to  Kerrville.  210-257-7815. 

Cruises 

Join  TMA  members  on  a cruise  that  traces  the  historical 
time  line  from  age-to-age  on  a 12-night  cruise  of  the 
Mediterranean  and  Adriatic  Seas.  This  voyage  will  take  you 
from  Barcelona,  Spain  to  Venice,  Italy.  Departure  dates: 
June  5-18,  1995  and  September  9-22  (Continuing  Medical 
Education  offered  on  September  9 departure).  Contact 
Jeanette  Prentice,  800  880-1300,  extension  1565. 


Traveling  physicians:  Keep  watching  this  section  for 

a growing  list  of  special  “getaways.”  We  are  endeavoring 
to  provide  you  with  unusual  travel  opportunities  - from 
the  luxurious  and  exotic  to  the  adventurous  and  bargain- 
priced!  Advertisers:  to  list  your  travel  buy  here,  call  the 
Advertising  Department  at  (800)  880-1300. 


Advertising  Rates  & Data  - Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos, 
and  borders  may  be  used  in  display  classified  ads.  Discounts 
are  available  for  display  classified  ads  5 inches  and  larger. 

5 to  9 inches  $85/inch 

10  to  19  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising  with 
Texas  Medicine.  Ad  box  numbers  can  be  substituted  for  for- 
mal addresses  upon  request  at  no  extra  cost.  Name  and 
address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  1st  of  the 
month  (or  the  closest  business  day)  preceding  publication. 
Send  copy  to  Denise  Kotson,  Classified  Manager,  Texas 
Medicine,  401  West  15th,  Austin,  Texas  78701. 


TALK  TO  TEXAS 
with 

Texas  Medicine 
Classifieds 


Fax  or  phone  in  your  ad  to 
Texas  Medicine  with  your 
Visa  or  Mastercard  number. 


For  more  classified 
advertising  information  call 
the  Texas  Medical  Association 
Advertising  Departmental 
(512)  370-1382 
FAX  (512)  370-1632. 


Advertising  Directory 


Abelow  Insurance  and  Financial  Services  . .49 


Aberdeen  Medical  Insurance  Serv. 53 

American  Assoc,  of  Gynecologic 

Laparoscopists  79 

Americom  Leasing 49 

Apple  Medical  Leasing 5 

Autoflex  Leasing Inside  Front  Cover 

Beck  Imports  ofTexas 53 

Ciba-Geigy 35-36 

CompHealth 72 

Emcare  Physician  Staffing 8,  69 


Freeman  & Cockerell  Dermatopathology  . . . 

40 

Healthcare  Information  and  Management 


Systems  Society  78 

Humana  Health  Care  34 

Interim  Physicians 72 

Kelsey-Seybold  23 

McNabb,  Douglas 51 

Medical  Protective  Company  54 

Palisades  Pharmaceutical 45 

Physician  Resource  Network 75 

Physicians  Unlimited 73 

Provider  Financial  Services  9 

Radiology  Resources 73,74 

Scott  & Wh  ite Back  Cover 

Siemens  Medical  Systems,  Inc 10 

Texas  Medical  Association  

Annual  Session 41-44 

Foundation  19 

Winter  Conference 6 


Texas  Medical  Association  Insurance  Trust  . . 

I 

Texas  Medical  Liability  Trust 

Inside  Back  Cover 


The  Sterling  Group 69 

The  Texas  Health  Information  Network  . 8 

U.S.  Air  Force 23 

University  of  Oklahoma  Health 

Science  Center 78 

University  ofTexas  Medical  Branch 
Galveston 50 


Publication  of  an  advertisement  in  Texas  Medicine  is  not  to  be 
considered  an  endorsement  or  approval  by  the  Texas  Medical 
Association  of  the  product  or  service  involved.  ; 
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Educational  Opportunities 


# 

HEMTH 

SCIENCES  CENTER 

TEACHING.  HEALING  DISCOVERING. 


22ND  ANNUAL 


CRITICAL 

CARE 


Medicine  Course 


March  4-9,  1995 
Marriott  Hotel 
Oklahoma  City,  Oklahoma 
Program  Directors: 

Paul  V.  Carlile,  M.D. 
Martin  IT.  Welch,  M.D. 


Guest  Lecturers: 

Alfred  F.  Connors,  Jr.,  M.D.  - Pulmonology/Critical  Care  Medicine 

Case  Western  Reserve  University  School  of  Medicine 

L.  David  Hillis,  M.D.  - Cardiology 

University  of  Texas  Southwestern  Medical  Center 

Alan  H.  Morris,  M.D.  - Pulmonology/Critical  Care  Medicine 

University  of  Utah  School  of  Medicine 

Donald  D.  Trunkey,  M.D.  - Surgery/Critical  Care 

Oregon  Health  Sciences  University 


Contact:  Ms.  Dora  Lee  Smith 
Course  Coordinator 
3SP  400  - P.0.  Box  26901 
Oklahoma  City,  OK  73190 
(405)  271-5904 

Accreditation:  AMA,  AAFP,  AOA,  ACEP 
(48  Hours) 


Sponsored  hy  Department  of  Medicine 
College  of  Medicine 
The  University  of  Oklahoma  HSC 
and 

Veterans  Affairs  Medical  Center 

In  Conjunction  With: 

The  Department  of  Continuing  Education 


lillim  Interested  in  the  use 
of  computers  in  healthcare? 
Telemedicine?  Clinical  Outcomes 
Assessment?  Critical  Pathways?  The 
Computerized  Patient  Record? 

“Rethinking  the  Delivery  System,”  the 
annual  meeting  of  the  Healthcare 
Information  and  Management  Systems 
Society  (HIMSS),  convenes  February 
12-16,  1995  in  San  Antonio. 

Join  up  to  10,000  clinical  and  systems 
professionals  for  the  largest,  most  com- 
prehensive and  cutting-edge  healthcare 
information  systems  conference  and 
exhibition  in  the  world!  Approved  for 
Nursing  and  Pharmaceutical  CEUs. 

Call  312/664-4467  for  more 
information  or  write:  HIMSS, 

230  E.  Ohio,  Suite  600,  n ¥ > 

Chicago,  Illinois,  6061 1.  30  IOOS<5 
’ 


TEXAS  THORACIC  SOCIETY'S  1995  PULMONARY 
CONFERENCE  Comprehensive  Review  and  Update. 
March  3-4,  1995.  Ten  credit  hours,  Category  I,  AMA 
Physician’s  Recognition  Award.  Contact:  Robin  Anderson, 
TTS  Program  Coordinator,  800-252-5864. 

THIRD  ANNUAL  SYMPOSIUM  ON  PERINATAL 
MEDICINE  AND  NURSING,  April  26-27,  1995,  South 
Shore  Harbour  Resort,  League  City,  TX.  Presented  by  The 
University  of  Texas  Medical  Branch  at  Galveston,  Depart- 
ment of  OB/GYN,  (409)  772-0994.  CME  credit  available. 

Advertising  Rates  & Data  - Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  Display  classified  advertising  sells  lor  $95  per  column 
inch,  with  a one  inch  minimum. 

Copy  deadline  is  the  1st  of  the  month  (or  the  closest  busi- 
ness day)  preceding  publication.  Send  copy  to  Denise  Kot- 
son,  Classified  Manager,  Texas  Medicine,  401  West  15th, 
Austin,  Texas  78701 . 


Texas  Medical  Association 

Clinical  Symposia 

Series 

1995  Annual  Session,  Dallas,  May  18-21 

❖ Culture  and  Clinical  Care 

♦>  Controversies  in  Preventive  Medicine? 

❖ Adolescent  Health 

❖ Cardiovascular  Diseases 

TexasMedical 

Association 

Check  Annual  Session  promotion  for  dates  and  times. 
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Educational  Opportunities 


The  American  Association  of  Gynecologic  Laparoscopists  presents 


February  9-1 1,1995 
Worthington  Hotel 
Fort  Worth,  Texas 


Endoscopy 


D.  Alan  Johns , MD.,  Scientific  Program  Chair 

Faculty:  G.  David  Adamson,  AID.,  Ralph  Anderson,  M.D.,  Joel  M.  Childers,  M.D., 

Gordon  D.  Davis,  M D.,  Michael  P Diamond,  M.D.,  Dan  Johnson,  M.D.,  Barbara  S.  Levy,  M.D., 
Anthony  A.  Luciano,  M.D.,  Roger  C.  Odell,  Dovid  Olive,  M.D.,  Thomas  G.  Stovall,  M.D, 

Thierry  G.  Voncoillie,  M.D.,  and  Bob  Watkins 


iW*H41 


In  affiliation  with 
The  Department  of  Obstetrics 
& Gynecology 
John  Peter  Smith  Hospital 
Fort  Worth,  Texas 


Urogynecology  & Paravaginal  Repairs 

- Energy  Sources  for  Laparoscopy 

- Oncology 

- Endometriosis 

- Instruments  & Gadgets 

- Laparoscopic  Assisted  Vaginal  Hysterectomy 

- And  Other  Interesting  Issues... 

The  AAGL  designates  this  continuing  medical  education  activity  for  1 8 credit 
hours  in  Category  1 of  the  Physician's  Recognition  Award  of  the  American 
Medical  Association. 

Residents/Fellows  in-training  and  OR  personnel  may  attend  this  course  for 
half  price  Verification  of  training  status  will  be  required. 

For  additional  program  information  please  contact: 

THE  AMERICAN  ASSOCIATION  OF  GYNECOLOGIC  LAPAROSCOPISTS  > 

1 3021  E Florence  Avenue  • Santa  Fe  Springs,  CA  90670-4505  USA  C- 

Telephone  800/554-2245,  310/946-8774 
Facsimile:  3 1 0/946-0073  BBS:  3 1 0/946-4 1 79  (8N 1 ) 2 


Get  the  credit 
you  need 
from  the  CME 
Resource  Center 

Earn  Category  1 

continuing  medical 

education  credit  with: 

• Videos,  including  The 
Network  for  Continuing 
Medical  Education  series 

• Audio  Digest  subscription 
discounts 

• Scientific  American 
D1SCOTEST  and 
RxDx  software  for  loan 

• Specialty  board  review 
programs 

Hours 

Mon-Fri 8:15  a. m. -5:15  p.m. 

Sat 9 a.m.-l  p.m. 

(holiday  hours  may  vary) 


Tax  Strategies  for  the  Texas  Physician 

Learn  137  strategies  that  explain  how  to  make  one's  current  expenses  tax 
deductible  and  how  to  document  deductions  with  IRS-approved  methods 
with  a guarantee  that  you  discover  at  least  $5,000  in  previously  overlooked 
tax  deductions  or  your  money  back!! 

January  21  - San  Antonio  • January  24  - Houston  • January  25  - Dallas 

Coming  in  February  and  March 

OSHA  Update  - '95  • E&M  Codes/Medicare  Update  • Office  Automation  - 
Texas  Health  Information  Network  • Calculating  Capitation 

For  more  information  on  these  tma  seminars, 

call  Lisa  at  1-800-880-1300,  Ext.  1423 


401  West  15th  Street 
Austin,  Texas  78701-1680 
(800)  880-1300 
(512)  370-1550 
(512)  370-1634  (fax) 
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Backfalk 


I usually  listen  to  country  and 
western  — if  I have  my  choice.  If 
I’m  with  my  wile,  it  usually  ends  up 
being  the  old-timer’s  stuff  from  the 
’40s  and  ’50s.” 

William  F.  Key  Jr,  MD,  67 

general  practice,  Clifton 

Classic  rock  like  the  Rolling 
Stones  and  the  Doors  — that  harder, 
older  classic  rock.  Then  there’s  also 

what  1 guess  is  considered  easy-listening  rock,  like  Ameri- 
ca — stuff  from  my  junior  high  years  that  1 enjoy.’’ 

Raymond  Acebo,  MD,  31 

internal  medicine.  Corpus  Christi 

^^1  like  it  all  except  hard  rock.  I like  classic,  semiclassic, 
and  big  band  music.’’ 

Anthony  Digiovanni,  MD,  76 

anesthesiology,  retired,  San  Antonio 


Question: 


What  kind 
of  music 
do  you 
listen  to? 


All  kinds  of  classical  music  and 
the  music  ol  South  America,  where 
I’m  trom.  Older  music,  not  modern- 
day  songs.” 

Humberto  Jimenez,  MD,  65 

ophthalmology,  Denison 

Light  rock.  Whatever  easy-lis- 
tening music  there  is,  I like  listening 
to  it.” 


« 


’70s,  '80s  and  '90s  soft  rock. 


Linda  Andrews,  MD,  32 

psychiatry,  Houston 


cc 


I can  answer  that  easily.  I like  the  music  of  the  ’40s 
and  '50s  — jazz,  and  what  you  might  say  are  the  old  fa- 
vorites. I listen  to  classical  music  some,  hut  not  a great 
deal.  The  big  band  era  was  my  time.” 

Frederick  Petty,  MD,  65 

radiology,  retired,  Temple 


Ronnie  Sheena,  MD,  31 

internal  medicine,  Houston 


cc 

I listen  to  all  kinds  of  music,  but  country  and  west- 
ern is  by  far  my  favorite.  I grew  up  with  it,  and  I like 
country-and-western  dancing  and  I play  the  guitar,  so  that 
all  ties  together.” 

Louis  Dorang,  MD,  60 

general  surgery,  Dallas 

^ It’s  just  a very  broad  range.  Probably  what  I listen  to 
the  most  is  rhythm  and  blues.  Since  I’m  a guitar  player, 
I’ve  always  listened  to  Stevie  Ray  Vaughn  — I have  every 
one  ol  his  albums.  I’ve  played  guitar  since  I was  about  6 
years  old  and  played  in  bands  through  high  school  and 
college.” 

William  Kent  Johnson,  MD,  32 

general  surgery,  Houston 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians'  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone.  We  welcome  suggestions  for  fiiture  topics. 
Send  them  to  Texas  Medicine,  Back  Talk , 401  W 15th  St,  Austin , TX  78701,  or  fax  them  to 
(512)370-1632. 
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Legislative  primer  • Help  with  claim  disputes  • International  mej:"'  — 


TEXAS  MEDICAL  ASSOCIATION  • FEBRUARY 
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V CIS 


A HISTORICAL  PERSPECTIVE  on 
the  CHALLENGES  facing  TEXAS 
PHYSICIANS  at  the  FRONT  LINES 
of  DEADLY  EPIDEMICS 


For 


Ten 


Years 


All  We’ve 


Done  Is 


Lease 


Cars. 


After  10  years  in  practice,  you’re  an  expert  in  your  field.  Likewise,  Autoflex 
Leasing  is  the  recognized  expert  in  auto  leasing.  We  are  endorsed  by  both  the 
Texas  Medical  Association  and  the  Texas  Dental  Association. 

So,  contact  one  of  these  leasing  specialists  today: 

John  Welch,  Pat  Joiner,  or  Tom  Kight. 


p- 
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Auto flex 

(l  e a s i n g) 

t7 

Call  I ^800-634' 1234 
or  214-234-1234 


Recently,  there  has  been  a lot  of  talk  about  choice  and  portability  of  health  insurance  plans.  At  TMAIT  we’re  not 
quite  sure  what  the  big  deal  is.  TMAIT  has  offered  choice  and  portability  to  its  TMA  members  since  1955.  You 
choose  your  own  physician,  you  choose  your  own  hospital,  and,  if  you  change  your  practice,  change  employers,  or 
move  out-of-state,  you  take  your  TMAIT  insurance  with  you.  Isn’t  that  what  everyone  says  they  now  want? 


TMAIT  always  has  given  you  choice  and  portability.  TMAIT  always  will. 


We’re  part  of  your  health  care  team.  TMAIT  insurance  is  designed 
and  managed  by  TMA  physicians  for  TMA  physicians.  Since  1955. 
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TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


INSURANCE  COVERAGES  FOR  YOU, 
YOUR  FAMILY,  YOUR  STAFF 


Coverage 

Physician 

Major  Medical 

✓ 

Life 

✓ 

Disability 

✓ 

Office  Overhead 

✓ 

Personal  Accident 

✓ 

The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


Texas  Medical  Association  Insurance  Trust 
401  W.  15th  Street,  Austin,  TX  78701 
P.O.  Box  1707,  Austin,  TX  78767-1707 


William  G.  Gamel,  M.D. 

Austin 

Past  President,  Texas  Medical  Association 


Austin  370-1 776  Houston  224-5309 
Fax  512-370-1799 


Underwritten  by  The  Prudential  for 
25  years  (1969-1994) 


A PUBLICATION  of  the  TEXAS  MEDICAL  ASSOCIATION 

TexasMedicine 


Richard  Baker,  MD, 
repairs  an  umbilical  hernia 
in  a 60-year-old  male  patient 
at  University  Medical  Center, 
Texas  Tech  University 
Health  Sciences  Center. 
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February  1995 


COVER  STORY 


Cover  design  by  K E V I N GOODBAR 


Fighting  the  good  fight 

Like  their  early  Texas  counterparts  confronting  yellow  fever,  cholera, 
and  tuberculosis,  modern-day  physicians  have  precious  little  in  their 
high-tech  saddlebags  to  alter  the  outcome  for  AIDS  patients.  A look 
back  in  history  reveals  that  today’s  AIDS  doctors  have  much  in  com- 
mon with  those  early  disease  fighters,  dealing  with  many  of  the  same 
frustrations,  fears,  and  prejudices.  And  the  tie  that  binds  closest  may 
be  reliance  on  the  art,  over  the  science,  of  medicine. 

BY  CINDI  MYERS 

34 


Legislative  Affairs 


jj§  Legislative  reality  101 14 


Forget  what  you  learned  in  high  school  civics  class  about  the 
legislative  process.  Here’s  the  short  course  on  how  it’s  really 
done,  and  there  are  plenty  of  curves. 

BY  KEN  ORTOLON 


Supporting  the  front  lines 20 

i Medicare  won’t  listen.  Workers’  comp  issued  another 
round  of  revisions.  Nobody’s  home  at  the  HMO.  Where 
to  turn?  An  innovative  TMA  program  is  helping  physi- 
\ dans  solve  claim  disputes  with  third-party  payers. 

BY  R.U.  STEINBERG 
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TexasMedicine 


Law 

Self-referral  Q&A 24 

Think  before  you  refer.  The  “ Stark  II  ” law 
has  expanded  federal  restrictions  on  physi- 
cian referral  practices. 

BY  HUGH  M.  BARTON,  JD 


Science  and  Education 

Different  paths,  same  goal 30 

International  medical  graduates  have  always  faced 
licensure  hurdles  and  potential  discrimination.  But  with 
residency  slots  scarcer  for  everyone  these  days , the  struggle 


to  fit  in  may  be  getting  tougher. 

BY  CINDI  MYERS 

Profile 

Medicine  and  all  that  jazz 40 

Dan  Bacon,  MD,  gets  his  lip  up  for  Dixieland  jazz. 

BY  TERI  MORAN 

Commentary 

CME  by  the  dozens 48 


Tips  for  makitig  the  most  of  those  required  CME  hours. 

BY  JOHN  W.  BURNSIDE,  MD 
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Leasing  Makes  Good 
Dollars  and  Sense 
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Dear  Doctor: 

Even  with  no  money  down,  lease  payments  are  30-40%  less 
than  conventional financing . 


Call  us  today! 


Medical  Leasing  1-800-8-APPLE-8 

the  Texas  Medical  Association 

1-800-827-7538 


27  Lamar  Blvd.  East  • Arlington,  TX  76011 


Texas  Medicine 


MANAGING  NEW  DIMENSIONS 


Now  approved forAMA-PRA  Category  l credit. 
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U.S.  Rep.  Bill  Archer,  Houston  (invited) 
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Complimentary  luncheon  from  Texas  Medical  Association  Insurance  Trust 
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Editor’s  Note 


The  idea  for  this  month’s 
cover  story  came  about  last  sum- 
mer, after  staying  up  all  night  to 
finish  a book  called  My  Own 
Country,  a Doctor’s  Story  of  a Town  and 
Its  People  in  the  Age  of  AIDS.  The 
author,  Abraham  Verghese,  MD,  tells 
a gripping  and  very  personal  story  of 
what  it’s  like  to  care  for  AIDS  patients 
in  rural  America. 

Dr  Verghese,  as  with  many  other 
infectious  disease  specialists,  didn’t  set 
out  to  become  an  “AIDS  doctor.”  But 
his  curiosity  and  willingness  to  do 
what  needed  to  be  done  led  him  there. 

The  experiences  that  Dr  Verghese 
eloquently  relays  seem  to  have  obvious 
parallels  to  the  challenges  that  faced 
early  physicians  — the  personal  toll  of 
dealing  with  the  deaths  of  patients  who 
have  become  friends  and  powerlessness 
against  incurable,  deadly  disease. 

For  our  cover  story  (p  34),  free- 
lance writer  Cindi  Myers  takes  a look 
back  to  the  experiences  of  19th  and 
early  20th  century  Texas  physicians  to 
see  how  they  coped  — intellectually 
and  emotionally  — with  the  incurable 
diseases  of  their  day. 

The  efforts  of  those  medical  pio- 
neers fighting  yellow  fever,  cholera, 
smallpox,  tuberculosis,  and  other 
mighty  epidemics  are  both  inspiring 
and  humbling.  And  as  Dr  Verghese, 
now  practicing  in  El  Paso,  puts  it, 
those  kinds  of  experiences  may  help  us 
to  appreciate  the  art  of  medicine  and 
to  better  understand  the  distinction 
between  healing  and  curing. 

JEAN  PIETROBONO 
Managing  Editor 
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Hospice  case  management 
now  reimbursed 


Dr  Ronald  Crossno  is 

very  much  on  the  mark  in  his 
response  to  my  statements  on  hos- 
pice care  ( Texas  Medicine , Letters, 
January  1995,  p 7).  It  is  true  that  the 
perception  of  loss  ol  control  is  a barrier 
for  some  physicians,  but  the  hospice 
organizations  make  every  effort  to  con- 
tinue the  involvement  of  physicians  in 
the  care  of  their  patients.  This,  I hope, 
has  become  less  and  less  of  a barrier 
with  time  and  physician  education. 

In  regards  to  reimbursement,  there 
have  been  important  changes.  At  the 
time  the  article  containing  my  com- 
ments was  published  (November 
1994),  there  was  no  reimbursement  for 
case  management.  Those  who  care  for 
hospice  patients  know  that  much  time 
is  spent  in  nonencounter  activities, 
such  as  review  ol  records,  discussions 
with  nurses,  and  refills  and  alterations 
in  medications.  This  is  about  to  change. 

According  to  HCFA,  as  of  January 
1,  1995,  “care  plan  oversight  service 
will  be  reimbursed  under  HCPCS 
code  99375."  This  will  require  30 
minutes  or  more  of  physician  time 
spent  in  care  supervision  each  month. 
Removal  of  this  barrier  by  HCFA 
should  further  encourage  referrals  to 
hospice  care. 

I hope  these  remarks  are  helpful,  and 
I appreciate  Dr  Crossno’s  comments. 

J.  Russell  Hoverman,  MD 

1015  E 52nd  St,  Suite  414 
Austin,  TX  78705 


Physicians,  don  your  bifocals 


The  reaction  of  the 
American  public  to  the  present 
state  of  disrepair  in  our  health- 
care system  has  spawned  the 
advent  of  rapidly  progressing  radical 
changes  within  the  system.  The  gener- 
al consensus  is  that  American  health 
care  is  at  the  highest  level  available, 
but  our  society  can’t  afford  the 
American  health-care  system. 

Our  present  health-care  system 
predominantly  revolves  around  the 
concept  of  fee  for  service  — a system 
in  which  physicians  receive  direct 
reimbursement  for  services  rendered 
and  the  utilization  of  medical  proce- 
dures. The  tantalizing  incentive  for 
the  physician  is  to  overutilize  proce- 
dures, diagnostic  tests,  and  office  vis- 
its in  order  to  capture  a greater 
reward.  Because  of  this  reward  of  pay- 
ment for  services,  too  little  emphasis  is 
placed  on  the  outcome  of  results  of 
procedures.  The  bottom  line  is  that 
there  is  no  accountability  for  the  out- 
comes of  medical  interventions  or  for 
the  cost  of  medical  care. 

The  inefficiencies  in  the  fee-for- 
service  system  have  caused  extreme 
discontent,  but  it  is  apparent  that  dra- 
matic and  significant  changes  are  on 
the  horizon  and  occurring  in  the  mar- 
ketplace. Accountability  and  out- 
comes are  the  key  words  rising  to  meet 
the  “new  way  of  thinking.”  Suddenly, 
physicians,  providers,  and  hospitals 
are  faced  with  the  prospect  of  having 
to  become  accountable  for  their  ser- 
vices, and  the  medical  procedures  per- 


formed or  diagnostic  tests  ordered,  by 
proving  that  these  services  and  proce- 
dures are  cost-effective  and  will  pro- 
duce the  anticipated  outcomes. 

The  demand  for  accountability  has 
resulted  in  the  emergence  of  a new 
health-care  system  — capitation.  Capi- 
tation is  a system  in  which  physicians 
are  rewarded  for  intelligently  and  wise- 
ly treating  patients  by  means  of  the 
fewest  number  of  tests,  procedures,  and 
office  visits  necessary  to  provide  quali- 
ty care.  This  system  rewards  physicians 
at  a set  rate  per  month  per  patient, 
regardless  of  the  number  of  procedures 
performed.  With  capitation,  the  incen- 
tive to  overutilize  the  system  will  rapid- 
ly be  displaced  by  the  incentive  to  wise- 
ly use  the  system. 

An  inherent  Haw  in  the  capitation 
system,  the  underutilization  of  proce- 
dures, can  be  nullified  by  accountabil- 
ity and  the  measurement  of  outcomes. 
In  a capitation  system,  the  evaluation 
of  services  rendered  becomes  tanta- 
mount to  the  effective  treatment  of 
patients.  The  goal  to  deliver  the  most 
effective  and  concise  treatment  for 
patients  creates  the  necessity  for  a sys- 
tem that  measures  recordable  results 
and  outcomes. 

Physicians  are  now  faced  with  a 
major  challenge  — shifting  to  a sys- 
tem that  basically  opposes  the  one  in 
which  they  have  always  operated.  The 
radical  adjustment  that  physicians  will 
have  to  make  is  a shift  from  a declin- 
ing near-sighted  view  of  patient  treat- 
ment (fee  for  service)  to  a far-sighted 
view  (capitation). 

A good  analogy  would  be  that  of 
an  ophthalmologist  changing  a single 
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lens  prescription  to  a bifocal  lens  to 
enable  his  patient  to  adjust  his  sight 
according  to  the  needs  of  the  current 
environment.  In  order  to  clearly  view 
the  current  health-care  environment, 
physicians  will  need  a type  of  dynam- 
ic bifocal  lens  that  will  empower  them 
to  measure  yesterday’s  near-sighted 
fee-for-service  system  against  today’s 
far-sighted  capitation  system  and  to 
move  forward  accordingly. 

Because  the  changes  in  the  health- 
care system  are  progressing  at  an 
extremely  rapid  pace,  the  prescription 
for  these  bifocal  lenses  can  be  expect- 
ed to  change  dramatically  and  often. 
The  challenge  to  physicians,  then, 
becomes  to  learn  to  adjust  their  bifo- 
cal lenses  to  keep  pace  with  the  rapid 
changes.  They  will  need  the  ability  to 
compare  the  old  with  the  new  and  to 
link  the  past  with  the  present  and 
future  in  order  to  create  and  maintain 
an  environment  that  is  the  most  desir- 
able for  all.  The  bifocal  approach  to 
health  care  may  be  the  only  approach 
that  will  work. 

Paul  D.  Pace,  MD 

1621  Nix  Medical  Center 
San  Antonio,  TX  78205 


Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a letter,  mail  or  fax  it  to  Texas  Medicine,  TMA, 
401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1362. 
Please  type  letters  you  submit  for  publication,  and  keep  the 
length  to  400  words  or  less.  If  necessary,  you  may  include  a few 
references,  preferably  less  than  five.  Letters  are  published  at  the 
discretion  of  the  managing  editor  and  editorial  advisors,  and 
are  subject  to  editing  and  abridgment.  Letters  represent  the 
opinions  of  the  authors  and  do  not  necessarily  reflect  the  polii  ;es 
of  the  Texas  Medical  Association. 
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VOLTAREN* 

diclofenac  sodium 

Delayed-Release  |enteric-coated)  Tablets 

CATAFLAM* 

diclofenac  potassium 
Immediate-Release  Tablets 

Brief  Summary  (For  lull  Piescribing  Information,  see  Package  Insert  | 

INDICATIONS  AND  USAGE 

Voltaren  Delayed-Release  or  Cataflam  Immediate-Release  Tablets  are  indicated  tor  the  acute  and  chronic  treatment  of  signs  and  symptoms  of  rheumatoid 
arthritis,  osteoarthritis,  and  ankylosing  spondylitis.  Only  Catatlam  is  indicated  lor  the  management  of  pain  and  primary  dysmenorrhea,  when  prompt 
pain  relief  is  desired,  because  it  is  formulated  to  provide  earlier  plasma  concentrations  ol  diclofenac  (see  CLINICAL  PHARMACOLOGY,  Pharmacokinetics 
and  Clinical  Studies). 

CONTRAINDICATIONS 

Diclofenac  in  either tormulation,  Voltaren  or  Cataflam,  is  contraindicated  in  patients  with  hypersensitivity  to  diclofenac.  Diclofenac  should  not  be  given  to 
patients  who  have  experienced  asthma,  urticaria,  or  other  allergic-type  reactions  after  taking  aspirin  or  other  NSAIDs.  Severe,  rarely  fatal,  anaphylactic- 
like  reactions  to  diclofenac  have  been  reported  in  such  patients 

WARNINGS 

Gastrointestinal  Effects 

Peptic  ulceration  and  gastrointestinal  bleeding  have  been  reported  in  patients  receiving  diclofenac.  Physicians  and  patients  should  therelore  remain  alert 
lor  ulceration  and  bleeding  in  patients  treated  chronically  with  diclofenac  even  in  the  absence  ot  previous  G. I tract  symptoms.  It  is  recommended  that 
patients  be  maintained  on  the  lowest  dose  oi  diclotenac  possible,  consistent  with  achieving  a satisfactory  therapeutic  response. 

Risk  o/6./.  Ulcerations,  Bleeding,  and  Perforation  will:  USAID  Therapy:  Serious  gastrointestinal  toxicity  such  as  bleeding,  ulceration . and  perforation 
can  occur  at  any  time,  with  or  without  warning  symptoms,  in  patients  treated  chronically  with  NSAID  therapy  Although  minor  upper  gastrointestinal 
problems,  such  as  dyspepsia,  are  common,  usually  developing  early  in  therapy,  physicians  should  remain  alert  for  ulceration  and  bleeding  in  patients 
treated  chronically  with  NSAIDs  even  in  the  absence  ol  previous  G.  I.  tract  symptoms  In  patients  observed  in  clinical  trials  ot  several  months  to  2 years' 
duration,  symptomatic  upper  G.l  ulcers,  gross  bleeding,  or  perforation  appear  to  occur  in  approximately  1%  ot  patients  tor  3-6  months,  and  in  about 
2%-4%  of  patients  treated  for  1 year.  Physicians  should  inform  patients  about  the  signs  and/or  symptoms  of  serious  G .1 . toxicity  and  what  steps  to  take  if 
they  occur. 

Studies  to  date  have  not  identified  any  subset  of  patients  not  at  risk  ol  developing  peptic  ulceration  and  bleeding  Except  lor  a prior  history  of  serious 
G.L  events  and  other  risk  factors  known  to  be  associated  with  peptic  ulcer  disease,  such  as  alcoholism,  smoking,  etc.,  no  risk  factors  (eg,  age,  sex) 
have  been  associated  with  increased  risk.  Elderly  or  debilitated  patients  seem  to  tolerate  ulceration  or  bleeding  less  well  than  other  individuals,  and  most 
spontaneous  reports  of  fatal  G.L  events  are  in  this  population.  Studies  to  date  are  inconclusive  concerning  the  relative  risk  of  various  NSAIDs  in  causing 
such  reactions.  High  doses  ol  any  NSAID  probably  carry  a greater  risk  of  these  reactions,  although  controlled  clinical  trials  showing  this  do  not  exist  in 
most  cases.  In  considering  the  use  ol  relatively  large  doses  (within  the  recommended  dosage  range),  sutticient  benefit  should  be  anticipated  to  offset  the 
potential  increased  risk  of  G.l.  toxicity 
Hepatic  Effects 

As  with  other  NSAIDs,  elevations  ot  one  or  more  liver  tests  may  occur  during  diclofenac  therapy.  These  laboratory  abnormalities  may  progress,  may 
remain  unchanged,  or  may  be  transient  with  continued  therapy.  Borderline  elevations  (i.e.,  less  than  3 times  the  ULN  | = the  Upper  Limit  ot  the  Normal 
range)),  oi  greater  elevations  ot  transaminases  occurred  in  about  15%  ol  diclofenac-treated  patients.  01  the  hepatic  enzymes,  ALT  (SGPT)  is  the  one 
recommended  tor  the  monitoring  ol  liver  injury. 

In  clinical  trials,  meaningful  elevations  (i.e„  more  than  3 times  the  ULN)  ol  AST  (SGOT)  (ALT  was  not  measured  in  all  studies)  occurred  in  about  2%  ot 
approximately  5700  patients  at  some  time  during  Voltaren  treatment.  In  a large,  open,  controlled  trial,  meaningful  elevations  of  ALT  and/or  AST  occurred 
in  about  4%  of  3700  patients  treated  for  2-6  months,  including  marked  elevations  (i.e.,  more  than  Slimes  theULN)  in  about  1%  of  the  3700  patients  In 
that  open-label  study,  a higher  incidence  of  borderline  (less  than  3 times  the  ULN),  moderate  (3-8  times  the  ULN),  and  marked  (>8  times  the  ULN) 
elevations  of  ALT  or  AST  was  observed  in  patients  receiving  diclotenac  when  compared  to  other  NSAIDs  Transaminase  elevations  were  seen  more 
frequently  in  patients  with  osteoarthritis  than  in  those  with  rheumatoid  arthritis  (see  ADVERSE  REACTIONS) 

In  addition  to  the  enzyme  elevations  seen  in  clinical  trials,  rare  cases  ot  severe  hepatic  reactions,  including  jaundice  and  fatal  fulminant  hepatitis,  have 
been  reported 

Physicians  should  measure  transaminases  periodically  in  patients  receiving  long-term  therapy  with  diclofenac,  because  severe  hepatotoxicity  may 
develop  without  a prodrome  otdistinguishing  symptoms.  The  optimum  times  lor  making  the  first  and  subseguent  transaminase  measurements  are  not 
known  In  the  largest  U S.  trial  (open-label)  that  involved  3700  patients  monitored  first  at  8 weeks  and  1200  patients  monitored  again  at  24  weeks,  almost 
all  meaningful  elevations  in  transaminases  were  detected  before  patients  became  symptomatic . In  42  of  the  51  patients  in  all  trials  who  developed  marked 
transaminase  elevations,  abnormal  tests  occurred  during  the  first  2 months  of  therapy  with  diclofenac.  Based  on  this  experience,  if  diclotenac  is  used 
chronically,  the  first  transaminase  measurement  should  be  made  no  later  than  8 weeks  after  the  start  of  diclofenac  treatment  As  with  other  NSAIDs,  if 
abnormal  liver  tests  persist  or  worsen,  if  clinical  signs  and/or  symptoms  consistent  with  liver  disease  develop,  or  if  systemic  manifestations  occur  (eg., 
eosinophilia,  rash,  etc.),  diclofenac  should  be  discontinued. 

To  minimize  the  possibility  that  hepatic  injury  will  become  severe  between  transaminase  measurements,  physicians  should  inform  patients  of  the 
warning  signs  and  symptoms  of  hepatotoxicity  (e  g , nausea,  fatigue,  lethargy,  pruritus,  jaundice,  right  upper  guadrant  tenderness,  and  "flu-like" 
symptoms),  and  the  appropriate  action  patients  should  take  it  these  signs  and  symptoms  appear 

PRECAUTIONS 

General 

Allergic  Reactions:  As  with  other  NSAIDs,  allergic  reactions  including  anaphylaxis  have  been  reported  with  diclofenac  Specific  allergic  manilestations 
consisting  of  swelling  ol  eyelids,  lips,  pharynx,  and  larynx;  urticaria;  asthma;  and  bronchospasm,  sometimes  with  a concomitant  fall  in  blood  pressure 
(severe  at  times)  have  been  observed  in  clinical  trials  and/orthe  marketing  experience  with  diclofenac.  Anaphylaxis  has  rarely  been  reported  from  foreign 
sources;  in  U S.  clinical  trials  with  diclotenac  in  over  6000  patients,  t case  ol  anaphylaxis  was  reported  In  controlled  clinical  trials,  allergic  reactions 
have  been  observed  at  an  incidence  ol  0.5%  These  reactions  can  occur  without  prior  exposure  to  the  drug. 

Field  Retention  and  Idem  a:  Fluid  retention  and  edema  have  been  observed  in  some  patients  taking  diclotenac  Therelore,  as  with  other  NSAIDs, 
diclotenac  should  be  used  with  caution  in  patients  with  a history  of  cardiac  decompensation,  hypertension,  or  other  conditions  predisposing  to  fluid 
retention 

Renal  (Heels:  As  a class,  NSAIDs  have  been  associated  with  renal  papillary  necrosis  and  other  abnormal  renal  pathology  in  long-term  administration  to 
animals  In  oral  diclotenac  studies  in  animals,  some  evidence  of  renal  toxicity  was  noted  Isolated  incidents  ol  papillary  necrosis  were  observed  in  a lew 
animals  at  high  doses  (20-120  mg/kg)  in  several  baboon  subacute  studies  In  patients  treated  with  diclotenac,  rare  cases  ol  interstitial  nephritis  and 
papillary  necrosis  have  been  reported  (see  ADVERSE  REACTIONS). 

A second  form  ol  renal  toxicity,  generally  associated  with  NSAIDs,  is  seen  in  patients  with  conditions  leading  to  a reduction  in  renal  blood  flow  or  blood 
volume,  where  renal  prostaglandins  have  a supportive  role  in  the  maintenance  of  renal  perfusion.  In  these  patients,  administration  olan  NSAID  results  in 
a dose-dependent  decrease  in  prostaglandin  synthesis  and,  secondarily,  in  a reduction  of  renal  blood  flow,  which  may  precipitate  overt  renal  failure. 
Patients  at  greatest  risk  ot  this  reaction  are  those  with  impaired  renal  function,  heart  failure,  liver  dyslunction,  those  taking  diuretics,  and  the  elderly. 
Discontinuation  ol  NSAID  therapy  is  typically  followed  by  recovery  to  the  pretreatment  state 
Cases  ot  significant  renal  failure  in  patients  receiving  diclotenac  have  been  reported  Irom  marketing  experience,  but  were  not  observed  in  over  4000 
patients  in  clinical  trials  during  which  serum  creatinine  and  BUN  values  were  followed  serially.  There  were  only  11  patients  (0.3%)  whose  serum  creati- 
nine and  concurrent  serum  BUN  values  were  greater  than  2.0  mg/dl  and  40  mg/dL,  respectively,  while  on  diclofenac  (mean  rise  in  the  11  patients: 
creatinine  2.3  mg/dL  and  BUN  28.4  mg/dl) 

Since  diclofenac  metabolites  are  eliminated  primarily  by  the  kidneys,  patients  with  significantly  impaired  renal  (unction  should  be  more  closely 
monitored  than  sublets  with  normal  renal  function. 

Porphyria:  The  use  of  diclotenac  in  patients  with  hepatic  porphyria  should  be  avoided.  To  date,  1 patient  has  been  described  in  whom  diclotenac  probably 
triggered  a clinical  attack  of  porphyria.  The  postulated  mechanism,  demonstrated  in  rats,  for  causing  such  attacks  by  diclotenac,  as  well  as  some  other 
NSAIDs,  is  through  stimulation  of  the  porphyrin  precursor  delta-aminolevulinic  acid  (ALA). 

Information  lor  Patients 

Diclofenac,  like  other  drugs  of  its  class,  is  not  tree  ot  side  effects.  The  side  effects  of  these  drugs  can  cause  discomfort  and,  rarely,  there  are  more  serious 
side  effects,  such  as  gastrointestinal  bleeding,  and  more  rarely,  liver  toxicity  (see  WARNINGS,  Hepatic  Effects),  which  may  result  in  hospitalization  and 
even  fatal  outcomes 

NSAIDs  are  often  essential  agents  in  the  management  ot  arthritis  and  have  a maior  role  in  the  management  of  pain,  but  they  also  may  be  commonly 
employed  lot  conditions  that  are  less  serious. 

Physicians  may  wish  to  discuss  with  their  patients  the  potential  risks  (see  WARNINGS,  PRECAUTIONS,  and  ADVERSE  REACTIONS)  and  likely  benefits 
ot  NSAID  treatment,  particularly  when  the  drugs  are  used  for  less  serious  conditions  where  treatment  without  NSAIDs  may  represent  an  acceptable 
alternative  to  both  the  patient  and  physician 

Laboratory  Tests 

Because  serious  G.l  tract  ulceration  and  bleeding  can  occur  without  warning  symptoms,  physicians  should  follow  chronically  treated  patients  tor  the 
signs  and  symptoms  ot  ulceration  and  bleeding  and  should  inform  them  of  the  importance  of  this  follow-up  ( see  WARNINGS,  Risk  o/G  / Ulcerations, 
Bleeding,  and  Perforation  with  USAID  Therapy).  If  diclofenac  is  used  chronically,  patients  should  also  be  instructed  to  report  any  signs  and  symptoms 
that  might  be  due  to  hepatotoxicity  ol  diclofenac;  these  symptoms  may  become  evident  between  visits  when  periodic  liver  laboratory  tests  are  performed 
(see  WARNINGS,  Hepatic  Effects). 

Drug  Interactions 

Aspirin:  Concomitant  administration  ol  diclotenac  and  aspirin  is  not  recommended  because  diclotenac  is  displaced  Irom  its  binding  sites  during  the 
concomitant  administration  of  aspirin,  resulting  in  lower  plasma  concentrations,  peak  plasma  levels,  and  AUC  values. 

Anticoagulants:  While  studies  have  not  shown  diclofenac  to  interact  with  anticoagulants  ot  the  warfarin  type,  caution  should  be  exercised,  nonetheless, 
since  interactions  have  been  seen  with  other  NSAIOs,  Because  prostaglandins  play  an  important  role  in  hemostasis,  and  NSAIDs  affect  platelet  function 
as  well,  concurrent  therapy  with  all  NSAIDs,  including  diclofenac,  and  warfarin  requires  close  monitoring  ol  patients  to  be  certain  that  no  change  in  their 
anticoagulant  dosage  is  required 

Digorin,  Methotrexate,  Cyclosporine:  Diclotenac,  like  other  NSAIDs,  may  affect  renal  prostaglandins  and  increase  the  toxicity  ol  certain  drugs.  Inges- 
tion of  diclofenac  may  increase  serum  concentrations  ol  digoxin  and  methotrexate  and  increase  cyclosporine's  nephrotoxicity  Patients  who  begin  taking 
diclotenac  or  who  increase  their  diclofenac  dose  or  any  other  NSAID  while  taking  digoxin,  methotrexate,  or  cyclosporine  may  develop  toxicity  character- 
istics for  these  drugs.  They  should  be  observed  closely,  particularly  it  renal  function  is  impaired.  In  the  case  ot  digoxin,  serum  levels  should  be 


monitored. 

lithium:  Diclotenac  decreases  lithium  renal  clearance  and  increases  lithium  plasma  levels.  In  patients  taking  diclofenac  and  lithium  concomitantly, 
lithium  toxicity  may  develop. 

Oral  Hypoglycemics:  Diclotenac  does  not  alter  glucose  metabolism  in  normal  subjects  nor  does  it  alter  the  effects  of  oral  hypoglycemic  agents.  There 
are  rare  reports,  however,  Irom  marketing  expenences  ol  changes  in  effects  ol  insulin  or  oral  hypoglycemic  agents  in  the  presence  ol  diclofenac  that 
necessitated  changes  in  the  doses  ot  such  agents  Both  hypo-  and  hyperglycemic  effects  have  been  reported  A direct  causal  relationship  has  not  been 
established,  but  physicians  should  consider  the  possibility  that  diclofenac  may  alter  adiabetic  patient's  response  to  insulin  or  oral  hypoglycemic  agents. 
Diuretics:  Diclotenac  and  other  NSAIDs  can  inhibit  the  activity  ol  diuretics.  Concomitant  treatment  with  potassium-sparing  diuretics  may  be  associated 
with  increased  serum  potassium  levels. 

Other  Dregs:  In  small  groups  of  patients  (7-10/interaction  study),  the  concomitant  administration  of  azathioprine,  gold,  chloroquine,  D-penicillamine, 
prednisolone,  doxycycline,  or  digitoxin  did  not  significantly  ailed  the  peak  levels  and  ADC  values  ol  diclofenac. 

Protein  Binding 

In  vitro,  diclotenac  interferes  minimally  or  not  at  all  wrth  the  protein  binding  ot  salicylic  acid  (20%  decrease  in  binding),  tolbutamide,  prednisolone  (10% 
decrease  in  binding),  or  warfarin.  Benzylpenicillin,  ampicillin,  oxacillin,  chlortetracycline,  doxycycline,  cephalothin,  erythromycin,  and  sulfamethox- 
azole have  no  influence  in  vitro  on  the  protein  binding  of  diclotenac  in  human  serum 

Drug/Laboratory  Test  Interactions 

[lied  on  Blood  Coagulation:  Diclofenac  increases  platelet  aggregation  time  but  does  not  atlect  bleeding  time,  plasma  thrombin  clotting  time,  plasma 
fibrinogen,  or  (actors  V and  VII  to  XII.  Statistically  significant  changes  in  prothrombin  and  partial  thromboplastin  times  have  been  reported  in  normal 
volunteers.  The  mean  changes  were  observed  to  be  less  than  1 second  in  both  instances,  however,  and  are  unlikely  to  be  clinically  important.  Diclotenac 
is  a prostaglandin  synthetase  inhibitor,  however,  and  all  drugs  that  inhibit  prostaglandin  synthesis  interfere  with  platelet  function  to  some  degree; 
therelore,  patients  who  may  be  adversely  affected  by  such  an  action  should  be  carefully  observed 
Carcinogenesis  Mutagenesis,  Impairment  ol  Fertility 

Long-term  carcinogenicity  studies  in  rats  given  diclotenac  sodium  upto  2 mg/kg/day  or  (12  mg/m'/day  approximately  the  human  dose)  have  revealed  no 
significant  increases  in  tumor  incidence.  There  was  a slight  increase  in  benign  mammary  fibroadenomas  in  mid-dose-treated  (0.5  mg/kg/day  or  3 mg/ 
mJ/day)  female  rats  (high-dose  females  had  excessive  mortality),  but  the  increase  was  not  significant  tor  this  common  rat  tumor.  A 2-year  carcinogenic- 
ity study  conducted  in  mice  employing  diclotenac  sodium  at  doses  up  to  0.3  mg/kg/day  (0.9  mg/m2/day)  in  males  and  1 mg/kg/day  (3  mg/m!/day)  in 
females  did  nol  reveal  any  oncogenic  potential  Diclofenac  sodium  did  not  show  mutagenic  activity  in  in  vitro  point  mutation  assays  in  mammalian 
(mouse  lymphoma)  and  microbial  (yeast,  Ames)  test  systems  and  was  nonmutagenic  in  several  mammalian  in  vitro  and  in  vivo  tests,  including  dominant 
lethal  and  male  germinal  epithelial  chromosomal  studies  in  mice,  and  nucleus  anomaly  and  chromosomal  aberration  studies  in  Chinese  hamsters. 
Diclofenac  sodium  administered  to  male  and  female  rats  at  4 mg/kg/day  (24  mgWday)  did  not  affect  fertility. 

Teratogenic  Effects 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Diclofenac  should  be  used  during  pregnancy  only  if  the  benefits  to  the  mother 
justify  the  potential  risk  to  the  fetus. 

Pregnancy  Category  B:  Reproduction  studies  have  been  performed  in  mice  given  diclotenac  sodium  (up  to  20  mg/kg/day  or  60  mg/nfiday)  and  in  rats 
and  rabbits  given  diclofenac  sodium  (up  to  10  mg/kg/day  or  60  mg/m2/day  for  rats,  and  80  mg/m!/day  for  rabbits ),  and  have  revealed  no  evidence  ol 
teratogenicity  despite  the  induction  of  maternal  toxicity  and  fetal  toxicity.  In  rats,  maternally  toxic  doses  were  associated  with  dystocia,  prolonged 
gestation,  reduced  fetal  weights  and  growth,  and  reduced  fetal  survival  Diclofenac  has  been  shown  to  cross  the  placental  barrier  in  mice  and  rats 

Labor  and  Delivery 

The  effects  ol  diclotenac  on  labor  and  delivery  in  pregnant  women  are  unknown  Because  of  the  known  ellects  of  prostag landin-mhibitmg  drugs  on  the 
fetal  cardiovascular  system  (closure  of  ductus  arteriosus),  use  of  diclofenac  during  late  pregnancy  should  be  avoided  and,  as  with  other  nonsteroidal 
anti-inflammatory  drugs,  it  is  possible  that  diclofenac  may  inhibit  uterine  contraction 

Nursing  Mothers 

Diclofenac  has  been  found  in  the  milk  of  nursing  mothers  As  with  other  drugs  that  are  excreted  in  milk,  diclofenac  is  not  recommended  lor  use  in  nursing 
women 

Pediatric  Use 

Safety  and  effectiveness  of  diclotenac  in  children  have  not  been  established. 

Geriatric  Use 

Ol  the  more  than  6000  patients  treated  with  diclofenac  in  U S trials,  31%  were  older  than  65  years  ol  age  No  overall  difference  was  observed  between 
efficacy,  adverse  event  or  pharmacokinetic  profiles  ot  older  and  younger  patients  As  with  any  NSAID,  the  elderly  are  likely  to  tolerate  adverse  reactions 
less  well  than  younger  patients 


ADVERSE  REACTIONS 

Adverse  reaction  information  is  derived  trom  blinded , controlled  and  open-label  clinical  trials,  as  well  as  worldwide  marketing  experience.  In  the  descrip- 
tion below,  rates  ol  more  common  events  represent  clinical  study  results:  rarer  events  are  derived  principally  Irom  marketing  experience  and  publica- 
tions, and  accurate  rate  estimates  are  generally  not  possible 

In  a 6-month,  double-blind  trial  comparing  Voltaren  Delayed-Release  Tablets  (N=197)  vs.Catatlam  Immediate-Release  Tablets  (N96)  vs.  ibuprofen 
(N=197),  adverse  reactions  were  similar  in  nature  and  frequency.  In  718  patients  treated  lor  shorter  periods,  i.e.,  2 weeks  or  less,  with  Calallam 
Immediate-Release  tablets,  adverse  reactions  were  reported  one-hall  to  one-tenth  as  frequently  as  by  patients  treated  lor  longer  periods 
The  incidence  ot  common  adverse  reactions  (greater  than  1%)  is  based  upon  controlled  clinical  trials  in  1543  patients  treated  up  to  13  weeks  with 
Voltaren  Delayed-Release  tablets  By  far  the  most  common  adverse  effects  were  gastrointestinal  symptoms,  most  ot  them  minor,  occurring  in  about 
20%,  and  leading  to  discontinuation  in  about  3%,  ol  patients  Peptic  ulcer  or  G I bleeding  occurred  in  clinical  trials  in  0.6%  (95%  confidence  interval 
0.2%  to  1%)of  approximately  1800  patients  during  their  first3  months  of  diclofenac  treatment  and  in  1.6%  (95%  confidence  interval:  0.8%  to  2.4%)  of 
approximately  800  patients  followed  for  1 year. 

Gastrointestinal  symptoms  were  followed  in  frequency  by  central  nervous  system  side  effects  such  as  headache  (7%)  and  dizziness  (3%). 
Meaningful  (exceeding  3 times  the  Upper  Limit  ot  Normal)  elevations  ot  ALT  (SGPT)  or  AST  (SGOT)  occurred  at  an  overall  rate  of  approximately  2% 
during  thefirst  2 months  of  Voltaren  treatment  Unlike  aspirin-related  elevations,  which  occur  more  frequently  in  patients  with  rheumatoid  arthritis,  these 
elevations  were  more  frequently  observed  in  patients  with  osteoarthritis  (2.6%)  than  in  patients  with  rheumatoid  arthritis  (0.7%).  Marked  elevations 
(exceeding  8 times  the  ULN)  were  seen  in  1%  of  patients  treated  lor  2-6  months  (see  WARNINGS,  Hepatic  Effects). 

The  following  adverse  reactions  were  reported  in  patients  treated  with  diclofenac: 

Incidence  Greater  Than  1%  - Causal  Relationship  Probable;  (All  derived  from  clinical  trials.) 

Body  as  a Whole:  Abdominal  pain  or  cramps ,'  headache ,'  fluid  retention  abdominal  distention . 

Digesliee:  Diarrhea,'  indigestion,  ‘nausea,  'constipation,'  flatulence,  liver  test  abnormalities,'  PUB,  i e , peptic  ulcer,  with  or  without  bleeding  and/or 
perforation,  or  bleeding  without  ulcer  (see  above  and  also  WARNINGS). 

Nervous  System:  Dizziness 
Shin  and  Appendages:  Rash , pruritus 
Special  Senses:  Tinnitus 

' Incidence,  3%  to  9%  (incidence  of  unmarked  reactions  is  1%-3%). 

Incidence  Less  Than  1%  - Causal  Relationship  Probable:  (The  following  reactions  have  been  reported  in  patients  taking  diclofenac  under  circumstances 
that  do  not  permit  a clear  attribution  ol  the  reaction  to  diclotenac.  These  reactions  are  being  included  as  alerting  information  to  physicians.  Adverse 
reactions  reported  only  in  worldwide  marketing  experience  or  in  the  literature,  not  seen  in  clinical  trials,  are  considered  rare  and  are  italicized  .) 

Body  as  a Whole:  Malaise,  swelling  of  lips  and  tongue,  photosensitivity,  anaphylaxis,  anaphylactoid  reactions. 

Cardiovascular:  Hypertension,  congestive  heart  failure 

Digesliee:  Vomiting,  laundice,  melena,  aphthous  stomatitis,  dry  mouth  and  mucous  membranes,  bloody  diarrhea,  hepatitis,  hepatic  necrosis,  appetite 
change,  pancreatitis  with  or  without  concomitant  hepatitis,  colitis. 

Hemic  and  Lymphatic:  Hemoglobin  decrease,  leukopenia,  thrombocytopenia,  hemolylicanemia,  aplasticanemia,  agranulocytosis , purpura,  allergic 
purpura 

Metabolic  and  nutritional  Disorders:  Azotemia 

nervous  System:  Insomnia,  drowsiness,  depression,  diplopia,  anxiety,  irritability,  asepticmeningitis. 

Respiratory:  Epistaxis,  asthma,  laryngeal  edema 

Shin  and  Appendages : Alopecia,  urticaria,  eczema,  dermatitis,  bullous  eruption,  erythema  multilorme  major , angioedema,  Stevens-Johnson 
syndrome 

Special  Senses:  Blurred  vision,  taste  disorder,  reversible  hearing  loss,  scotoma. 

Urogenital:  Hephiotic  syndrome,  proteinuria,  oliguria,  interstitial  nephritis , papillary  necrosis,  acute  renal  lailure. 

Incidence  Less  Than  1%  - Causal  Relationship  Unknown:  (Adverse  reactions  reported  only  in  worldwide  marketing  expenence  or  in  the  literature,  not 
seen  in  clinical  trials,  are  considered  rare  and  are  italicized.) 

Body  as  a Whole:  Chest  pain 

Cardiovascular:  Palpitations,  Hushing,  tachycardia,  premature  ventricular  contractions,  myocardial  infarction 
Digestive-  Esophageal  lesions 
Hemic  and  Lymphatic:  Bruising 

Metabolic  and  nutritional  Disorders:  Hypoglycemia,  weight  loss. 

Rervous  System:  Paresthesia,  memory  disturbance,  nightmares,  tremor,  tic,  abnormal coordination,  convulsions,  disorientation,  psychohcreachon. 
Respiratory:  Dyspnea,  hyperventilation,  edema  of  pharynx. 

Shin  and  Appendages:  Excess  perspiration,  exfoliative  dermatitis 
Special  Senses:  Vitreous  floaters,  night  blindness,  amblyopia 
Urogenital:  Urinary  trequency,  nocturia,  hematuria,  impotence,  vaginal  bleeding 
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NEWSMAKERS 


Bobby  R.  Alford,  MD,  and  Joe  Leigh 
Simpson,  MD,  were  elected  to  mem- 
bership in  the  National  Academy  of 
Sciences’  Institute  of  Medicine.  Dr  Al- 
ford is  executive  vice  president  and 
dean  of  medicine  and  Dr  Simpson  is 
chairman  of  obstetrics  and  gynecology 
at  Baylor  College  of  Medicine. 

M.  Khalil  Ali,  MD,  deputy  chairman  of 
the  department  of  medical  specialties 
at  The  University  of  Texas  M.D.  An- 
derson Cancer  Center,  received  the 
distinguished  professor  plaque  for 
valuable  contributions  from  the  Inter- 
national Congress  for  Lung  Cancer 
and  a gold  medal  and  certificate  for  ca- 
reer contributions  from  the  Alexandria 
University  Medical  School  in  Egypt. 

Houston  psychiatrist  A.  David  Axel- 
rad,  MD,  was  appointed  to  the  Texas 
State  Board  of  Medical  Examiners 
District  Review  Committee. 

Juan  C.Ayus,  MD,  Houston,  was  elect- 
ed secretary-treasurer  of  the  Latin 
American  Society  of  Nephrology  and 
Hypertension,  and  a member  of  the  ex- 
ecutive committee  of  the  Ibero-Latin 
American  Society  of  Nephrology. 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership; election  or  appointment  to  an  office  of,  or  honors  from, 
a national  or  state  organization;  or,  space  permitting,  recogni- 
tion at  the  local  level.  Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  editor.  Submit  items  for 
consideration,  with  photos  if  possible,  to  Denise  Kotson,  People, 
Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512) 
370-1632. 


Juan  C.Ayus,  MD  J.  Donald  Capra,  MD  Simon  Fredricks,  MD  Milton  J.  Guiberteau,  MD 


Priscilla  Ray,  MD  Joe  Leigh  Simpson,  MD  Roy  D.  Wilson,  MD  Kimberly  Yonkers,  MD 


General  surgeon  Jerry  W.  Bane,  MD, 
was  honored  as  Physician  of  the  Year 
by  the  Arlington  branch  of  the  Tarrant 
County  Medical  Society. 

Frederick  J.  Bonte,  MD,  professor  and 
director  of  the  Nuclear  Medicine  Cen- 
ter at  The  University  of  Texas  South- 
western Medical  Center,  was  honored 
with  the  establishment  of  the  Dr  Fred 
Bonte  Professorship  in  Radiology  at 
the  medical  center. 

J.  Donald  Capra,  MD,  a microbiology 
and  internal  medicine  professor  at 
The  University  of  Texas  Southwestern 
Medical  Center,  was  inducted  as  a for- 
eign member  into  the  Scandinavian 
Academy  of  Science  and  Letters. 

Dermatologist  Fred  F.  Castrow  II, 

MD,  is  the  1995  president  of  the 


Houston  Academy  of  Medicine.  Dr 
Castrow  also  was  appointed  a member 
of  the  American  Medical  Political  Ac- 
tion Committee. 

General  surgeon  J.R  Forage,  MD,  was 
elected  president  and  oncologist  John 
Costanzi,  MD,  was  elected  vice  presi- 
dent of  the  American  Cancer  Society, 
Austin  area  unit. 

Simon  Fredricks,  MD,  Houston,  was 
elected  treasurer  of  the  American  Society 
of  Plastic  and  Reconstructive  Surgeons. 

The  American  Hospital  Association 
appointed  Houston  gynecologist 

James  A.  Friedman,  MD,  to  a 3-year 
term  on  the  Accreditation  Council  for 
Continuing  Medical  Education. 

Milton  J.  Guiberteau,  MD,  Houston, 
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was  elected  president  oi  the  Southwest- 
ern Chapter  of  the  Society  of  Nuclear 
Medicine  lor  1995.  Other  newly  elect- 
ed officers  include  Joseph  A.  Volpe, 
MD,  Austin,  secretary,  and  Lamk  M. 
Lamki,  MD,  Houston,  treasurer. 

Thoracic  surgeon  Michael  E.  Jessen, 

MD,  The  University  of  Texas  South- 
western Medical  Center,  won  a 1994 
Lyndon  Baines  Johnson  Research 
Award  from  the  Texas  Affiliate  of  the 
American  Heart  Association. 

Joseph  A.  Luccijr,  MD,  represented  the 
nation’s  Catholic  doctors  at  the  18th 
World  Congress  of  the  International 
Federation  of  Catholic  Doctors  Associ- 
ation in  Portugal. 

Internists  David  C.  Miesch,  MD,  Paris; 
Ted  M.  Nicklaus,  MD,  Amarillo; 
Lawrence  R.  Rodgers,  MD,  Houston; 
and  H.  Irving  Schweppe,  Jr,  MD, 

Houston,  were  named  laureates  of  the 
Texas  Academy  Chapter  of  the  Ameri- 
can College  of  Physicians. 

R.  Michael  Nisbet,  MD,  Corpus 
Christi,  is  the  1995  president  of  the 
Texas  Society  of  Ophthalmology  and 
Otolaryngology. 

Dermatologist  Amit  Pandya,  MD,  of 
The  University  ol  Texas  Southwestern 
Medical  Center,  received  the  1994 
teaching  award  from  the  family  prac- 
tice residents  at  St  Paul  Medical  Cen- 
ter in  Dallas. 

The  1995  Harris  County  Medical  So- 
ciety officers  are  psychiatrist  Priscilla 


Ray,  MD,  president;  pathologist 
Richard  J.  Hausner,  MD,  president- 
elect; cardiovascular  surgeon  Kenneth 
Mattox,  MD,  vice  president;  and  gen- 
eral surgeon  Phillip  Sutton,  MD,  secre- 
tary/treasurer. 

Rod  J.  Rohrich,  MD,  Dallas,  received 
the  highest  honor  in  basic  science  re- 
search given  by  the  American  Society 
of  Plastic  and  Reconstructive  Surgery. 

Houston  general  surgeon  Pedro  A. 
Rubio,  MD,  is  the  29th  World  Presi- 
dent of  the  International  College  of 
Surgeons.  Dr  Rubio  received  the  Eu- 
ropean Medal  at  the  European  Parlia- 
ment; the  Merite  de  Tlnvention  at  the 
Brussels  Eureka  for  his  work  in  re- 
search, design,  and  development  of 
surgical  instruments;  and  the  degree 
of  Accademico  d’Onore  from  the  Ac- 
cademia  Universale  “Guglielmo  Mar- 
coni” in  Rome. 

Amado  Ruiz-Rzura,  MD,  Houston, 
was  elected  president  of  the  Latin 
American  Society  of  Plastic  and  Re- 
constructive Surgeons  of  the  United 
States  and  Canada  for  1994-1996. 

Roy  D.  Wilson,  MD,  Tyler,  received  the 
1994  Albert  H.  Andrews,  MD,  Award 
from  the  National  Board  for  Respira- 
tory Care  for  his  contributions  to  the 
respiratory  care  community  and  its 
voluntary  credentialing  system. 

Kimberly  Yonkers,  MD,  Dallas,  received 
a 2-year  Young  Investigator  Award 
from  the  National  Alliance  for  Research 
on  Schizophrenia  and  Depression. 


DEATHS 


William  Bruce  Alcott,  MD,  73;  Buna; 
Dublin  University,  1948;  died  No- 
vember 6,  1 994. 

Joseph  Spencer  Carpenter,  DO,  72; 

Friendswood;  Kansas  City  College  of 
Osteopathic  Medicine,  1950;  died 
November  2,  1994. 

Patrick  M.  DeCharles,  MD,  77;  Tyler; 
Tufts  University  School  of  Medicine, 
1943;  died  November  11,  1994. 

Colonel  Bertram  “C.B.”  Fuller,  MD, 

74;  Wichita  Falls;  Meharry  Medical 
College  School  of  Medicine,  1947; 
died  November  3,  1994. 

Jesus  Roel  Garza,  MD,  43;  McAllen; 
The  University  of  Texas  Southwestern 
Medical  School,  1975;  died  October 
21,  1994. 

Ralph  E.  Gray,  MD,  82;  Lake  Jackson; 
Case  Western  Reserve  University 
School  of  Medicine,  1937;  died  Octo- 
ber 18,  1994. 

M.T.  “Pepper”  Jenkins,  MD,  77;  Dal- 
las; The  University  of  Texas  Medical 
Branch  at  Galveston,  1940;  died  No- 
vember 21,  1994. 

Guy  R.  Newell,  MD,  57;  Houston;  Tu- 
lane  University  School  of  Medicine, 
1962;  died  November  12,  1994. 

Donald  M.  Paton,  MD,  88;  Houston; 
Washington  University  School  of 
Medicine,  1932;  died  November  9, 
1994. 
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Lysle  H.  Peterson,  MD,  73;  Houston; 
University  of  Pennsylvania  School  of 
Medicine,  1930;  died  November  11, 
1994. 

Raleigh  R.  Ross,  MD,  82;  Austin;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1933;  died  November  2, 
1994. 

Dunham  Rudolph  Sellers,  MD,  74; 

Houston;  The  University  of  Texas 
Southwestern  Medical  School,  1947; 
died  November  13,  1994. 


...about  physician  staffing 

When  the  need  for  qualified  physicians  is  immediate,  look  to  EmCare  Physician  Staffing 
Services.  Were  a Texas-based  company  dedicated  to  finding  the  right  physician  for  your 
medical  center  or  practice. 

EmCare  Physician  Staffing  Services  is  ready  to  provide... 

• Locum  Tenens 

• Physician  Search 

• Low  Volume/Acuity  ED  Practice  Management 

• Radiology  Department  Practice  Management 

For  qualified  staffing  services,  look  to  a company  who  understands  your  state...  of  need 
For  More  Information  Please  Call:  800/535-9535 

EmCare 

Physician  Staffing  Services 

The  Choice  Is  Yours 

1717  Main  Street  • Suite  5200  • Dallas,  Texas  75201 


Thomas  L. Thornton,  MD,  52;  Allen; 
The  University  of  Texas  Southwestern 
Medical  School,  1967;  died  October 
2,  1994. 


FREEMAN  E>  COCKERELL 


DERMATOPATHOLOGY  LABORATORIES 


■ Diagnostic  Dermatopathology 

■ Evaluation  of  Margins 

■ Immunofluorescence 

■ Immunohistochemistry 

■ Clinicopathologic  Correlation 

24  Hour  Service 
Courier 
Air  Freight 
Fax  Reports 
Stat  Pick-up 


■ Frozen  Sections 
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Legislative  reality  101 

What  your  civics  teacher  never  taught  you 
about  the  legislative  process 

By  Ken  Ortoeon,  Associate  editor 


nyone  who’s  ever  taken  a high  school  gov- 
ernment class  has  heard  the  lecture  about 
how  legislation  is  enacted  in  the  US  Con- 
gress or  state  legislature.  It’s  a simple  flow- 
chart model:  First  a bill  is  introduced  in  the  House  or  Sen- 
ate; then  it  works  its  way  through  committee  hearings;  fi- 
nally, it  is  debated  on  the  floor  of  each  chamber  and  sent  to 
the  president  or  governor  to  be  signed  into  law. 

While  that  explanation  on  paper  is  technically  correct, 
it’s  hardly  descriptive  of  the  real  process  bills  relating  to 
medical  issues  will  have  to  pass  through  in  the  74th  Texas 
Legislature,  which  convened  January  10.  The  legislative  real- 
ity is  that  bills  — particularly  controversial  ones  — often 
must  navigate  a convoluted  route  between  introduction  and 
passage,  frequently  being  sidetracked  by  rules,  personalities, 
or  procedures  that  may  have  little  to  do  with  the  substantive 
concerns  they  address. 

“What  you  learn  in  a civics  class  about  how  the  laws 
are  made  is  not  at  all  reality,”  said  former  Texas  Medical 
Association  President  William  G.  Gamel,  MD,  Austin, 
who  also  is  a former  chair  of  the  TMA  Council  on  Legisla- 
tion. “It’s  a trade-off  process  — ‘You  scratch  my  back, 

I’ll  scratch  yours’  — 


always  translate  into  “political  viabili- 
ty” where  the  legislature  is  concerned. 


Process  drives  policy 

Those  who  have  watched  the  legisla- 
tive process  closely  say  that  how  the 
game  is  played  is  more  important  than 
merit  in  determining  which  bills  pass. 

“Merit  of  the  issue  is  only  one  of 
the  predictors  of  a bill’s  viability,”  Mr 
Gilchrist  said.  “Process  drives  policy. 
The  most  important  variables  are  things  like  the  commit- 
tee assignment,  the  political  stroke  and  skill  of  your  bill 
sponsors,  and  your  sponsors’  relationships  with  the  various 
gatekeepers  along  the  legislative  path.” 

Joseph  S.  Bailes,  MD,  Dallas,  current  chair  of  the 
Council  on  Legislation,  says  that  means  physicians  cannot 
always  stand  on  principle  but,  instead,  must  know 
how  to  play  the  political  game  when  they  advocate 
for  legislation. 


“That’s  why  some  of 
us,  as  physicians,  have 


which  is  called  ‘log 
rolling’  in  political  jar- 
gon,” he  said.  “Some- 
times it’s  ‘I’ll  punish 
you  if  you  punish  me, 
which  lobbyists 
call  the  doctrine 
of  equal  risk 
None  of  that 
comes  across  in 
the  civics  courses. 

Alfred  Gilchrist,  TMA  di- 
rector of  legislative  affairs,  says  the  physician  who  goes  to 
Austin  or  Washington  “well-armed  with  clinical  experience, 
scientific  evidence,  and  a firm  belief  that  his  or  her  cause  is 
just  and  right”  is  likely  to  find  that  “just  and  right”  doesn’t 


difficulty  with  the  leg- 
islature,” he  said.  “We 
tend  to  start  with  pol- 
j Acy  or  general  princi- 
* ■ pies  because 


that’s 


we  were 


the  way 

trained.  The  politi- 
cal process  is  a dif- 
ferent animal.” 

Kim  Ross,  TMA 
director  of  public  af- 
fairs, says  the  first 
thing  physicians  who 
lobby  the  legislature 
must  understand  is  that  the 


entire  legislative  process  is  designed  to  reject  legislation,  not 
pass  it. 

“The  legislative  process  was  very  purposefully  designed  in 
post-Reconstruction,  anti-carpetbagger  fervor  to  limit  the 
power  of  state  government  and  create  a process  intent  on 
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error  avoidance,"  he  said.  “If  you’ve  got 
a good  idea  that  you  think  the  legisla- 
ture should  pass,  it  still  has  to  overcome 
a process  designed  to  kill,  not  pass, 
laws.  Better  no  law  than  a bad  law.” 

The  classic  example  of  such  hur- 
dles is  the  Senate’s  so-called  “two- 
thirds"  rule.  A long-standing  Senate 
rule  requires  every  hill  to  be  brought 
up  in  its  regular  order  of  business,  that 
is,  in  the  order  in  which  it  was  voted 
out  of  committee  and  posted  on  the 
Senate  calendar  for  debate.  In  reality, 
bills  are  rarely  considered  in  their  reg- 
ular order.  The  Senate  purposely  clogs 
the  top  of  the  calendar  with  a bill  or 
bills  it  has  no  intention  of  bringing  to 
the  floor  for  a vote. 

By  mutual  consent,  that  forces  any 
senator  who  wants  to  pass  a bill  to  seek 
a vote  to  suspend  the  regular  order  of 
business,  which  requires  a two-thirds 
vote  of  the  31 -member  body,  hence  the 
name  of  the  rule. 

Rarely  coincidence,  usually  conspiracy 

Senators  frequently  conspire  to  kill 
controversial  legislation  using  the  two- 
thirds  rule  without  ever  having  to  take 
a stand  on  the  issue.  “On  any  contro- 
versial measure,  you  have  a number  of 
swing  votes  in  the  middle  who  either 
are  ambivalent  about  the  issue  or  face 
drastic  consequences  by  choosing 
sides,”  Mr  Ross  said.  “So  they  stay  un- 
committed and,  therefore,  artificially 
suppress  the  number  of  votes  needed 
to  suspend.  Through  passive  or  active 
collusion,  they  can  force  negotiations. 
What  they’re  betting  on  is  a stalemate 
or  an  agreed-to  bill  that  everyone  can 
say  they  voted  for.” 


Visitors  to  the  Senate  gallery  often 
will  see  a senator  wandering  from  desk 
to  desk  on  the  Senate  floor  with  a long 
green  card  in  his  hand.  That  senator  is 
checking  off  votes  either  for  suspen- 
sion of  the  two-thirds  rule  or  to  block 
suspension.  If  a bill  sponsor  can  get  21 
votes,  he  can  suspend  the  regular  cal- 
endar order  and  bring  his  bill  up  for  a 
floor  vote.  The  opposition  needs  only 


1 1 votes  to  block  floor  debate  and  kill 
the  measure. 

“The  senator  who  tells  you  he  or 
she  is  waiting  until  a bill  gets  to  the 
floor  for  debate  may  be  invoking  Sen- 
ate Insincere  Gesture  No.  22,"  Mr 
Ross  said.  “The  senator  cannot  or 
does  not  want  to  choose  sides  and  is 
hoping  for  an  agreed-ro  bill.  The  bill 
does  not  get  to  the  floor  without  a 
procedural  vote  to  suspend." 

Will  Rogers  never  met  these  guys 

The  House  also  has  its  built-in  system 
for  screening  controversial  legislation.  It’s 
called  the  House  Calendars  Committee. 

The  Calendars  Committee  is  re- 
sponsible for  setting  the  daily  agenda 
for  House  floor  debate,  and  over  the 
years  it  has  used  that  authority  to 
block  numerous  bills  opposed  by  the 
committee’s  chair  or  the  House  speak- 
er. The  committee  can  indefinitely 


block  passage  of  a bill  simply  by  fail- 
ing to  put  it  on  the  House  calendar, 
thereby  leaving  it  in  limbo. 

In  one  session  in  the  mid-1980s, 
the  Calendars  Committee  was  so  un- 
popular for  exercising  that  tactic  that 
the  slogan  “Will  Rogers  never  met  the 
Calendars  Committee”  became  a pop- 
ular message  on  political  buttons 
worn  by  House  staff  members. 


The  Calendars  Committee  is  a 
quality-control  filter,  a sort  of  gate- 
keeper, which  needless  to  say  makes  its 
members  unpopular  with  some  of 
their  colleagues. 

Mr  Ross  says  the  parallel  between 
the  two-thirds  rule  in  the  Senate  and 
the  House  Calendars  Committee  is 
the  “legislative  aversion”  to  passing 
bad  bills.  “Both  chambers  have  their 
basis  for  error  avoidance:  the  two- 
thirds  rule,  the  Calendars  Committee, 
the  committee  compositions,  and  the 
chair’s  ability  to  refer." 

Conspiracy,  the  sequel 

That  leads  to  another  often-used  strat- 
egy for  either  blocking  debate  or  facil- 
itating passage  of  legislation:  commit- 
tee assignments  and  bill  referrals.  The 
lieutenant  governor  in  the  Senate  and 
the  speaker  in  the  House  have  com- 
plete control  over  who  sits  on  which 


“If you’ve  got  a good  idea  that  you  think  the 
legislature  should  pass , it  still  has  to  overcome 
a process  designed  to  killy  not  pass , laws. 
Better  no  law  than  a bad  law.  ” 
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committees  and  to  which  committees 
particular  bills  are  referred.  There  is 
no  coincidence  when  a bill  ends  up 
going  to  a committee  antagonistic  to 
the  issue  or  vice  versa,  Mr  Ross  says. 

“There  are  certain  committees  that 
the  speaker  or  lieutenant  governor 
compose  in  ways  that  ensure  they  ei- 
ther have  absolute  control  or  they 
know  that  if  a particular  issue  goes  to 


that  committee,  it’s  a graveyard,”  Mr 
Ross  said.  “When  a bill  goes  to  that 
committee,  insiders  will  know  imme- 
diately the  leadership’s  intent,  if  any, 
on  how  they  want  that  bill  handled.” 

When  Senate  committees  were  an- 
nounced in  mid-December,  lobbyists 
immediately  scanned  the  list  to  see 
which  were  the  “kill  committees”  for 
specific  issues. 

Relationships  more  important 
than  issues 

Because  of  the  potential  for  legislation 
to  fall  into  these  and  other  traps, 
physician  relationships  with  key  law- 
makers — both  as  an  organization 
and  individually  — become  extremely 
important  to  the  success  or  failure  of 
any  health-related  legislation. 

“Who  you  know  and  how  well  you 
know  them  has  a whole  lot  to  do  not 
only  with  your  ready  access  to  them 
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but  also  with  their  faith  and  trust  in 
you  when  your  good  idea  competes 
with  another  good  idea,”  Mr  Ross  said. 

When  a bill  runs  into  trouble,  a 
powerful  committee  chair  with  strong 
ties  to  supporters  of  that  legislation 
may  use  the  power  of  the  chair  to  trade 
for  votes,  agreeing  to  support  or  threat- 
ening to  block  another  member’s  bill  in 
exchange  for  support,  Mr  Ross  says. 


Dr  Bailes  says  personal  relation- 
ships also  are  vital  in  direct  appeals  for 
support  on  legislation.  He  points  to  a 
case  in  a recent  legislative  fight  over 
optometrists’  scope  of  practice  when 
he  was  able  to  sway  an  important  vote 
in  physicians’  favor  with  a personal 
telephone  call. 

Frequently,  such  personal  relation- 
ships matter  far  more  than  any  docu- 
mentation you  might  provide  in  sup- 
port of  your  position,  Dr  Bailes  adds. 
“You  can  come  in  with  a pile  of  data, 
but  it  doesn’t  matter  a whit.  If  they 
know  you  and  trust  you,  they’ll  likely 
go  along  with  what  you  want  to  do.” 

Sam  Stone,  who  lobbies  for  a num- 
ber of  medical  specialty  societies, 
agrees  that  solid  physician-lawmaker 
relationships  are  critical  to  successful 
lobbying.  “By  and  large,  where  there  is 
a hotly  contested  issue,  votes  ultimate- 
ly are  cast  based  upon  the  relationship 


that  member  has  with  constituents  or 
lobbyists  or  other  members  of  the  leg- 
islature,” he  said. 

Rise  above  principle 

So,  with  these  and  other  tactics  stand- 
ing in  the  way  of  legislation  important 
to  physicians,  what  must  doctors 
know  to  be  able  to  steer  their  issues 
through  the  process? 

First,  don’t  stand  too  firmly  on 
principle.  The  ability  to  compromise 
can  be  critical  to  getting  your  bill  to 
the  floor  for  a vote. 

“You’ve  got  to  be  willing  to  move 
off  principle  if  you  want  to  move  for- 
ward,” Dr  Bailes  said.  “Politics  is  the 
art  of  compromise.” 

Added  Dr  Gamel,  “You  can  adhere 
to  basic  principles,  but  you  may  have 
to  temper  your  feelings.  You  may  not 
get  the  whole  pie.  You  may  have  to 
come  down  from  a 9 or  10  to  a 6 or  7, 
but  that  is  still  60%  to  70%  more 
than  you  had  before.” 

Second,  don’t  punish  your  friends 
if  they  occasionally  disagree  with  you. 

“Political  relationships  are  shifting 
relationships,”  said  Fred  F.  Castrow  II, 
MD,  Houston,  who  chaired  the 
Council  on  Legislation  during  the 
1993  session  and  was  recently  ap- 
pointed to  the  AMPAC  Board  of  Di- 
rectors, the  American  Medical  Associ- 
ation’s political  action  committee. 
“Some  of  the  people  who  are  your 
friends  today  will  not  be  your  friends 
on  some  other  issue.” 

Third,  be  clear  and  brief  in  making 
any  presentation,  because  2 or  3 minutes 
may  be  all  the  time  you  get  with  a par- 
ticular lawmaker  or  before  a committee. 


“You  can  come  in  with  a pile  of  data, 
but  it  doesn't  matter  a whit.  If  they 
know  you  and  trust  you,  they'll  likely 
go  along  with  what  you  want  to  do.  " 
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“If  you’re  here  on  a particular  med- 
ical issue,  address  that  and  don’t  talk 
about  gun  control,  flag  burning,  or 
anything  else  that  may  be  of  the  mo- 
ment,’’ Mr  Stone  said.  “You  might  be 
stepping  into  some  land  mine  because 
the  person  you’re  talking  to  may  be  very 
interested  in  one  side  or  the  other.” 

Fourth,  remember  that  contrary  to 
popular  myth,  most  lawmakers  are 
hardworking  public  servants  who  want 
to  do  the  right  thing.  They  work  long 
hours  and  suffer  endless  abuse  for  about 
$700  a month.  Respect  the  office,  if  not 
the  officeholder,  Mr  Ross  says. 

Finally,  remember  there  is  no 
moral  to  this  story. 

“Politics  is  neither  moral  nor  im- 
moral,” Mr  Ross  said.  “Politics  is 
amoral.  There  is  no  good  news.  There 
is  no  bad  news.  There’s  only  news. 
The  system  works  — it  works  in  your 
favor  and  it  works  against  you.” 

Because  of  the  high  level  of  physi- 
cian political  activism  in  this  state,  “we 
tend  to  be  able  to  work  the  system  to 
our  favor,”  Mr  Ross  said.  “That’s  be- 
cause of  strong  local  medical  relation- 
ships, extensive  research,  sound  clini- 
cal evidence  behind  the  arguments  we 
take,  the  ability  to  compromise,  and 
willingness  to  be  reasonable  not  only 
in  our  expectations  but  also  in  those  is- 
sues for  which  we  advocate.”  ★ 


All  articles  in  Texas  Medicine  that  mention  Texas  Medical 
Associations  stance  on  state  legislation  are  defined  as  "legislative 
advertising,  " according  to  Texas  Govt  Code  Ann  §305. 027. 
That  law  requires  disclosure  ofi  the  name  and  address  of  the  per- 
son who  contracts  with  the  printer  to  publish  the  legislative 
advertising  in  Texas  Medicine.  Robert  G.  Mickey,  Executive 
Vice  President,  TMA,  401  W 15th  St,  Austin,  TX  78701. 
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Assuring  your  insurance  needs  are  satisfied  is  our  highest  priority. 
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The  revolutionary  open  design  and  high  image  quality 
of  the  MAGNETOM®  Open  MRI  scanner  offer 
significant  benefits  for  patients,  medical  professionals 
and  healthcare  decision-makers. 

• Increased  patient  comfort. 

• The  ability  to  scan  a wider  array  of  patients. 

• A full  range  of  clinical  capabilities. 

• Affordably  priced. 


Opening  New  Discussions  About  MRI. 


Call  today  for  more  information  about  the 
MAGNETOM  Open,  and  the  new  open  approach  to  MRI. 

1-800-480-OPEN,  request  department  DD4 


The  MAGNETOM  Open. 


Siemens  Medical  Systems,  Inc. 

186  Wood  Ave.  South,  Iselin,  NJ  08830 


Siemens... 

technology  in  caring  hands. 


Doctor  Ordered. 


Sometimes  it  seems  nobody  follows  doctor’s  orders. 
Patients  don’t  follow  their  regimens.  Appointments  last 
longer  than  expected.  Emergencies  arise  on  your  day  off. 

We  believe  that  doctor’s  orders  should  be  followed. 
Professional  & Executive  Banking  at  NationsBank  is 
dedicated  to  meeting  your  banking  needs.  Tell  us  what 
you  want  to  achieve.  We’ll  do  everything  we  can  to  make 
it  happen. 

You’ll  work  with  one  of  our  experienced  bankers, 
who  will  meet  with  you  at  your  convenience  and 
personally  assist  you  with  your  finances.  This  banker 
will  help  you  select  the  loan  that’s  right  for  you  and 


aggressively  follow  it  through  to  completion. 

Whether  your  banking  needs  concern  loans,  savings 
or  just  a checking  account,  your  banker  will  help  you 
decide  what's  right  for  you  and  put  your  plan  into  action. 

Let  us  introduce  you  to  the  ease  and  convenience  of 
Professional  & Executive  Banking.  Call  1-800-462-6289. 
We  think  you’ll  find  we’re  just  what  the  doctor  ordered. 


NationsBank 
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Supporting  the  front  lines 

Innovative  TMA  program  helps  physicians  and  staff 
resolve  claim  disputes  with  third-party  payers 

By  R.U.  Steinberg 


“Six  months  ago,  I spoke  to  1 0 different  people  at  Medicare 
to  resolve  a claim  and  got  1 0 different  answers.  I still  haven’t 
received  any  payment.” 


“A  managed  care  company  has  asked  me  to  become  one  of 
their  providers.  Should  I sign  the  contract?” 


“Why  are  my  fees  lower  than  those  of  another  doctor  who 
treats  Medicare  patients?” 


“I  was  part  of  a plan  and  did  everything  according  to  my 
agreement,  but  I just  received  a letter  saying  that  I’m  being 
dropped.  What  can  I do?” 


“I  don’t  understand  the  most  recent  changes  to  the  workers’ 
compensation  program  administrative  rules. Where  can  I go 
for  help?” 


In  the  world  of  make-believe,  people  in  distress  who 
cry  for  help  have  the  luxury  of  finding  themselves 
under  the  care  of  a friendly  superhero.  But  in  the 
real  world  of  resolving  claim  disputes  with  third- 
party  payers,  who  can  you  turn  to? 

You  could  try  Patrick  Coffey  or  Bradley  Reiner  with  the 
Texas  Medical  Associations  health-care  financing  depart- 
ment. They’re  not  really  superheroes,  however. 


physicians  who  are  having  trouble  re- 
solving claims  with  third-party  payers 
like  Medicare,  Medicaid,  workers’ 
compensation,  private  insurance,  and 
managed  care  programs.  We  also  act 
as  intelligence  gatherers  for  TMA, 
spotting  trends  and  problems  in  the 
field  and  bringing  them  back  so  we 
can  structure  educational  programs 
around  them.” 

The  Mini-Consultation  Program, 
which  was  established  in  1991  as  part 
of  TMA’s  Regulatory  Initiative,  offers 
free  half-hour  consultations  across  the 
state  in  conjunction  with  county 
medical  societies.  During  these  con- 
sultations, member  physicians  and 
their  office  staff  meet  one-on-one 
with  Mr  Coffey,  Mr  Reiner,  and  other 
experts  to  discuss  virtually  any  pay- 
ment or  third-party  payer  problems. 

The  first  initiative  of  its  kind  in  the 
country,  the  Mini-Consultation  Pro- 
gram went  on  the  road  to  30  medical 
societies  across  the  state  in  1994,  ad- 
dressing the  needs  of  between  700  and 
800  physician  offices.  That  same  year, 
the  program  also  handled  between 
5,000  and  6,000  phone  inquiries. 

“In  general,  physicians  and  their 
staffs  come  to  us  with  specific  claim 
problems  and  related  documenta- 
tion,” said  Mr  Coffey.  “We  evaluate 
and  analyze  the  problems,  and  recom- 


“It’s  more  like  being  the  point  man,”  said  Mr  Coffey,  who 
with  Mr  Reiner  staffs  TMA’s  Mini-Consultation  Program. 

“In  Vietnam,  when  they’d  send  out  patrols,  they’d  have 
a guy  on  the  point  in  front,”  said  Mr  Reiner.  “As  TMA’s 
point  men,  we  support  the  front  lines  — olfice  stall  and 
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mend  courses  of  action.  For  example, 
if  they  have  legal  concerns,  we  might  consult  with  TMA’s 
general  counsel.  If  they  need  to  know  what  diagnosis  code 
to  use,  we  find  out  and  give  them  the  proper  code.  We  can 
also  serve  as  advocates  and  take  action  for  them  because  we 
have  built  bridges  with  appropriate  personnel  at  various 
carriers  and  know  the  right  people  to  contact.” 

Like  TMA’s  Hassle  Factor  Program,  which  also  helps 
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physicians  and  their  staffs  cut  through 
third-party  payer  red  tape,  the  Mini- 
Consultation  Program  was  originally 
established  to  deal  with  Medicare  but 
has  since  expanded. 

"When  Medicare  introduced  the 
resource-based  relative  value  scale 
[RBRVS]  in  1992,  the  new  fee  sched- 
ule confused  a lot  ol  medical  person- 
nel,” said  Mr  Reiner.  "Since 
RBRVS  is  being  gradually 
phased  in  until  January  1, 

1996,  we  are  still  expecting  to 
get  a sizable  number  of  in- 
quiries  regarding  Medi- 
care. However,  with 
managed  care  becom-  -;I; 
ing  more  prevalent 
across  the  state,  were 
handling  more  of  those 
types  of  problems.” 

David  Marcus,  PhD,  di- 
rector of  TMA’s  health-care 
financing  department, 
said  the  Mini-Consulta- 
tion Program  and  other 
services  have  evolved  to 
meet  the  changing  needs 
of  physicians  and  their 
stafls.  “We’re  dealing 
with  changes  on  a multidimensional 
basis,”  he  said.  “We’re  trying  to  cover 
ground  from  the  basics  to  the  most  so- 
phisticated. The  payback  lor  us  is  that 
we  are  in  touch  with  the  needs  of 
physicians  and  their  staffs.” 

Able  to  file  health  insurance  claims 
in  a single  bound 

Mitchell  Young,  MD,  a Texarkana 
general  surgeon,  says  the  Mini-Con- 
sultation Program  has  been  especially 


useful  when  he’s  had  difficult  cases. 
“ There  will  be  times  on  a Medicare 
case  when  we  use  a 22  modifier  be- 
cause we  need  to  do  a lew  things  such 
as  a colon  resection,  a colonoscopy, 
and  a ventral  hernia  — multiple  surg- 
eries at  one  sitting,”  he  said.  " The  hard 
thing  about  medicine  is  that  some- 


times people  have  complications.  It’s 
hard  to  put  it  on  paper.  Brad  and  Pat 
have  done  their  best  to  get  these  types 
ol  cases  resolved,  and  some  have  result- 
ed in  more  reimbursement,"  he  said. 

“Fax  and  electronic  claims  were  sup- 
posed to  be  much  faster,  but  now  it 
seems  like  they’re  twice  as  long  as  paper 


claims,”  Dr  Young  said.  “I’ve  had  some 
cases  dating  back  6 months  that  weren’t 
paid.  Brad  and  Pat  have  been  very 
helpful  with  these  cases  as  well.” 

Marjorie  Thomas,  office  manager 
for  David  Rogers,  MD,  an  obstetri- 
cian/gynecologist in  Allen,  says  she  has 
learned  a lot  by  attending  TMA  mini- 
consultations and  seminars. “What  I've 
learned  is  that  Medicare  is 
more  interested  in  patients’ 
signs  and  symptoms  when 
they  get  to  the  office,  rather 
than  what  a physician 
finds  after  examining 
them,”  she  said. 

“1  remember  one 
case  involving  surgery 
in  which  I coded  the 
Medicare  claim  based 
on  the  doctor’s  diagnosis 
— a mass  on  the  ovary,” 
Ms  Thomas  recalled. 
“After  the  surgery, 
y however,  the  patholo- 
Ift  gist  determined  that 
1 the  patient  also  had  a be- 
nign cyst.”  Medicare  de- 
ls nied  the  claim  — it  would  only 
cover  the  mass.  After  meeting  with 
TMA  staff,  who  supplied  a list  of  di- 
agnosis codes,  payment  was  secured. 

Ms  Thomas  says  she  expects  to  con- 
tinue to  call  on  TMA  for  support,  par- 
ticularly for  problems  with  managed 
care  providers.  “One  of  our  neighbor- 
ing physicians  put  it  best  when  he  said, 
‘Medicare  sure  smells  a whole  lot  bet- 
ter after  you’ve  had  to  work  with  these 
managed  care  companies,”’  she  said. 
“At  least  with  Medicare,  you  have 
some  recourse  for  appeal  all  the  way 
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up  to  your  US  senator.  Managed  care, 
on  the  other  hand,  doesn’t  care.  They 
have  a bottom  line  philosophy  and 
there  is  no  recourse.” 

“Based  on  my  experiences  with  man- 
aged care  over  the  last  couple  of  years,  1 
know  that  I'll  continue  to  turn  to  the 
TMA,”  she  said.  “I  trust  their  judg- 
ment. If  you  hear  it  from  them,  you’re 
hearing  it  from  someone  who  knows.’’ 

Pat  Barnett,  office  manager  for  Larry 
Walker,  MD,  a Nacogdoches  general 
surgeon,  says  the  program  has  helped 
her  cope  with  an  increasing  number  of 
demands  when  filing  claims.  “When  I 
started  with  Dr  Walker  20  years  ago, 
things  were  so  simple,”  she  said.  “I 
could  actually  fill  out  a Medicare  claim 
form  just  looking  at  it.  Now  you’ve  got 
to  have  numbers,  enter  things  into  the 
computer,  call  ahead,  and  you’re  still  not 
sure  if  you’ll  get  paid." 

Fay  E.  Green,  of  Tyler  Medical,  says 
the  program  helped  her  get  final  resolu- 
tions to  problems  when  she  worked  for 
Donald  Haygood,  MD,  a Tyler  general 
surgeon.  “When  you  call  Medicare  or 
Medicaid,  it  can  be  hard  to  zero  in  on 
someone  who  can  help  you  with  a 
claim,”  she  said.  “I  remember  three 
claims  that  I filed  and  refiled.  Medicare 
sent  me  responses  that  were  hard  to  de- 
cipher. But  one  call  to  Mr  Reiner,  and  I 
was  able  to  get  them  resolved.” 

Searching  for  truth,  justice, 
and  the  American  way 

The  program  can’t  guarantee  that  all 
third-party  disputes  will  be  resolved  to 
the  satisfaction  of  physicians  and  their 
staffs.  However,  it  does  offer  the  chance 
of  getting  some  type  of  closure  or  expla- 
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nation,  which  can  be  hard  to  find,  espe- 
cially on  those  days  when  you  call  a 
third-party  payer’s  toll-free  number  and 
get  transferred  around  to  10  people. 

Susan  Simoneaux,  insurance  claims 
manager  for  Robert  M.  Komorn, 
MD,  a Houston  head  and  neck  sur- 
geon, remembers  her  experiences  with 
one  HMO  that  was  becoming  more 
and  more  of  a problem.  “The  HMO’s 
medical  director  told  Dr  Komorn,  in 
effect,  ‘That’s  the  way  it  is,  and  if  you 
don’t  like  the  way  the  program  works, 
you  can  resign.’  Eventually,  we  decid- 
ed to  back  out  of  the  plan.” 

TMA  support  has,  however,  helped 
her  resolve  many  claims  problems 
with  more  positive  results.  “I  usually 
send  a stack  of  copies  of  my  appeal  let- 
ters to  Brad  and  Pat,  and  they  take  it 
from  there,”  said  Ms  Simoneaux.  “It 
seems  to  me  that  when  the  TMA  gets 
involved,  it  sometimes  catches  insur- 
ance companies’  attention."  Ms  Si- 
moneaux says  once  she  wrote  directly 
to  the  medical  director  of  an  HMO 
but  never  heard  a response.  Thanks  to 
Mr  Reiner’s  assistance,  however,  she 
got  her  questions  answered. 

R.  Kay  Ball,  office  manager  for  Art 
C.  Arauzo,  MD,  a Plano  psychiatrist, 
says  that  Mr  Reiner  saved  her  a lot  of 
aggravation  when  he  told  her  up  front 
that  it  would  probably  be  impossible 
to  reverse  Medicare’s  decision  not  to 
pay  a claim. 

“One  of  our  patients  was  being 
treated  by  Dr  Arauzo  in  individual 
therapy  as  well  as  in  group  therapy,” 
she  said.  Medicare  refused  to  pay  for 
Dr  Arauzo’s  group  sessions  with  the 
patient  because  he  was  already  treating 

TEXAS  MEDICINE  ★ FEBRUARY  1 9 9 5 


her  individually  and  because  a psy- 
chologist was  present  with  the  group. 
“I  couldn’t  understand,  because  indi- 
vidual and  group  are  two  different 
CPT  codes,”  Ms  Ball  said.  “It  didn’t 
seem  fair.”  But  after  discussing  the  sit- 
uation with  Mr  Reiner,  the  office  de- 
cided not  to  pursue  an  appeal. 

Dr  Marcus  says  that  in  addition  to 
seeing  more  problems  involving  man- 
aged care,  he  also  has  noticed  a sharp  in- 
crease in  inquiries  about  Medicaid. 
“Most  physicians  don't  realize  it,  but 
Medicaid  now  has  about  the  same  num- 
ber of  enrollees  as  Medicare,”  he  said. 
“In  fact,  Medicaid  is  the  largest  third- 
party  payer  in  pediatrics.  We  are  now  in- 
volving TMA  staff  with  Medicaid  exper- 
tise in  some  of  the  mini-consultations, 
and  Pat  and  Bradley  are  rapidly  building 
their  knowledge  of  the  program.  " 

Melissa  Mercado,  of  the  accounts 
receivable  department  at  the  San  An- 
tonio Kidney  Disease  Center,  de- 
scribes how  TMA  helped  her  resolve  a 
complicated  Medicaid  claim.  “One  of 
our  patients  on  dialysis  needed  an  in- 
jection, so  the  first  thing  we  did  was 
follow  what  the  doctors  told  us  — bill 
for  the  injection,  use  this  diagnosis 
code,  and  it  should  be  paid.  However, 
it  didn’t  turn  out  that  way.  According 
to  Medicaid,  we  needed  a different 
plan  of  service.  But  if  we  followed 
Medicaid’s  instructions,  the  patient’s 
monthly  dialysis  charges  would  have 
been  affected.  After  looking  into  the 
matter,  Mr  Coffey  told  us  what  to  do 
and  it  worked.” 

Peggy  Ritten  house,  office  manager 
for  Ralph  Rittenhouse,  MD,  a King- 
wood  family  practitioner,  says  TMA 
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has  been  very  responsive  to  her  needs. 
“In  one  instance,  Mr  Reiner  provided 
me  with  information  on  how  to  Hie 
hospitalization  more  appropriately  with 
Medicaid,”  she  said.  “Another  time,  he 
helped  me  with  a problem  concerning 
how  a local  lab  was  billing  Medicaid. 
It’s  really  good  to  know  that  the  I MA  is 
there  for  us,”  she  said.  “With  these  big 
third-party  payers,  we  sometimes  don’t 
know  where  to  turn  for  help." 

Dr  Marcus  says  the  Mini-Consul- 


tation Program  will  continue  to  adapt 
as  staff  learn  more  about  how  TMA 
can  better  serve  members’  needs.  He 
noted  that  the  program  goes  hand-in- 
hand  with  I MA’s  member  surveys. 

“By  doing  surveys,  TMA  gets  snap- 
shots at  particular  moments  in  time,” 
he  said.  “We  know  from  our  surveys 
that  the  main  local  point  lor  physi- 
cians is  how  to  adapt  to  health-system 
relorm  and  adjust  from  fee-lor-service 
to  managed  care.  Through  mini-con- 


sultations, we  get  a more  dynamic 
look  at  problems  laced  by  doctors  and 
their  stalls.  The  mini-consultations 
not  only  help  our  members,  but  also 
help  us  listen  better  to  our  members’ 
concerns.  We  learn  Irom  our  mem- 
bers, which  is  the  way  it  should  be.” 

For  more  information  about 
TMA’s  Mini-Consultation  Program, 
contact  Patrick  Colley  at  (800)  880- 
1300,  ext  1416,  or  Bradley  Reiner  at 
ext  1407.  ★ 
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No  administrative  headaches 

and  options  hotter  than  four-alarm  chili. 

Ranked  in  1990  by  Inc.  500  as  one  of  the  nation’s  fastest  growing  privately  held  companies, 
JSA  continues  to  advance  as  a leader  in  managed  care.  And  our  exceptional  patient 
satisfaction  ratings  speak  for  themselves.  If  you’re  a practicing  physician  specializing  in 
family  practice,  internal  medicine,  or  pediatrics,  you’re  positioned  to  share  in  our  success. 


Primary  care  is  the  heartbeat  of  JSA.  Our  continued  success  is  fueling  further  expansion 
throughout  Texas,  with  opportunities  opening  soon  in  major  metropolitan  areas.  All 

locations  will  feature  our  concept  of  a “one-stop”  Family 
Health  Center  where  all  ancillary  services  are  on-site.  JSA 
manages  the  practice,  so  you  can  spend  your  time  where  it’s 
needed  — with  the  patient. 

Opportunities  exist  now  for  physicians  to  provide  healthcare 
services  to  military  beneficiaries  of  Ft.  Hood  at  our  Primus 
clinics  in  Killeen  and  Copperas  Cove,  TX.  In  addition  to 
on-site  ancillary  services,  these  locations  feature  no  calls,  no 
nights  and  no  hospital  responsibilities  with  full-time,  part- 
time  and  PRN  positions  currently  available. 

If  you’re  board  certified  or  board  prepared  with  Texas 
licensure,  you’ll  find  JSA  a worthy  partner.  We  offer 
uniquely  designed,  individualized  benefits  plans  featuring 
paid  life,  malpractice,  CME,  and  incentives.  For  more  information,  call  Susan  Bray  or 
Susan  Mamakos,  JSA  Healthcare  Corporation,  5565  Sterrett  Place,  Suite  200, 
Columbia,  MD  21044.  Phone  (800)  966-2811;  Fax  (410)  964-0598.  EOE. 
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Self-referral  Q&A 

Stark  II  expands  federal  restrictions 
on  physician  referral  practices 

By  Hugh  M.  Barton,  J L),  TMA  assistant  general  counsel 


The  federal  “Stark  II”  law  restricting  physician 
self-referral,  which  became  effective  January  1, 
1995,  follows  the  same  general  rule  as  Stark  I:  A 
physician  may  not  refer  Medicare  or  Medicaid 
patients  to  a facility  where  the  physician  has  either  an  own- 
ership interest  or  a financial  relationship,  nor  may  the  facil- 
ity bill  Medicare  or  Medicaid  for  certain  services  rendered. 


While  Stark  I applied  only  to  clinical  laboratories,  Stark 
II  expands  restrictions  to  such  “designated  health  services” 
as  physical  therapy  services;  occupational  therapy  services; 
radiology  or  other  diagnostic  services;  radiation  therapy  ser- 
vices; durable  medical  equip- 
ment; parenteral  and  enteral 
nutrients,  equipment,  and 
supplies;  prosthetics,  or- 
thotics,  and  prosthetic  de- 
vices; home  health  services; 
outpatient  prescription 
drugs;  and  inpatient  and  out- 
patient hospital  services  (1). 

Note  that  the  law  does 
not  prohibit  physicians  from 
having  ownership  interests 
in,  or  other  financial  rela- 
tionships with,  these  entities. 

It  simply  says  that  if  those  re- 
lationships exist,  the  physi- 
cian may  not  refer  Medicare 
and  Medicaid  patients  to  the 
facility,  and  the  facility  may 
not  bill  Medicare  and  Med- 
icaid for  those  services. 

In  a sense,  Stark  II  is  a 
regulation  of  referral  and  bil- 
ling based  on  ownership.  The 
new  law  does  not  preclude  a 
physician  who  owns  a diagnostic  or  treatment  facility  from 
accepting  Medicare  patient  referrals  from  nonowning 
physicians. 


A previous  article  dealt  with  the  new 
law’s  general  provisions  and  major  ex- 
ceptions (2).  This  article  will  focus  on 
specific  problem  areas. 

Q:  Can  a physician  in  a group  practice 
be  paid  a productivity  bonus?  If  so,  can 
the  bonus  be  calculated  according  to 
the  number  of  ancillary  services  he  or 
she  orders  from  the  group’s  laborato- 
ry or  x-ray  department? 

A:  A physician  in  a group  practice  may  be  paid  a share  of 
overall  profits  or  productivity  bonuses  based  on  services 
personally  performed,  so  long  as  the  bonuses  are  not  “de- 
termined in  any  manner 
which  is  directly  related  to 
the  volume  or  value  of  refer- 
rals by  such  physician.” 

Q:  Does  this  mean  Stark  II 
prohibits  bonuses  based  on  the 
volume  of  the  technical  com- 
ponent of  diagnostic  tests? 

A:  Yes. 

Q:  Can  a physician  in  a group 
practice  be  paid  a share  of 
overall  profits  or  a productiv- 
ity bonus  for  the  professional 
services  component  of  ancil- 
lary tests  he  or  she  orders, 
such  as  interpretation  of  x- 
rays? 

A:  Yes.  X-ray  interpretation 
is  an  exception  to  Stark  II 
because  it  is  the  professional 
component  of  such  tests  and 
is  considered  a “physician’s 
service”  under  Medicare. 
Thus,  a physician  could  be  paid  a bonus  based  on  the  vol- 
ume of  x-ray  interpretations  and  other  professional  com- 
ponents such  as  interpretations  ol  clinical  laboratory  tests. 
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Also,  physicians  may  share  overall 
profits  based  on  the  technical  compo- 
nent ol  x-rays  ordered,  lor  example, 
based  on  their  equity  ownership  in  the 
group.  Note  that  Stark  II  does  not  de- 
fine the  terms  “profit"  or  “bonus."  Of- 
ficial guidance  is  needed  in  this  area. 

Q:  How  may  income  from  ancillary 
services  be  legally  divided  in  a group 
practice? 

A:  Revenues  from  ancillary  services  in 
a group  practice  may  legally  be  divid- 
ed based  on  ownership;  seniority;  clin- 
ical productivity,  such  as  the  number 
of  patients  seen  or  the  number  ol 
hours  worked;  or  division  based  on 
historical  figures. 

Q:A  physician  sends  Pap  smears  to  an 
outside  clinical  laboratory.The  labora- 
tory performs  the  test  and  bills  the 
physician  $10.  The  physician  bills  the 
patient  $20  for  the  test.  Does  this  vio- 
late Stark  II? 

A:  As  long  as  the  physician  has  no 
“ownership  or  investment  interest”  and 
no  “compensation  arrangement”  with 
the  outside  clinical  lab,  then  no  Stark  II 
provision  is  triggered.  In  addition. 
Stark  II  does  not  apply  to  referrals  and 
billings  lor  private-pay  patients. 

Q:  A physician’s  office  refers  patients 
to  a home  health  agency.  The  home 
health  agency  sends  a dietitian  to  the 
office  once  a week  to  counsel  patients 
and  get  other  information.  Does  this 
violate  Stark  II? 

A:  No,  not  as  long  as  there  is  neither 
an  ownership  or  investment  interest 
nor  a compensation  arrangement  with 


the  home  health  agency.  However,  if 
the  dietitian  performs  other  duties, 
such  as  the  type  of  clinical  or  adminis- 
trative duties  the  physician’s  office 
staff  would  normally  perlorm,  then 
the  criminal  illegal  remuneration 
statute  may  be  triggered  (3). 

Q:  Does  Stark  II  prohibit  a physician 
from  having  an  ownership  interest  in 
an  ambulatory  surgical  center? 

A:  No.  Ambulatory  surgical  centers 
are  not  included  in  the  definition  ol 
“designated  health  services”  subject  to 
Stark  II  restrictions.  However,  the  Of- 
fice of  Inspector  General  has  proposed 
a “safe  harbor”  to  protect  payments  to 
surgeon-investors  in  ambulatory  sur- 
gical centers  who  refer  patients  to  such 
facilities  and  perform  surgery  them- 
selves on  those  referred  patients.  The 
proposed  safe  harbor  applies  only  to 
ambulatory  surgical  centers  certified 
under  Medicare  and  does  not  protect 
ambulatory  surgical  centers  located  in 
hospitals  that  share  operating  or  re- 
covery room  space  with  the  hospital 
lor  treatment  of  the  hospital’s  inpa- 
tients or  outpatients. 

The  Office  of  Inspector  General  has 
proposed  five  standards:  an  investor 
may  not  be  given  better  investment 
terms  based  on  past  or  expected  reier- 
rals;  passive  investors  are  not  required 
to  make  referrals  to  the  facility  in  order 
to  remain  investors;  neither  the  facility 
nor  any  investor  may  loan  funds  to  an 
investor  for  use  in  obtaining  an  invest- 
ment interest;  no  payment  may  be 
based  on  referrals;  and  the  surgeon-in- 
vestor must  agree  to  treat  Medicare  and 
Medicaid  patients  (4). 


Q:  A physician  is  under  contract  to  a 
health  maintenance  organization 
(HMO)  that  has  a Medicare  contract. 
Can  the  HMO  pay  an  incentive  to  the 
physician? 

A:  Yes.  The  HMO  may  pay  incentives 
that  take  into  account  the  volume  or 
value  of  referrals,  but  only  il  such  in- 
centives are  not  an  inducement  to  re- 
duce or  limit  medically  necessary  ser- 
vices to  HMO  enrollees.  In  addition, 
federally  qualified  HMOs  are  prohib- 
ited from  paying  physicians  to  limit 
necessary  care  to  HMO  patients  (5). 

Q:  Does  Stark  II  allow  physicians  to  be 
hospital  medical  directors? 

A:  Yes,  but  there  are  two  exceptions  in 
this  area.  Under  the  first  exception,  a 
hospital  may  pay  physicians  as  long  as 
their  duties  do  not  “relate  to  the  provi- 
sion ol  designated  health  services.” 
Thus,  physicians  may  retain  admit- 
ting privileges  if  their  medical  director 
duties  are  administrative  in  nature. 
Whether  the  job  duties  “relate”  to 
“designated  health  services”  depends 
on  the  facts  of  each  case. 

Another  way  to  approach  this  is 
under  the  employment  exception  to 
Stark  II.  Under  this  provision,  the 
hospital  is  the  employer  and  may  pay 
physicians  in  the  following  ways:  for 
identifiable  services;  at  a fair  market 
rate;  il  the  payment  does  not  take  into 
account  the  volume  or  value  of  refer- 
rals (admissions  and  the  like);  and  if 
the  payment  would  be  reasonable 
even  if  no  admissions  occurred.  Fur- 
ther, medical  directors  may  be  paid 
productivity  bonuses  based  on  services 
personally  perlormed. 
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Q:  How  does  the  “60/40  rule”  work 
under  Stark  II? 

A:  The  “60/40  rule”  is  found  in  feder- 
al “safe  harbor”  exceptions  to  the 
criminal  illegal  remuneration  statute. 
It  regulates  the  composition  of  in- 
vestors in  entities  referred  to  as  “small 
entities,”  which  are  not  traded  on  na- 
tional stock  markets  (6). 

Congress  made  no  parallel  60/40 
provision  in  Stark  II,  meaning  that 
there  is  no  “small  entity”  exception  in 
Stark  II  to  ownership  or  investment 
interest  provisions.  As  a consequence, 
physicians  who  have  ownership  inter- 
ests in  facilities  that  meet  the  60/40 
rule  may  have  a safe  harbor  from  po- 
tential criminal  liability,  but  might 
still  be  legally  prohibited  from  refer- 
ring Medicare  or  Medicaid  patients  to 
those  facilities.  Each  provision  must 
be  analyzed  separately,  a fact  that 
causes  much  confusion  and  difficulty 
in  determining  what  is  permissible 
under  the  law. 

Q:  A group  of  physicians  are  employ- 
ees of  a nonprofit  health  corporation 
approved  by  the  Texas  State  Board  of 
Medical  Examiners  (7).  Does  Stark  II 
allow  productivity  bonuses  for  those 
employees? 

A:  Yes.  An  individual  productivity 
bonus  may  be  paid  to  employees  if  it 
is  based  on  services  personally  per- 
formed by  the  physician  to  whom  it  is 
paid,  and  if  it  is  not  based  on  the  vol- 
ume or  value  of  referrals  for  “designat- 
ed health  services.”  It  is  arguable 
whether  Stark  II  limits  bonuses  to  em- 
ployees based  on  overall  productivity, 
because  overall  productivity  includes 

2.6 


services  not  personally  performed  by 
the  individual  physician  receiving  the 
bonus. 

Q:  Drs  Smith  and  Jones,  both  orthope- 
dists, share  offices  but  are  not  part- 
ners. They  are  shareholders  in  a physi- 
cal therapy  (PT)  practice  on  a different 
floor  in  the  same  building.The  PT  cor- 
poration pays  overhead  and  salaries, 
and  distributes  the  profits  to  Drs 
Smith  and  Jones  on  the  basis  of  their 
stock  ownership.  Billing  for  the  PT 
practice  is  done  by  Dr  Smith’s  medical 
practice.  Does  the  prohibition  against 
referrals  apply? 

A:  This  scenario  exemplifies  the 
“shared  office”  arrangement  the  Medi- 
care program  recognized  and  allowed 
for  many  years,  but  which  may  violate 
Stark  II  law  as  it  is  now  drafted. 

Although  Dr  Smith  owns  a physi- 
cal therapy  practice  — a separate  legal 
entity  — the  “in-office  ancillary  ser- 
vices” exception  permits  Dr  Smith  to 
refer  Medicare  and  Medicaid  patients 
if  the  physical  therapy  is  either  per- 
formed by  the  physician  personally  or 
by  someone  under  his  supervision;  the 
work  is  done  in  the  same  building  as 
the  medical  practice;  and  Medicare 
and  Medicaid  billing  is  either  done  by 
Dr  Smith  or  by  an  entity  wholly 
owned  by  Dr  Smith. 

An  arguable  violation  exists  for  Dr 
Jones  because  he  has  an  “ownership  or 
investment  interest”  in  the  PT  corpo- 
ration. However,  Dr  Jones  may  satisfy 
the  “in-office  ancillary  services”  excep- 
tion if  he  handles  the  physical  therapy 
billing  for  his  own  patients,  rather 
than  billing  through  Dr  Smith’s  prac- 
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tice.  Drs  Smith  and  Jones  could  satisfy 
the  “in-office  ancillary  services”  excep- 
tion for  a group  practice  if  they  would 
become  a partnership  or  joint  corpo- 
rate entity. 

Q:  An  oncology  group  practice  has  an 
exclusive  contract  with  a hospital  to 
provide  all  cancer  treatment  for  pa- 
tients in  that  hospital.  Under  this  con- 
tract, the  hospital  bills  for  treatment 
on  a per-procedure  basis.  Is  this  per- 
missible under  Stark  II? 

A:  Yes,  if  certain  conditions  are  met: 
inpatient  hospital  services  are  covered 
under  Medicare;  substantially  all  other 
“designated  health  services,”  such  as 
chemotherapy,  are  provided  by  the 
oncology  group;  the  written  contract 
began  before  December  19,  1989;  the 
amount  billed  per  procedure  is  fixed 
in  advance  and  does  not  vary  with  the 
volume  or  value  of  referrals  for  any 
service;  and  the  arrangement  would 
be  commercially  reasonable  even  if  the 
group  receives  no  patient  referrals 
from  the  hospital  (8). 

Note  that  these  requirements  apply 
to  any  arrangement  where  a medical 
group  provides  “designated  health  ser- 
vices” to  a hospital  under  contract, 
and  would  include  not  only  oncology, 
but  also  radiology,  pathology,  anesthe- 
siology, and  other  services. 

Q:  The  solo  physicians  in  an  office  have 
a shared  laboratory.  In  order  to  regis- 
ter the  laboratory  under  the  Clinical 
Laboratory  Improvement  Amend- 
ments (CLIA),  they  must  complete  a 
form  that  reflects  all  tests  performed 
by  physicians  in  the  shared  laboratory 
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and  other  information. The  shared  lab- 
oratory receives  one  CLIA  number, 
and  the  individual  physicians  using  the 
laboratory  are  not  required  to  obtain 
separate  CLIA  numbers  for  their  own 
testing.  Does  registering  a shared  lab- 
oratory in  this  manner  for  CLIA  pur- 
poses violate  Stark  I or  II? 

A:  Because  this  has  been  the  subject  of 
much  discussion,  the  Health  Care  Fi- 
nancing Administration  sent  a form 
letter  to  laboratory  directors  in  May 
1994  that  states: 

CLIA  certifies  each  laboratory 
by  location.  It  does  not  certify 
individuals.  Therefore,  a labora- 
tory that  registers  for  CLIA  will 
register  once,  and  receive  one 
CLIA  number.  Note  that  regis- 
tration under  CLIA  does  not 
mean  that  Medicare  coverage 
and  payment  criteria  are  met  for 
individual  claims,  nor  does  it 
exempt  physicians  furnishing 
laboratory  services  from  the  re- 
ferral prohibitions  of  the  Stark 
Amendments.  However,  until 
final  regulations  about  this  mat- 
ter are  published,  the  efifict  ofi 
these  prohibitions  cannot  be  de- 
termined and,  therefore,  claims 
for  laboratory  services  performed 
in  shared  laboratories  will  not  be 
denied (8).  [Emphasis  supplied.] 

The  letter  goes  on  to  direct  physi- 
cians to  contact  the  Medicare  carrier 
about  proper  billing  procedures  for 
shared  laboratories. 
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Legal  articles  in  Texas  Medicine  are  intended  to  help 
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understanding  that  TMA  is  not  engaged  in  providing  legal 
advice.  When  dealing  with  specific  legal  matters,  readers 
should  seek  assistance  from  their  attorneys. 
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BE  AN  AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with: 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  staff 

• Non-contributing  retirement  plan  if 
qualified 

Today’s  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 
fy. Call  USAF  HEALTH  PROFESSIONS 
Toll  free:  (800)  423-USAF 


HASSLE  FACTOR  #13 


Billed  Charges  Reduced! 

The  top  three  insurance  hassles  reported  by  TMA 
members  are  payment  denial,  information  requests, 
and  medical  necessity  denial.  Maybe  you’ve  experi- 
enced these  headaches  or  have  others  that  take  your 
time,  drain  your  staff,  and  exhaust  your  resources. 

Texas  Medical  Association  has  the  answer:  the 
hassle  factor  log.  TMA  tracks  common  hassles 
and  seeks  resolution  with  insurance  carriers. 

Just  log  it!  To  request  a hassle  factor  log, 
call  TMA's  Health  Care  Financing  Department 
at  (800)  880-1300,  Ext.  1414. 
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TexasMedical 

Association 


Our  General  Agents  are  full  time  employees  of  The  Medical  Protective  Company.  Like  the 
company  they  represent,  these  agents  work  exclusively  with  the  health  care  community  and 
are  experienced  in  both  medicine  and  the  law.  We  are  especially  proud  of  our  Texas  General 
Agents...  averaging  over  23  years  of  experience  in  professional  liability  protection. 

Extensive  training  and  experience  provide  each  General  Agent  the  expertise  to  help  you  avoid 
professional  liability  problems  and  to  offer  you  concise,  accurate  information  on  the  proper 
course  of  action  in  the  event  a suit  is  filed.  To  learn  more  about  how  Texas  Medical  Protective 
General  Agents  can  help  you,  contact  your  local  Texas  office... 

(800)  344-1899 
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Different  paths,  same  goal 

International  medical  graduates 

struggle  with  licensure  hurdles , discrimination 

By  Cindi  Myers 


If  a physician  from  another  country  has  difficulty 
finding  a residency  position  in  the  United  States,  is 
it  because  of  prejudice?  Or  are  residency  slots 
scarcer  for  everyone  in  these  days  of  budget  cuts  and 
health-system  reform?  Are  different  licensing  requirements 
for  international  medical  graduates  (IMGs)  a form  of  dis- 
crimination, or  just  good  medicine? 


I he  Texas  Medical  Association  House  ot  Delegates  re- 
cently voted  to  form  a committee  on  international  medical 
graduate  issues  to  consider  these  and  other  questions.  About 
20%  of  TMA’s  33,000  mem- 
bers are  IMGs,  and  21%  of 
first-year  residency  slots  in 
Texas  are  filled  by  IMGs 
seeking  Texas  licensure.  The 
new  committee  will  serve  as  a 
voice  for  the  concerns  of 
these  members. 

Who’s  what 

Citizens  of  other  countries 
who  come  here  after  graduat- 
ing from  medical  schools  out- 
side the  United  States  and 
Canada  make  up  the  largest 
group  of  IMGs.  Graduates  of 
Canadian  medical  schools  fall 
under  the  same  licensure 
guidelines  as  US  medical 
graduates  (USMGs)  as  long 
as  their  schools  are  accredited 
by  the  Liaison  Committee  on 
Medical  Education.  US  citi- 
zens who  attend  medical 
schools  in  other  countries  also 
are  considered  IMGs  and,  with  a few  exceptions,  must  com- 
plete the  same  licensure  requirements  as  non-US  citizens. 


ClNDI  Myers  is  a freelance  writer  based  in  Wimberley. 


Texas  requires  IMGs  to  complete 
3 years  of  graduate  medical  training  in 
a US  or  Canadian  residency  program 
before  they  can  be  eligible  for  licen- 
sure, while  USMGs  must  only  com- 
plete 1 year  of  graduate  training.  The 
rationale  behind  this  requirement  is 
that  the  extra  training  time  allows 
evaluation  of  IMGs’  medical  skills  to 
ensure  that  their  educations  have  been 
equivalent  to  those  given  in  US  medical  schools.  However, 
some  IMGs  feel  that  requiring  additional  graduate  training 
above  that  necessary  for  USMGs  is  discriminatory. 

Texas  is  one  of  27  states 
with  the  3-year  requirement. 
Ten  states  require  2 years  of 
training  for  IMGs,  while  13 
states  call  for  1 year  of  grad- 
uate training  for  both  IMGs 
and  USMGs. 

Three  years  — or  more? 

One  of  the  proposals  made  by 
TMA’s  Ad  Hoc  Committee 
on  IMG  Issues,  the  forerun- 
ner of  the  new  committee, 
was  to  reinstate  a require- 
ment in  place  until  1993  that 
an  IMG  s 3 years  of  training 
be  in  one  specialty.  The  in- 
tent of  this  requirement  was 
to  make  it  more  difficult  for 
residency  programs  to  take 
advantage  of  IMGs  by  shuf- 
fling them  from  one  program 
to  another,  wherever  the  need 
was  greatest. 

However,  some  IMGs  see 
the  proposed  requirement  as  potentially  more  harmful  than 
helpful.  “A  lot  of  times,  international  medical  graduates 
have  a hard  time  finding  residencies  of  any  kind,”  ex- 
plained Henry  Punzi,  MD,  a Carrollton  internist  who 
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chaired  the  ad  hoc  committee. 

“They  start  out  one  place  and  show 
what  they  have.  Then  they  say,  well, 
what  I really  want  to  do  is  this,  so  then 
they  switch  over  to  the  other  residency 
program,”  Dr  Punzi  said.  “If  the  rule 
were  to  change,  they  would  have  to  do 
an  extra  year  or  two  in  that  one  partic- 
ular field,  and  that  would  really  be  a 
hindrance.” 

“You’re  stuck  in  that  one  program,” 
said  U.  Prabhakar  Rao,  MD,  a gas- 
troenterologist practicing  in  Odessa. 
“If  you  don’t  like  the  program  — sup- 
posing it’s  an  inferior  program  — and 
you  want  to  jump  and  go  to  a better 
program  anywhere  else,  then  you  have 
to  start  all  over  again  with  3 more  years 
of  residency.  I don’t  think  that’s  fair.” 

An  education  by  any  other  name 

A second  licensure  issue  for  IMGs  con- 
cerns a regulation  recently  adopted  by 
the  Texas  State  Board  of  Medical  Ex- 
aminers requiring  IMGs  to  have  com- 
pleted 60  semester  hours  of  college 
courses  outside  ol  medical  school.  The 
purpose  of  the  regulation  is  to  ensure 
premedical  education  comparable  to  a 
USMG’s  undergraduate  education. 

This  regulation  presents  problems 
for  many  IMGs,  since  students  in 
most  countries  go  directly  from  high 
school  into  training  lor  their  profes- 
sions — architectural  school,  law 
school,  medical  school,  and  so  forth. 
Because  of  this  arrangement,  students 
outside  the  United  States  often  attend 
medical  school  for  3 or  6 years. 

“If,  today,  I had  to  apply  for  licen- 
sure to  the  Texas  State  Board  of  Med- 
ical Examiners,  I would  be  denied,” 


said  Dr  Rao.  “I  did  not  have  60  semes- 
ter hours  ol  premedical  education.  I 
went  to  medical  school  for  5'A  years. 
Everything  is  done  in  medical  school.” 

A third  issue  lor  some  is  the  blanket 
treatment  of  all  IMGs,  regardless  of  ed- 
ucation and  experience.  With  the  ex- 
ception of  special  provisions  for  physi- 
cians who  come  to  the  United  States  to 
teach  in  medical  schools,  all  IMGs 
must  complete  the  same  training. 

“1  think  this  is  unfortunate,  be- 
cause there  are  some  excellently 
trained  people  from  other  countries,” 
said  Peter  Weston,  MD,  a San  Anto- 
nio gynecologist.  “For  example,  Aus- 
tralia has  people  doing  very,  very  so- 
phisticated research,  and  those  people 
can  only  come  over  to  a teaching  insti- 
tution.” Dr  Weston  would  like  to  see  a 
provision  allowing  these  experienced 
physicians  to  be  screened  separately 
Irom  new  graduates. 

Though  the  law  mandates  treating 
all  IMGs  the  same,  in  reality  at  least 
one  loophole  remains  lor  IMGs  who 
were  Texas  residents  prior  to  leaving 
the  state  to  attend  medical  school. 
These  graduates  may  enter  residency 
programs  without  having  to  obtain 
certificates  from  the  Educational 
Commission  for  Foreign  Medical 
Graduates  (ECFMG). 

To  receive  an  ECFMG  certificate,  a 
graduate  must  pass  examinations  in 
medical  sciences  and  English.  Skip- 
ping this  step  in  the  licensure  process 
could  mean  less-than-qualified  candi- 
dates might  enter  residency  programs. 
The  Ad  Hoc  Committee  on  IMG  Is- 
sues has  recommended  that  this  loop- 
hole be  eliminated. 


Problems  with  prejudice 
While  licensing  requirements  for  IMGs 
can  be  studied  and  changed  if  they  fail 
to  accomplish  the  goal  of  ensuring  qual- 
ified physicians  for  Texas,  broader  and 
more  subtle  forms  ol  discrimination  are 
more  dilficult  to  address. 

“11  you  call  graduate  training  pro- 
grams and  tell  them  that  you  want  a 
residency  program,  and  they  ask  you 
what  school  you’re  from,  a lot  of  peo- 
ple, when  they  hear  you’re  from  a for- 
eign school,  will  just  hang  up  on  you,” 
said  Dr  Punzi.  Dr  Punzi  lived  in  the 
United  States  belore  attending  medical 
school  in  Argentina,  where  his  parents 
were  living.  He  returned  to  the  United 
States  in  1981,  and  he  says  discrimina- 
tion is  an  issue  lor  most  IMGs. 

“After  you  get  into  practice,  you 
keep  hearing  stories  of  people  who  ei- 
ther get  turned  down  lor  promotions, 
or  don’t  get  laculty  appointments,  or 
have  problems  in  their  medical  soci- 
eties because  they’re  Irom  foreign 
schools,”  Dr  Punzi  said. 

Dr  Rao  believes  the  problem  has 
grown  in  recent  years.  “We  were  wel- 
come 1 5,  20  years  ago,  because  there 
was  a real  need  lor  physicians  in  the 
United  States,”  he  said.  Dr  Rao  was 
born  in  South  India  and  came  to  the 
United  States,  to  New  York  City,  in 
1974.  He  moved  to  Texas  in  1978. 

“Some  ol  us  were  sent  plane  tickets, 
some  of  us  were  recruited,  sight  unseen, 
and  we  had  jobs  waiting  for  us,  every- 
thing was  fine,”  he  recalled.  “But  in  the 
last  10  years,  the  whole  reaction  of  other 
physicians  in  this  country  has  changed. 
They  feel  we  are  taking  away  their  jobs, 
taking  away  their  livelihoods.” 
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During  the  peak  years  of  1971- 
1973,  one  third  of  all  resident  physi- 
cians in  the  United  States  were  IMGs. 
An  open  door  policy  encouraged 
them  to  come  to  ease  an  anticipated 
shortage  ol  physicians.  But  changes  in 
the  US  Immigration  and  Naturaliza- 
tion Act  of  1986  made  it  more  diffi- 
cult for  IMGs  who  were  not  already 
US  citizens  to  enter  the  country.  By 
1989-1990,  only  15.3%  of  residency 
slots  were  filled  by  IMGs. 

Dr  Weston’s  experiences  seem  to 
reflect  those  earlier  days  when  IMGs 
were  welcomed.  He  came  to  the  Unit- 
ed States  from  South  Africa  in  1966, 
having  been  recruited  by  a Cleveland 
medical  school.  He  moved  to  San  An- 
tonio in  1969,  after  a fellowship  in  re- 
productive physiology  at  the  Universi- 
ty of  California-Los  Angeles,  and 
went  into  private  practice  in  1972. 

“I  have  never  looked  upon  myself  as 
being  discriminated  against,”  he  said.  “I 
have  had  nothing  but  wonderful  expe- 
riences everywhere  I’ve  been.”  Yet  he 
admits  to  hearing  stories  of  other  IMGs 
who  have  not  been  so  fortunate. 

Competition  aggravates  the  problem 

Dr  Rao  told  of  an  American  medical 
graduate  of  Indian  origin  living  in 
Chicago.  This  doctor  applied  for  a 
urology  position  in  Tennessee,  using 
his  Indian  name.  He  never  received  a 
response.  So  he  sent  in  a second  appli- 
cation, this  time  mentioning  he  was  in 
school  in  Chicago  and  using  an  Amer- 
icanized version  of  his  name.  He  re- 
ceived a call,  inviting  him  to  come  for 
an  interview. 

Competition  for  residency  slots 


may  be  even  tougher  in  the  future,  as 
budget  cuts  and  health-system  reform 
lead  to  a reduction  in  the  number  of 
positions  available.  One  proposal 
under  President  Bill  Clinton’s  health- 
system  reform  plan  would  have  re- 
duced the  number  of  residency  slots 
from  1 33%  of  USMGs  to  1 1 0%  of 
USMGs. 

“My  feeling  is  this,”  said  Dr  Rao. 
“If  there  is  a choice  between  two  iden- 
tically qualified  applicants  — an  inter- 
national medical  graduate  and  an 
American  medical  graduate  — the 
American  medical  graduate  has  a bet- 
ter chance  of  getting  that  slot.” 

Dr  Rao  has  no  argument  with  lim- 
iting the  number  of  IMGs  allowed 
into  the  country  if  the  need  for  them 
is  reduced,  but  he  objects  to  continu- 
ing to  encourage  IMGs  to  come  here 
but  then  limiting  their  opportunities. 
“I’m  concerned  that  these  new  doctors 
coming  into  this  country  now,  com- 
ing with  hopes  that  they’re  going  to 
contribute  to  the  health  care  of  the 
people,  thinking  that  they’re  going  to 
be  assimilated  and  become  part  and 
parcel  of  the  main  stream  of  American 
life,  are  going  to  be  disappointed,”  he 
said. 

Reducing  the  number  of  residency 
slots  could  lead  to  increased  animosity 
toward  IMGs  competing  with 
USMGs  for  those  slots.  There  also  is 
the  potential  for  discrimination  under 
managed  care  contracts,  which  put 
many  doctors  in  a geographic  area  in 
competition  for  groups  of  patients. 

“We  think  by  having  a committee, 
we  can  look  into  this,  see  if  there’s  any 
real  problem,  and  see  if  we  can  help,” 


said  Dr  Rao.  “Once  we  have  this  com- 
mittee, I’m  sure  if  there’s  any  per- 
ceived or  real  discrimination  felt  by 
international  medical  graduates, 
they’re  going  to  call  the  committee 
members  and  present  proof,  and  we 
can  look  into  it.  It  will  be  a voice  for 
them.” 

The  committee  on  international 
medical  graduate  issues,  whose  mem- 
bership will  be  appointed  at  a later 
date,  will  report  to  the  TMA  Board  of 
Trustees.  ★ 


Miller  Optical  Instruments,  Inc. 
800/985-5524 

Specializing  in  Optical  Products, 
Magnification  Systems,  Light  Sources, 
and  Image  Documentation  for 
Your  Office  and  Surgery 

We  Specialize  in: 

Carl  Zeiss  Colposcopes  for  Gynecology 

Carl  Zeiss  Scopes  for  Otolaryngology 

Carl  Zeiss  Scopes  for  Micro-Dentistry 

Carl  Zeiss  Loupe  Magnification  Systems  for 
Thoracic,  Vascular,  Urological,  and  Plastic 
Surgery 

Carl  Zeiss  Fiber  Optic  Head  Lights  for  Bright, 
F.ven  Illumination  and  Optimal  Color 
Rendition 

Video  and  Photographic  Systems  for  Image 
Acquisition  and  Archiving 

Seminars  on  the  Proper  Use  of  Your 
Microscope  Including  Contrasting  Techniques 
and  Photo  Documentation 

Serving  Texas,  Oklahoma,  and  Arkansas 
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4005  Naples  Drive  • Plano,  Texas  75093 
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Our  commitment 
to  employee 
satisfaction , 
professional 
enhancement 
and  quality  service 
remains  unchanged, 
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ABC  HOME  HEALTH  SERVICES,  INC. 
is  now  FIRST  AMERICAN  HOME  CARE 


First  American  Home  Care  started  in  1978  with  a 
single  home  health  agency  as  well  as  a strong 
conviction  that  patients  could  best  recover  in  the 
security  and  comfort  of  their  homes.  As  we  grew, 
we  attracted  superior  health  care  professionals  who 
share  in  our  values.  Our  employees  have  brought  to 
our  company  a depth  of  management  and  medical 
expertise  unmatched  in  the  industry.  They  have 
made  us  the  industry  leader  that  we  are  today. 

With  strength,  stability  and  an  uncompromising 
commitment  to  quality.  First  American  has 
developed  into  the  nation's  largest,  privately-owned. 
Medicare-certified  home  health  care  provider.  We 
have  now  changed  our  name  to  reflect  this  growth. 
First  American  Home  Care  is  now  located  in  21 
states  from  coast  to  coast,  with  over  400  home 


health  agencies  and  13,000+  of  the  nation's  most 
talented  professionals.  Poised  for  the  21st  century, 
we  will  continue  to  provide  the  finest  home  health 
services  available. ..anywhere. 


First  American  offers  the  resources  of  a large, 
national  firm.  Yet,  locally  based  and  community 
focused,  we  make  a difference  in  the  lives  of  people 
across  America,  as  we  continue  to  keep  families 
together. 


First  American 
Home  Care 

^ "Keeping  Families  Together'' 


To  reflect  our  growth, 
we  have  changed  our  name. 


We  began  in  1978  with  a single  home  health 
agency  as  well  as  a strong  commitment  to  maintaining 
health  care  costs  and  helping  patients  recover  in  the 
security  and  comfort  of  their  own  homes. 

For  over  sixteen  years,  we  grew,  attracting  and 
maintaining  superior  health  care  professionals  who 
share  in  our  commitments. 


They  brought  to  our  company  a depth  of 
management  and  medical  expertise  unmatched  in  the 
industry. 

Our  company  has  proactively  changed  over  time. 
With  strength,  stability  and  an  uncompromising 
commitment  to  quality,  we  have  developed  into  the 
nation's  largest,  privately-owned.  Medicare-certified 
home  health  care  agency. 


ABC  Home  Health  Services,  Inc. 


is  now  First  American  Home  Care. 


400  home  health  agencies  and 
13,000+  of  the  nation's  most  talented 
professionals. 


First  American  offers  the  resources  of  a large, 
national  firm.  Yet,  locally  based  and  community  focused, 
we  make  a difference  in  the  lives  of  people  across  America 
as  we  continue  to  keep  families  together. 

Now,  stronger  and  more  efficient  than  ever,  we 
salute  our  employees.  They  have  made  us  the  industry 
leader  that  we  are  today.  Poised  for  the  21st  century,  we 
will  continue  to  provide  the  finest  home  health  services 
available...  anywhere. 


First  American 
Home  Care 

Keeping  Families  Together " 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 


(214)  767-1640 
Captain  Cheryl  Carson 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE: 


THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


TexasMedical 

Association 


The  Physician  Oncology  Education 
Program  (POEP)  is  designed  to  enhance 
the  role  of  the  primary  care  physician  in 
the  screening,  early  detection  and  pre- 
vention of  cancer.  Five  CME  programs 
will  be  presented  at  the  following  sites: 

Beaumont 

Bryan/College  Station 
Odessa 
Sherman 
Victoria 

For  more  information,  contact 
Lana  Stewart  at  (800)  880-1300  xl463. 


The  Texas  Medical  Association  Stroke 
Prevention  Project  will  be  presenting  a 
series  of  seminars  for  primary  care  physi- 
cians (1-3  CME  hours)  on  stroke  preven- 
tion. Preliminary  seminar  sites  include: 


Austin 

Brownsville/McAllen 

Dallas 

Ft.  Worth 

Houston 

Longview 

Lufkin/Nacogdoches 

Paris 

San  Antonio 
Wichita  Falls 


Bowie 

Corpus  Christi 
El  Paso 
Galveston 
Laredo 
Lubbock 
Midland 
Port  Arthur 
Waco 


Physician  Oncology 


Education  Program 


® TEXAS 
CANCER 
COUNCIL 


For  more  information,  call 
Michelle  Malloy  at  (800)  880- 1 300  x 1 466. 
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IN  1849,  ^ 

WILLIAM  McCRAVEN,  MD,  OF  HOUSTON, 
prescribed  this  remedy  for  yellow  fever:  “a  small  dose  or 
rwo  of  castor  oil,  and  from  thirty  to  fifty  grains  of  qui- 
nine; with  the  addition  of  hot  mustard  baths,  mustard 
cataplasms  and  poultices,  cold  affusion  of  the  head  and 
sponging  other  parts  as  indicated  . . . and  brandy  or  wine 
in  the  last  stage”  (1). 

Despite  the  efforts  of  Dr  McCraven  and  others,  yel- 
low fever  remained  a feared,  and  often  fatal,  disease 
along  the  Texas  coast  from  its  first  appearance  in  1837 
to  the  eradication  of  the  carrier  mosquito  in  1900. 

Yellow  fever,  cholera,  smallpox,  tuberculosis,  influen- 
za, AIDS  — the  names  of  the  diseases  and  the  methods 
of  treatment  have  changed,  but  modern  physicians  bat- 
tling deadly  epidemics  confront  many  of  the  same  chal- 
lenges faced  by  their  predecessors. 

“I’ve  gotten  much  more  re- 
spect and  appreciation  for  what 
our  medical  ancestors  must 
have  been  doing  when  they  did 
not  have  a lot  of  medical  tech- 
nology,” said  David  Wright, 
MD,  an  Austin  family  physi- 
cian who  regularly  cares  for 
HIV-infected  patients. 

Abraham  Verghese,  MD, 
chief  of  infectious  diseases  and 
professor  of  medicine  at  Texas 
Tech  University  Health  Sci- 
ences Center  in  El  Paso,  con- 
curs. “When  AIDS  came  along, 
it  put  us  right  back  in  the  same 
shoes  as  doctors  at  the  turn  of 
the  century,”  he  said. 

In  his  remarkable  book  My 
Own  Country,  A Doctor’s  Story  of 
a Town  and  Its  People  in  the  Age 
of  AIDS,  Dr  Verghese  chronicles 
his  experiences  caring  for  pa- 
tients and  families  stricken  by  this  modern-day  plague. 
Given  the  ignorance,  prejudice,  and  fear  he  confronted 
as  a small  town’s  only  “AIDS  doctor,”  it’s  not  surprising 
that  Dr  Verghese,  like  many  other  physicians  who  treat 
AIDS  patients,  feels  empathy  toward  his  predecessors. 

A look  at  how  early  Texas  physicians  contended  with 
the  epidemics  of  their  day  offers  insight  into  how  medi- 
cine has  and  hasn’t  changed.  For  today’s  physicians  on  the 
front  lines  of  disease  wars,  and  for  all  physicians,  there 
may  be  lessons  to  learn  from  our  medical  forefathers. 


David  Wright,  MD 


JIM  LINCOLN 


Abraham  Verghese,  MD 

FERNANDO  T.  GARCIA 


ClNDI  Myers  is  a freelance  writer  based  in  Wimberley. 
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IN  the  days  before  antibiotics  or  x-rays, 
physicians  relied  upon  observation,  in- 
tuition, and  luck  to  supplement  their 
limited  knowledge  of  disease.  Poor  san- 

, itation  and  nutrition,  ignorance,  and 

even  superstition  added  to  the  obstacles  facing  physicians. 
“As  a country  doctor  I have  seen  life  in  the  raw  — death, 
hunger,  poverty,  ignorance  were  my  foes  as  much  as  ill- 
ness,” wrote  J.  Gordon  Bryson,  MD,  in  his  autobiography 
Reminiscences  of  a Country  Doctor  (2). 


Yellow  fever 
detention  camp, 
late  1800s 

NATIONAL  LIBRARY 
OF  MEDICINE 

The  rough-and-ready  adventurers  who  settled  Texas 
prided  themselves  on  their  independence,  and  many  times 
they  called  in  a doctor  only  after  their  own  efforts  had  failed 
to  produce  a cure.  Even  when  physicians  were  consulted 
early  in  the  course  of  an  illness,  their  treatments  often  had 
little  effect  against  diseases  like  yellow  fever,  which  plagued 
the  Texas  coast  for  more  than  60  years.  The  fever,  also 
known  as  “yellow  Jack”  or  “bronze  John,”  from  the  charac- 
teristic skin  color  of  its  victims,  was  thought  to  be  caused  by 
a “miasma”  rising  from  swampy  areas  in 
warm  weather. 

Ashbel  Smith,  MD, 
published  one  of  Texas’  earliest  medical 
texts,  Yellow  Fever  in  Galveston,  1839. 

TM A LIBRARY 
HISTORY  OF  MEDICINE  COLLECTION 

Ashbel  Smith,  MD,  former 
surgeon  general  of  the  Texas 
Army,  studied  yellow  fever  dur- 
ing an  1839  epidemic  in  Galve- 
ston. He  tended  the  sick  and  dissect- 
ed the  bodies  of  those  who  succumbed 
to  the  disease,  going  so  far  as  to  taste  the  “black  vomit"  char- 
acteristic of  yellow  fever  in  order  to  prove  his  theory  that  the 
disease  was  not  contagious.  Dr  Smith  published  his  findings 
in  a pamphlet,  Yellow  Fever  in  Galveston,  1839,  one  of  the 
earliest  medical  texts  published  in  Texas. 


Despite  Dr 
Smith’s  assurances 
to  the  contrary,  yel- 
low fever  was  greatly  feared  as  a conta- 
gious disease,  much  as  some  people 
fear  AIDS  today.  Inland  cities,  includ- 
ing Houston,  imposed  quarantines, 
restricting  importation  of  people,  sup- 
plies, and  even  mail  from  infected 
areas.  A Houston  newspaper  in  1878 
reported  that  passengers  from  Galve- 
ston who  were  suspected  of  harboring 
yellow  fever  were  “seized  at  the  muzzle 
of  a six-shooter  and  tumbled  off  the 
train  on  the  open  prairie”  (3). 

Treatments  for  yellow  fever  varied, 
but  most  involved  the  “heroic”  medical 
practices  of  the  day  — bleeding,  puk- 
ing, and  purging.  One  popular  theory 
in  the  first  half  of  the  1 9th  century  held 
that  all  disease  was  caused  by  an  imbal- 
ance of  the  lour  bodily  humors:  blood, 
phlegm,  yellow  bile,  and  black  bile. 
Treatments  such  as  bloodletting,  purg- 
ing, and  sweating  were  attempts  to  get 
the  humors  back  in  balance. 

A well-equipped  19th-century 
physician  carried  a selection  of  scarifi- 
cators and  lancets  for  bleeding  pa- 
tients; he  or  she  also  might  have  a 
stock  of  medicinal  leeches.  Calomel, 
or  chloride  of  mercury,  was  a popular 
purgative.  Quinine,  which  had  proven 
effective  against  malaria,  also  was  used 
to  treat  yellow  fever,  on  the  theory 
that  all  fevers  were  related.  Opium 
and  its  alkaloid,  morphine,  were  wide- 
ly used  as  pain  relievers  in  those  days 
before  there  was  much  awareness  of 
drug  addiction.  And  alcohol  was  used 


for  almost  every  disease,  often  admin- 
istered in  large  quantities. 

Doctors  competed  with  home 
remedies  and  patent  medi- 
cines. Traveling  medicine 
shows  and  testimonial- 
filled  newspaper  adver- 
tisements touted  concoctions, 
often  alcohol-  or  opium-based, 
“guaranteed”  to  cure  or  ward 
off  everything  from  “bil- 
ious fever”  to  “torpor  ol 
the  bowels.”  One  report- 
ed preventative  for  yellow  fever 
was  a combination  of  mustard  seeds 
and  whiskey. 

Though  he  was  unable  to  find  a cure 
for  yellow  fever,  Dr  Smith’s  plan  of 
treatment,  which  included  keep- 
ing the  patient  warm  and  well- 
hydrated,  was  a departure 
from  many  of  the  methods  of 
the  day  and  resulted  in  an  in- 
creased rate  of  survival  from 
the  disease.  But  not  until 
1900,  when  Carlos  Finlay, 

MD,  associated  the  disease  with 
the  Aedes  aegypti  mosquito,  did  the 
threat  of  yellow  fever  end  in  Texas. 
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SIATIC 
cholera 
first  came 
to  Texas  in  1833  and  became  even 
more  feared  than  yellow  fever.  Striking 
throughout  the  state,  cholera  killed 
swiftly  and  in  large  num 
bers.  Pioneer  Mary  Mav- 
erick, wife  of  Texas 
rancher  Samuel  Maver- 


ick, described  the  atmosphere  in  San 
Antonio  in  1849  when  cholera  swept 
through  town: 

Fear  and  dread  were  in  every 
house  — an  oppressive  weight 
in  the  atmosphere.  Into  every 
house  came  the  pestilence,  in 
most  houses  was  death,  and  in 
some  families  one-half  died!  . . . 
Men  of  strong  nerve  and  un- 
doubted courage  shrank  in  fear 
— many  drank  hard  and  died 
drunk  — some  dropped  and 
died  in  the  streets  — one  poor 
lellow  cut  his  throat  when  at- 
tacked. Never  can  those  who 
were  here  in  that  terrible 
visitation  forget  its 
gloom  and  horror  (4). 

George  Cupples,  MD, 
was  the  first  president  of the 
Texas  Medical  Association. 


TMA  LIBRARY  HISTORY 
OF  MEDICINE  COLLECTION 


George  Cupples,  MD, 
one  of  the  founders  of  the 
Texas  Medical  Association,  cared 
for  cholera  victims  during  an  1866 
epidemic  in  San  Antonio.  Often 
called  to  a nighttime  vigil  at  a patient’s 
bedside,  he  always  carried  candles  in 
his  medical  bag,  since  so  many  of  his , 
patients  were  too  poor  to  afford  such  i 
luxuries.  Dr  Cupples’  mother-in-law,  i 
Mrs  Jacques,  opened  her  boarding- 1 
house  as  a hospital  for  the  sick,  then , 
contracted  cholera  her- ; 
self  and  died. 


Dr  Albert  Woldert’s 
personal  journals  of 
malarial  research  with  mosquito 
drawings  from  the  TMA  Library 
History  of  Medicine  Collection 


Bloodletting 
scarificators  from  the 
TMA  Library  History 
of  Medicine  Collection 

JIM  LINCOLN 
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LACTOPEPTINE. 

The  viost  important  Remedial  Agent  ever  P'i3t'\ied  to  the  Profession,  for 
DYSPEPSIA.  VOMITING  IN  PREGNANCY', 

Clio  LERA  1 YF  A Y T l .11 . 

CONSTIPATION,  and  all  diseases  arising  from  imperfect  nutrition. 

LACTOPEPTINE  IN  CHOLERA  INFANTUM. 


? 0.  Eos  1574. 


THE  NEW  TOSI  THAEMACAL  ASSOCIATION. 
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SMALLPOX 

was  another 
epidemic 
disease  that 
continued  to 
claim  lives 
throughout 
the  19th  and  early  20th  centuries,  de- 
spite the  proven  effectiveness  of  vacci- 
nation to  prevent  the  disease.  In  some 


But  even  these  simple  remedies  were 
sometimes  difficult  to  come  by.  As 
with  yellow  fever,  prejudice  and  fear 
resulted  in  discrimination  against 
those  thought  to  be  suffering  from 
TB.  Some  hotels  and  inns  refused  to 
accommodate  consumptives. 

Frank  Paschal,  MD,  a San  Antonio 
physician  and  TMA  president,  1903— 
1904,  campaigned  for  the  establish- 
ment of  sanitariums  for  tuberculosis 
patients.  Speaking  before  the  Texas 


In  the  spring  of  1918,  America, 
and  Texas,  faced  yet  another  deadly 
plague.  The  Spanish  flu  killed  a half  a 
million  people  in  the  United  States. 
For  every  person  who  died  of  the  dis- 
ease and  its  complications,  another  50 
became  ill  and  recovered  (5). 

Sufferers  placed  the  blame  for  the 
“Spanish  Lady”  on  everything  from 
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Advertisement  from 

Daniel’s  Medical  Journal,  March  1891 


Newspapers  of  the  day  printed  a va- 
riety of  treatments  for  cholera.  One 
popular  remedy,  published  in  the  April 
28,  1849,  Texas  Democrat,  called  for  a 
mixture  of  camphorated  alcohol,  lau- 
danum, pepper,  and  eau  de  Cologne.  A 
British  officer  recommended  pills 
made  of  black  pepper  and  opium.  D 
Groesbeck  and  Co  advertised  an  array 
of  patent  medicines,  including  a 
“cholera  syrup.”  But  the  real  cure  came 
in  1883,  after  Robert  Koch,  MD,  dis- 
covered the  cholera  bacillus. 


Robert  Koch,  MD,  discovered 
the  cholera  bacillus  in  1893. 


of  indigent  tuberculosis  sufferers: 


areas,  the  vaccine  was  not  available;  State  Medical  Association  meeting  in 
elsewhere,  people  resisted  the  idea  of  Waco  in  1900,  he  described  the  plight 
vaccination. 

Unable  to  offer  a cure,  doctors 
assumed  the  role  of  providing 
comlort  and  nursing  patients  to  a 
hoped-for  recovery.  At  a time 
when  few  communities  had  hos- 
pitals, patients  often  convalesced 
in  the  physicians  home,  under 
the  care  of  the  doctor  and  the 
doctor’s  family. 

George  H.D.  Fielden,  MD, 
cared  for  victims  of  a smallpox 
epidemic  in  Chambers  County  in 
1877.  He  opened  his  home  as  a 
hospital  and  continued  to  attend 
to  patients  even  after  he  became  ill 
himself.  Ironically,  Dr  Fielden  was  him- 
self unvaccinated  and  succumbed  to  the 
disease  on  January  23,  1877.  Touched 
by  the  doctor’s  devotion,  local  residents 
erected  a marble  marker  on  his  grave, 
inscribed  “Our  Friend.” 

Whether  known  as  phthisis,  con- 
sumption, or  the  white  plague,  tuber- 
culosis (TB)  killed  thousands  of  Tex- 
ans well  into  the  20th  century.  The 
only  effective  treatment  was  rest,  good 
nutrition,  and  plenty  of  dry,  clean  air. 


Early  smallpox  vaccination  efforts 
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They  go  from  place  to  place  in 
quest  of  health,  with  a few  dollars 
and  fare  paid  to  the  next  nearest 
town.  When  they  can  no  longer 
travel  they  seek  an  asylum  in 
some  hospital  or  poorhouse  and 
remain  until  death  claims  them  or 
until  helped  to  some  other  town. 

It  is,  indeed,  pitiful  to  see  these 
poor  people  seeking  health  ...  (4). 

Dr  Paschal  advocated  building  com- 
fortable, modern  institutions  to  care  for 
tuberculosis  sufferers.  His  efforts  led  to 
the  opening  in  1912  of  a state  tubercu- 
losis sanitarium  at  Carlsbad,  Tex. 


Frank  Paschal,  MD,  campaigned  for  the  es- 
tablishment ofTB  sanitariums. 
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usually  encountered  resis- 
tance to  any  suggestions,” 
William  Edgar  Tatum,  MD, 
of  Burkeville  in  Newton 
County,  wrote  in  his  autobi- 
ography, Saddlebag  Surgeon. 
“They  told  me  they  had  been 
conjured,  tricked,  and  pis- 
ened.’  . . . And  in  these  in- 
stances it  was  often  true  that  I 
couldn’t  help  them  because 
they  wouldn't  take  the  medi- 
cine or  follow  my  recommen- 
dations” (6). 

By  Armistice  Day,  No- 
vember 11,  1918,  the  worst  of  the  in- 
fluenza epidemic  had  passed,  having 
claimed  more  than  22  million  lives 
worldwide  — twice  the  casualties  at- 
tributed to  World  War  I (5). 

“People  in  those  days  were  so  help- 
less when  an  epidemic  hit,”  said 
Rudolph  Goettsche,  MD,  who  prac- 
ticed in  the  eastern  Panhandle  of  Texas 
in  the  late  19th  and  early  20th  cen- 
turies. “It  was  a sad  experience”  (7). 


San  Angelo  sanitarium  for  tuberculosis  patients 

TMA  LIBRARY  HISTORY  OF  MEDICINE  COLLECTION 

invisible  germs  to  Germans.  US  Sur- 
geon General  Rupert  Blue  called  for  a 
ban  on  large  public  gatherings,  and 
many  cities  required  passengers  to 
wear  masks  on  buses  and  trollies. 

Though  medical  science  had  ad- 
vanced from  the  days  of  bloodletting 
and  imbalanced  humors,  a cure  for  in- 
fluenza proved  elusive.  The  afflicted 
and  fearful  sought  relief  in  a variety  of 
home  remedies,  including  such  mea- 
sures as  red-pepper  sandwiches,  vine- 
gar packs  on  the  stomach,  or  slices  of 
cucumber  tied  to  the  ankles.  One  su- 
perstition held  that  sleeping  with  a 
shotgun  under  the  bed  would  draw 
out  the  fever. 


Nurses  care  for  a young  flu  victim. 
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Though  such  “granny  cures”  were 
generally  harmless,  they  sometimes  in- 
terfered with  a doctor’s  ability  to  help 
the  patient.  “Whenever  I was  called  to 
see  any  of  the  ignorant  ones,  regardless 
of  how  much  they  thought  of  me,  I 

Carbolic  steam  atomizer ; c 1891 , from  the 
TMA  Library  History  of  Medicine  Collection 
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ITH  the 
advent  of 
powerful 
antibiotics 
and  mod- 
ern diag- 
nostic tools,  medicine  entered  a new 
era.  Improved  nutrition,  modern  sani- 
tation, and  public  health  education 
eliminated  many  of  medicine’s  old  en- 
emies. From  the  end  of  the  influenza 
epidemic  of  1918  to  the  early  1980s, 
no  new  epidemic  appeared  to  chal- 
lenge modern  doctors.  Had  science  fi- 
nally conquered  infectious  disease? 

When  AIDS  first  appeared,  the  re- 
action was  low-key.  “There  seemed  no 
reason  to  believe  when  AIDS  arrived 
on  the  scene  that  we  would  not  trans- 
fix it  with  our  divining  needles,  lyse  it 
with  our  potions,  swallow  it  and  di- 
gest it  in  the  great  vats  of  eighties 
technology,”  wrote  Abraham  Vergh- 
ese,  MD,  in  My  Own  Country  (8). 

Like  their  ancestors  who  fought  yel- 
low fever,  cholera,  and 
smallpox,  20th- 
century  physi- 
cians are  now 
faced  with  a dis 
ease  for  which 
there  is  no  cure. 
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The  paradigm  has  shifted.  “It  creates  a 
lot  of  frustration  in  the  physician,” 
said  David  Wright,  MD,  of  Austin. 
“You  want  to  do  something.” 

In  addition  to  AIDS,  so-called 
“biblical”  diseases  have  reemerged, 
particularly  along  the  Texas-Mexico 
border.  Immune  systems  weakened  by 
AIDS,  immigration,  and  crowded,  un- 
sanitary living  conditions  have  con- 
tributed to  the  rise  in  tuberculosis 
cases.  And  new,  drug-resistant  strains 
of  TB  have  developed.  Doctors  treat- 
ing TB  patients  have  been  confronted 
with  issues  such  as  prejudice,  poverty, 
and  calls  for  quarantine  — issues  faced 
by  physicians  in  previous  centuries. 


Experimental  consumption  home 

ARCHIVES  DIVISION,  TEXAS  STATE  LIBRARY 

Doctors  who  have  been  trained  to 
treat  illnesses  and  cure  disease  now 
find  themselves  looking  at  their  roles 
differently.  “You  have  to  ask  yourself, 
what  are  the  other  things  you  can  do 
as  a doctor  instead  of  just  writing  a 
prescription?”  said  Dr  Wright. 
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LTHOUGH 
none  of  us 
would  wish 
for  a return 
to  the  days 
of  leeches  and  calomel,  doctors  today 
find  themselves  combining  modern 
science  with  some  very  old  practices. 
“ The  old  doctor  drew  on  his  powers  of 


observation  to  practice  medi- 
cine," wrote  Dr  Tatum  of  his 
turn-of-the-century  practice.  “He 
didn’t  use  a stethscope  [sic]  either, 
but  he  had  great  powers  of  obser- 
vation in  treating  the  sick"  (9). 

“Medicine  in  early  days  in- 
volved a lot  of  time  at  the  pa- 
tient’s bedside,”  Dr  Verghese 
commented.  He  believes  the 
“solid  presence  of  the  physician” 
is  a powerful  therapeutic  tool, 
one  he  uses  in  his  practice  today. 

Unlike  earlier  epidemics,  which 
usually  ran  their  course  in  patients  over 
a matter  of  months  or  even  days,  HIV 
affects  a person  over  a period  of  years. 
Like  Dr  Paschal  caring  for  tuber- 
culosis patients,  today’s  physician 
must  address  patients’  social  and 
emotional  needs,  as  well  as  their 
physical  symptoms. 

“It’s  important  to  realize  your 
role  may  be  to  just  try  to  help  the 
patient  maintain  hope,”  Dr  Wright 
said.  “Sometimes  that’s  more  im- 
portant than  medicine.” 

“Physicians  of  early  days  un- 
derstood the  distinction  between 
healing  and  curing,”  Dr  Verghese 
said.  “In  our  conceit  for  cure, 
we’ve  forgotten  about  healing.”  It’s  a 
distinction  AIDS  has  led  many  mod- 
ern doctors  to  recognize. 

But  with  such  close  involvement 
with  patients  comes  certain  risks. 
Many  of  44-year-old  Dr  Wright’s  pa- 
tients are  his  own  age  or  younger.  “You 
constantly  have  to  deal  with  your  own 
mortality,”  he  said.  “It’s  difficult  to 
confront  that  on  a daily  basis.” 

Historically,  many  doctors  divided 
their  time  between  medicine  and  other 
interests,  often  of  necessity,  since  19th- 
century  medicine  was  not  necessarily  a 
lucrative  profession.  Dr  Ashbel  Smith 
ran  a plantation,  served  in  the  military, 
and  was  a diplomat  and  legislator.  Dr 
George  Cupples,  in  addition  to  his  ac- 
tivities with  the  Texas  Medical  Associa- 
tion, served  in  the  military  and  as  a San 
Antonio  alderman  and  Bexar  County 
commissioner.  Dr  Tatum  farmed,  as  did 
Dr  Bryson. 


David  Wright,  MD,  counsels  a patient. 


JIM  LINCOLN 


Dr  Verghese  has  found  an  outlet  in 
writing  and  teaching,  while  Dr 
Wright  tries  to  keep  this  perspective: 
“I  ask  myself,  what  is  it  that  brought 
me  into  medicine  originally?” 

Despite  the  heavy  demands  of  car- 
ing for  HIV  patients,  Dr  Verghese  and 
Dr  Wright  agree  the  work  is  reward- 
ing. Like  earlier  physicians  who  nursed 
their  communities  through  frighten- 
ing epidemics,  they’ve  developed  close 
relationships  with  their  patients. 
“We’ve  been  enriched  by  this  experi- 
ence in  a way  that’s  difficult  for  others 
to  understand,  said  Dr  Verghese. 

“Patients  are  exceedingly  grateful,” 
Dr  Wright  said.  “They  know  that  you’re 
in  there  with  them  for  the  long  haul.” 
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Profile 


Dan  Bacon,  MD 

Medicine  and  all  that  jazz 

B v T E R I Moran,  Associate  editor 


ive  the  man  a horn,  a stage,  and  an  audience. 
Throw  in  a half-dozen  other  jazz-crazy  musicians 
and  a tip  jar,  and  you’ve  got  the  makings  for  a 
night  of  lively  entertainment,  New  Orleans  style. 
By  day,  family  practitioner  Dan  Bacon,  MD,  is  chief  of 
staff  at  Kerrville  V.A.  Medical  Center.  Come  weekends, 
you  might  find  this  trombone-playing  physician  rocking 
any  number  of  San  Antonio-area  festivals  with  Bandaid 
Jazz  Band,  a group  of  six,  mostly  medical  professionals 
who  have  been  performing  Dixieland  jazz  and  gut-bucket 
blues  together  for  more  than  15  years. 


“People  say  our  hand  is  very  unique,”  Dr  Bacon  said. 
“We  don’t  have  a leader,  we  don’t  use  any  music,  and  we  al- 
most never  practice.” 

For  Dixieland  jazz  musicians  like  Dr  Bacon,  band  re- 
hearsals seem  pretty  much  unnecessary  — at  least  judging 
by  one  of  his  gigs  at  a popular  San  Antonio  restaurant  this 
past  December.  Pinch-hitting  for  another  band  whose 
trombonist  had  gotten  sick,  Dr  Bacon  walked  on  stage 
with  five  total  strangers  and  one  old  friend,  and  launched 
into  a 2-hour,  flawless  set. 

As  the  band  enthusiastically  belted  out  such  standards 
as  “St  Louis  Blues,”  “When  the  Saints  Go  Marching  In,” 
and  “Basin  Street  Blues,”  for  all  practical  purposes  the 
packed  restaurant  became  a swinging,  Bourbon  Street  jazz 
club.  Twice,  Dr  Bacon  sang  lead  vocals. 

“The  music  carries  you  along  and  it  just  gels,”  Dr  Bacon 
explained.  “You  come  in  here  with  all  these  guys  you  don’t 
know,  start  playing,  and  within  minutes  you're  old  buddies. 

“Besides,  Dixieland  is  very  easy  to  play,  and  I did  prac- 
tice at  home  the  last  two  nights  getting  my  lip  up  for  this.” 

Dr  Bacon  credits  his  mother  for  instilling  in  him  a love 
of  music.  “She  was  your  classic,  church  piano  player,”  he 
said,  “and  she  was  excellent.” 

Making  the  leap  from  his  church-music  roots  to  Dix- 
ieland jazz  was  not  such  a stretch,  because  “nearly  all  the  old 
Baptist  and  Methodist  hymns  are  easily  converted  to  Dix- 
ieland. It’s  an  original  American  art  form,”  he  explained. 


Dixieland  is  a traditional  type  of 
jazz  that  began  in  the  South,  particu- 
larly in  New  Orleans  — the  birth- 
place of  jazz.  A good  number  of  stan- 
dard Dixieland  tunes  actually  are 
hymns,  such  as  those  played  in  New 
Orleans’  funeral  processions  and  in 
any  standard  Dixieland  set. 

Dr  Bacon  never  took  formal  music 
lessons.  He  first  picked  up  the  mel- 
lophone,  an  instrument  similar  to  the 
French  horn,  back  in  grade  school. 
But  he  switched  to  trombone  soon 
after  joining  the  school  band,  simply 
because  the  school  furnished  trom- 
bones. “I  just  never  did  quit  music  and  stayed  with  trom- 
bone all  the  way  through,”  he  said. 

San  Antonio  neurosurgeon  Jim  Story,  MD,  who  grew 
up  with  Dr  Bacon  in  Alice,  Tex,  says  his  friend  has  always 
been  fun-loving,  outgoing  — and,  a good  trombonist.  As 
teenagers,  the  two  sang  in  a vocal  quartet  and  played  horns 
in  their  high  school  band. 

“He  was  head  of  the  trombone  section  and  I was  head  of 
the  trumpet  section,”  Dr  Story  said.  “On  Sunday  nights, 
we’d  end  up  on  the  south  side  of  Alice  above  some  nice  lit- 
tle cantina  and  play  orchestra-style  music  in  our  little  jazz 
band.”  A music  scholarship  to  Texas  College  of  Arts  and 
Industries  at  Kingsville  — now  part  of  the  A&M  system  — 
put  Dr  Bacon  through  college,  where  he  studied  music  and 
pre-med,  and  played  with  The  Lamplighters,  Texas  A&I’s 
college  orchestra. 

He  moonlighted  in  jazz  bands  all  through  medical  school 
at  The  University  of  Texas  Medical  Branch  at  Galveston, 
with  a 1-year  reprieve  during  his  internship.  Then  he  joined 
the  Air  Force  and  formed  an  all-doctor  band  he  named  the 
Mad  Medics,  which  still  exists  today  in  Wichita  Falls. 

After  32  years  of  private  practice  in  Kerrville,  Dr  Bacon 
joined  the  staff  at  Kerrville  V.A.  Medical  Center,  partly  to 
accommodate  Bandaid  performances  and  partly  just  to 
ease  his  grueling  private-practice  schedule. 

“I  kept  seeing  everybody  die  around  me  — none  of  my 
colleagues  were  making  it  past  70,  and  1 was  getting  into 
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my  late  50s  and  figured  it  was  time  to 
make  a change.” 

Since  giving  up  private  practice,  he 
no  longer  worries  all  year  long  whether 
his  schedule  will  permit  him  to  play 
for  the  annual  Folk  Life  Festival  in  San 
Antonio  and  other  gigs.  “Now  I’ve  got 
nights  and  weekends  off,  and  I’m  hav- 
ing an  awful  lot  more  fun.” 

The  career  move  also  gave  him 
more  opportunities  to  pursue  his  other 
passion  — flying  airplanes.  In  the 
more  than  25  years  he’s  had  a pilot’s  li- 
cense, Dr  Bacon  says  he  hasn’t  accu- 
mulated much  more  than  200  hours  in 
the  air,  a third  of  which  he’s  chalked  up 
since  leaving  private  practice. 

“I’m  making  up  for  lost  time,”  he 
explained.  “But  I don’t  really  go  any- 
where when  I fly.  Mostly  I just  get  up 
in  the  air  and  tool  around.” 

Although  he  always  dreamed  of 
becoming  a real  pilot  and  a profes- 
sional musician,  Dr  Bacon  says  he’s 
content  having  music  and  flying  as 
hobbies.  “I  guess  I did  become  a real 
doctor  at  least.” 

But  choosing  medicine  wasn’t  a de- 
cision he  agonized  over,  he  says.  “No 
real  thought  went  into  it.  My  dad  just 
kind  of  suggested  it  one  day,  and  from 
then  on,  I was  going  to  be  a doctor  and 
never  considered  anything  else.” 

John  Marmor,  former  Bandaid 
banjo  player  and  Dr  Bacon’s  friend, 
describes  him  as  “your  typical,  old- 
time  country  doctor,  who  places  the 
care  of  his  patients  at  the  top  of  the 
ladder.” 

Mr  Marmor  will  tell  you  about  Dr 
Bacon’s  compassion  and  dedication  to 
the  needy  — about  his  many  overseas 


Dan  Bacon,  MD,  with  trombone,  enjoys  his  hill  country  retreat  near  Hunt,  Tex. 


medical  missionary  trips,  his  nursing- 
home  volunteer  work,  and  about  how 
he  was  instrumental  in  starting  a char- 
ity clinic  in  Kerrville  more  than  25 
years  ago.  But  Dr  Bacon  discusses 
such  things  with  reticence.  “I’m  not 
really  a testimonial-giving  type  guy,” 
he  said.  “But  the  clinic  has  been  a big 
thing  in  my  life  — 25  years  of  kids 
getting  immunizations  who  wouldn’t 
have  otherwise.” 


After  the  band  finished  its  last  tune 
that  night,  the  pinch-hitting  trom- 
bonist, a little  out  of  breath  but  with  a 
gleam  in  his  eye,  summed  up  how 
music  contrasts  with  medicine. 

“Music  is  a great  release.  It’s  kind 
of  like  having  the  best  of  both  worlds 
— you  can  be  a doctor  and  try  to  save 
the  world,  and  then  every  so  often 
you  get  to  go  out  and  be  a performer, 
a star."  ★ 
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Coming  to 
Annual  Session 


A star-studded  event  presented  by 
the  TMA  Foundation 

Friday,  May  19,  1995 

8 to  11:30  p.m. 

Loews  Anatole  Hotel,  Dallas 

$125  per  person,  includes  dinner 
($65  is  tax-deductible) 

Seating  is  limited 

Black  tie  optional 

Bid  on  first-class  silent  auction  items 
throughout  the  evening 

Proceeds  to  benefit  the  TMA/TMAA 
Domestic  Violence:  Start  the  Healing 
Now  education  campaign 

For  tickets,  call  (800)  880-1300, 

Ext.  1663  or  watch  for  advance 
registration  information 
beginning  in  January 


Medicine’s 


More  than  430 physicians  representing  every  state  and  virtually  every 
national  medical  specialty  society  participated  during  the  American 
Medical  Associations  4-day  policy-making  meeting  in  December  in 
Honolulu. 


Susan  Rudd  "Wynn , MD,  a Fort  Worth  allergist,  served  on  the  science 
and  technology  reference  committee. 


AMA  House  turns  attention  to 
managed  care  challenges 


The  threat  of  health- 
system  reform  still  commanded 
some  attention  at  the  American 
Medical  Association  House  of 
Delegates  meeting  in  December,  but 
the  here-and-now  problems  of  man- 
aged care  drew  the  most  debate. 

As  in  the  past,  the  voice  of  the  42- 
member  Texas  delegation  to  the  AMA 
was  strong  and  influential.  The  Texas 
delegates,  led  by  Chairman  George  G. 
Alexander,  MD,  Houston,  carried  15 
resolutions,  all  of  which  received  some 
level  ol  positive  action  during  the 
interim  session  in  Honolulu. 

Two  Texas  physicians  sat  on  refer- 
ence committees.  Susan  Rudd  Wynn, 
MD,  Fort  Worth,  was  a member  of  the 
reference  committee  that  considered 
science  and  technology  items;  J.  James 
Rohack,  MD,  College  Station,  served 
on  the  public  health  committee. 

More  than  430  physicians  repre- 
senting every  state  and  virtually  every 
national  medical  specialty  society  con- 
sidered 190  resolutions  and  92  board 
and  council  reports  on  topics  affecting 
medical  practice  and  the  public  health 
of  Americans  during  the  4-day  policy- 
making meeting. 

One  Texas  resolution  asked  the 
AMA  to  continue  its  support  for  the 
Patient  Protection  Act,  which  would 
offer  doctors  and  patients  due  process 
and  guaranteed  choice  under  man- 
aged care.  The  resolution  also  called 
for  the  AMA  to  support  efforts  on 
behalf  of  physicians  deselected  by 


managed  care  plans 
for  reasons  other  than 
quality,  to  evaluate 
the  impact  of  man- 
aged care  plans  on 
medical  care  quality 
and  ethics,  and  to 
identify  factors  that 
contribute  to  the 
escalation  of  health- 
care costs. 

The  majority  of 
the  resolution  was 
adopted,  along  with 
an  extensive  report 
from  the  AMA  Board 
of  Trustees  about  cur- 
rent trends  in  man- 
aged care.  The  report 
summarized  risks  and 
opportunities  for  phy- 
sicians and  patients 
and  presented  a de- 
tailed AMA  strategy 
for  managed  care  and 
the  private  sector.  It 
emphasized  profes- 
sionalism and  ethics, 
patient  and  physician 
autonomy  and  rights, 
and  practical  assis- 
tance to  physicians. 

Also  adopted  was 
the  essence  of  another  Texas  resolu- 
tion that  cautions  managed  care  plans 
about  using  board  certification  as  a 
sole  credentialing  tool  in  assessing  the 
quality  of  services  provided  by  indi- 
vidual physicians. 

A Texas  resolution  asking  the  AMA 
to  educate  patients  on  the  pros  and 
cons  of  managed  care  was  referred  to 


the  Board  of  Trustees  for  decision. 
The  resolution  also  called  for  a mem- 
bership poll  about  physician  attitudes 
towards  managed  care. 

The  delegates  took  action  on  numer- 
ous other  managed  care  resolutions, 
including  one  encouraging  managed 
care  plans  to  allow  residents  to  care  for 
patients  under  faculty  supervision. 
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PRIMARY  CARE  PHYSICIAN 
OPPORTUNITIES 


If  you  thought 
you  knew 
Humana  Health 
Care  Plans , take 
another  look. 

66 Humana  Health  Care  Plans 
makes  doctoring  easier.  Like 
most  of  you,  I became  a 
physician  to  practice  medicine. 

With  Humana,  1 don’t  have  to 
market  myself  to  referral  sources, 

I’m  spared  the  headaches 
connected  with  billing  and 
someone  else  takes  care  of 
administrative  details.  The  operational  support 
services  from  Humana  allow  me  to  manage  the 
business  of  providing  medical  care.  Through  the 
years  I have  been  exposed  to  a variety  of  practice 
situations,  with  each  situation  offering  its  share 
of  pros  and  cons.  What  I have  gained  with 
Humana  far  outweighs  any  sacrifice.  I have  been 
a Humana  provider  since  1983  and  I’m  still 
happy  with  my  decision. 9 9 

- Bellur  Ramanath,  M.D. 

Pediatrician 

West  Lakes  Health  Center 


The  dedicated  professionals  at  Humana  Health 
Care  Plans  would  like  to  work  along  with  you 
to  provide  quality  medical  service  to  our 
patients. 

Our  goal  is  simple:  To  make  the  administrative 
side  of  your  business  easier  and  faster,  allowing 
you  to  focus  on  what’s  really  important  - the 
critical  job  of  providing  quality  health  care. 

We  assist  you  by  providing: 

• Electronic  claims  submission 

• A simple  referral  process 

• Complete  staff-  clinical  and  clerical 


There’s  a new  spirit  of  partnership  at 
Humana  Health  Plan  San  Antonio ! 

For  Primary  Care  Physician  Opportunities,  please  contact 
Wally  Rich,  8431  Fredericksburg  Road,  Suite  370, 

San  Antonio,  TX  78229,  (210)  617-1041,  FAX:  (210)  617-1940 


■Humana* 

Health  Care  Plans 


Association  updates  policy 
on  health-system  reform 

Reflecting  a relaxed  concern  about 
health-system  reform,  delegates  devot- 
ed much  less  time  to  the  topic  than  at 
the  AMA  annual  meeting  in  June.  But 
they  did  push  through  an  important 
shift  in  AMA  policy,  deemphasizing 
universal  coverage  in  favor  of  an  incre- 
mental approach  to  reform. 

Based  on  part  of  a Texas  resolution 
and  a Board  of  Trustees  report,  the 
AMA  will  seek  an  incremental 
approach  to  reform  in  1995.  That 
approach  will  be  guided  by  patient 
care  needs  and  a set  of  priorities  that 
includes  insurance  reform,  medical 
savings  accounts,  tort  reform, 
antitrust  relief,  opposition  to 
Medicare  and  Medicaid  cuts,  and  sup- 
port for  the  Patient  Protection  Act. 

The  Texas  resolution  was  consid- 
ered along  with  a Board  of  Trustees 
report  that  called  for  the  AMA  to  con- 
tinue advocating  policies  that  put 
patients  and  the  patient/physician  rela- 
tionship at  the  forefront  of  attempts  to 
strengthen  the  health-care  system. 

Another  Texas  resolution  asked  the 
AMA  to  remain  unwavering  in  its 
commitment  to  keep  government  and 
other  third-party  payers  from  interfer- 
ing with  medical  decision-making. 

Also  at  the  suggestion  of  the  Texas 
delegation,  the  AMA  commended  the 
Association  of  American  Physicians 
and  Surgeons  for  its  lawsuit  challeng- 
ing the  secrecy  of  the  Clinton  Health 
Care  Committee. 

Action  on  other  Texas  resolutions 

The  House  of  Delegates  adopted  a 
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Texas  resolution  directing  the  AMA  to 
ask  Congress  to  prohibit  the  Health 
Care  Financing  Administration 
(HCFA)  from  recouping  payments 
from  physicians  or  patients  when 
Medicare  was  incorrectly  identified  as 
the  beneficiary’s  primary  insurer  more 
than  18  months  alter  initial  payment 
has  been  made.  The  resolution  also 
seeks  a HCFA  data  system  that  tracks 
the  insurance  status  ol  Medicare  ben- 
eficiaries and  provides  that  informa- 
tion to  medical  offices  in  a simple, 
timely  fashion. 

Actions  taken  based  on  other  Texas 
resolutions  direct  the  AMA  to: 

• Urge  HCFA  to  reevaluate  the  adequa- 
cy of  payment  for  sleep  studies. 

• Petition  the  federal  government  to 
suspend  the  limiting  charge  program 
for  injectable  drugs  until  HCFA  can 
develop  a better  system  lor  establish- 
ing payment  levels. 

• Ask  HCFA  to  rewrite  the  proposed 
Intermediate  Care  Facility/  Mental 
Retardation  Interpretative  Guideline 
for  Unnecessary  Drug  Regulation. 

• Seek  amendments  from  the  Accred- 
itation Council  for  Graduate  Med- 
ical Education  and  the  Residency 
Review  Committee  lor  Family  Prac- 
tice that  would  allow  family  practice 
residency  training  in  community 
settings. 

• Develop  strategies  to  keep  delegates 
fully  apprised  of  all  key  AMA  policy 
announcements. 

Several  Texas  resolutions  addressed 
the  internal  structure  of  the  AMA. 
One  discussed  the  role  of  the  AMA 


Former  TMA  President  Robert  M.  Tenery,  Jr, 
RID,  Dallas,  testified  about  the  importance  of 
independence  for  the  ARIA  Council  on  Ethical 
and  Judicial  Affairs,  on  which  he  serves. 

president  as  spokesperson  of  the 
AMA;  another  addressed  the  responsi- 
bilities of  elected  officers  and  the  exec- 
utive vice  president  of  the  AMA.  One 
Texas  resolution  called  lor  reaffirma- 
tion of  policies  about  AMA  Board  ol 
Trustees  meetings,  including  that  del- 
egates receive  adequate  advance  notice 
about  those  meetings  and  summary 
reports  of  the  actions  taken  at  them. 

The  House  also  acted  on  a Texas 
resolution  from  the  annual  AMA 
meeting  in  June.  Texas  physicians  had 
asked  the  AMA  to  study  the  feasibili- 
ty of  developing  its  own  scale  to 
replace  the  Medicare  resource-based 
relative  value  scale  (RBRVS). 
Although  considerable  support  for 
this  proposal  was  expressed,  the  dele- 
gates instead  chose  to  have  the  AMA 
continue  efforts  to  ensure  the  accura- 
cy of  all  RBRVS  components. 


Other  issues  merit  action 

Among  other  actions  taken  during  the 

meeting,  the  House: 

• Endorsed  a variety  ol  measures  to 
increase  medical  student  interest  in 
primary  care  and  to  encourage  physi- 
cian entry  into  underserved  areas. 

• Decided  that  the  AMA  ethics  coun- 
cil will  remain  independent  but  will 
seek  input  Irom  physicians  while 
developing  its  ethical  opinions.  The 
ethics  council  had  been  criticized  for 
being  out-ol-step  with  mainstream 
physicians  following  pronounce- 
ments on  approving  the  use  of  or- 
gans from  anencephalic  inlants,  bar- 
ring physician  treatment  of  family 
members,  and  barring  personal  use 
of  Iree  drug  samples. 

• Created  a seat  on  the  AMA  Board  of 
Trustees  for  a physician  younger 
than  40  who  is  not  a resident. 
(Residents  and  students  already  have 
slotted  seats  on  the  board.) 

• Opposed  any  federal  mandates 
requiring  physicians  to  determine 
the  immigration  status  ol  patients 
before  providing  medical  care. 

• Called  for  legislation  to  eliminate 
the  perlormance  ol  lemale  genital 
mutilation. 

• Asked  physicians  to  ensure  that  all 
children  younger  than  6 years  are 
screened  regularly  for  lead  exposure. 

• Added  “Saturday  night  specials”  to  its 
list  of  guns  that  should  be  outlawed. 

• Urged  physicians  to  be  more 
attuned  to  the  special  health-care 
needs  ol  lesbians  and  gay  men. 
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Dr  Charles  A.  LeMaistre  to  receive 
AMA  Distinguished  Service  Award 


The  American  Medical  Association 
Board  of  Trustees  has  selected  Charles  A. 
LeMaistre,  MD,  Houston,  to  receive  the  AMA 
Distinguished  Service  Award.  His  name  was  pre- 
sented to  the  AMA  House  of  Delegates  at  the  1994 
interim  meeting.  The  award,  which  recognizes  meritorious  service  in  the  sci- 
ence and  art  of  medicine,  will  be  presented  at  the  annual  meeting  in  June. 

As  president  of  1 he  University  ofTexas  M.D.  Anderson  Cancer  Center, 
Dr  LeMaistre  has  created  a center  of  unparalleled  achievement  in  cancer 
patient  care,  research,  teaching,  and  prevention.  A former  president  of  the 
American  Cancer  Society,  he  is  one  of  the  world’s  leading  authorities  and 
most  eloquent  spokespersons  on  the  dangers  of  tobacco  use. 

Dr  LeMaistre  was  nominated  by  the  Texas  Medical  Association  and  the  Texas 
delegation  to  the  AMA,  with  endorsements  from  the  Harris  County  Medical 
Society,  former  President  George  Bush,  former  Gov  Ann  Richards,  Mrs  Lyndon 
B.  Johnson,  C.  Everett  Koop,  MD,  and  Michael  E.  DeBakey,  MD. 


Dr  Laurance  N.  Nickey  honored 
with  AMA  public  health  award 


l 


aurance  N.  Nickey,  MD,  El  Paso,  has 
been  awarded  the  American  Medical  Associ- 
ation’s Dr  Nathan  Davis  Award  for  his  efforts  to 
promote  public  health  through  government  ser- 
vice at  the  local  level. 

Named  after  the  founder  of  the  AMA,  the  award 
recognizes  individuals  who  have  made  outstanding  contributions  to  the 
public’s  health  and  well-being.  Dr  Nickey  will  be  honored  during  cere- 
monies in  Washington,  DC,  in  February. 

Director  of  the  El  Paso  City  and  County  Health  Department,  Dr  Nickey 
also  chairs  the  Texas  Medical  Association’s  Council  on  Public  Health.  I he 
retired  pediatrician  is  widely  known  as  an  expert  on  health  issues  along  the 
Texas-Mexico  border  and  was  instrumental  in  the  creation  of  the  US- 
Mexico  Border  Health  Commission  last  year. 


TMA  leadership  conference 
to  explore  issues  affecting 
practice  of  medicine 


STATE  AND  NATIONAL  ISSUES 
affecting  the  practice  of  medicine 
now  and  in  the  future  will  be  the 
focus  of  the  Texas  Medical 
Association’s  1995  Winter  Leadership 
Conference.  “Managing  New  Dimen- 
sions’’ is  the  theme  of  the  conference, 
which  will  be  held  February  25  at  the 
Stouffer  Renaissance  Austin  Hotel. 

Representative  Bill  Archer  (R-Tex), 
newly  appointed  chairman  of  the 
House  Ways  and  Means  Committee, 
has  been  invited  to  discuss  what’s  in 
store  from  Congress  that  could  affect 
the  practice  of  medicine. 

Texas  State  Comptroller  John  Sharp 
will  address  medical  and  health  issues 
facing  the  state  in  the  current  legislative 
session  and  beyond.  Mike  McKinney, 
MD,  vice  president  and  national  med- 
ical director  of  the  National  Heritage 
Insurance  Company,  will  outline  how 
the  expected  move  to  managed  care  in 
the  Texas  Medicaid  program  will  affect 
physicians  and  patients. 

Other  featured  speakers  will  include 
F.  Warren  Tingley,  MD,  vice  president 
and  national  medical  director  of  the 
Travelers  Insurance  Companies;  Kirk 
B.  Johnson,  JD,  group  vice  president 
for  health  policy  advocacy  for  the 
American  Medical  Association;  and 
Charles  A.  LeMaistre,  MD,  president 
of  The  University  of  Texas  M.D. 
Anderson  Cancer  Center  in  Houston. 

A dawn  duster  session  with  TMA 
lobbyists  will  explore  key  issues  before 
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the  74th  Texas  Legislature  expected  to 
affect  physicians  and  patients.  An 
afternoon  panel  session  will  offer  vari- 
ous perspectives  on  managed  care,  and 
David  Hilgers,  fD,  an  Austin  attorney 
with  Hilgers  & Watkins,  will  present 
the  Philip  R.  Overton  Lectureship  in 
Medicine  and  the  Law. 

The  conference  is  approved  for  up 
to  6 credit  hours  of  continuing  med- 
ical education  in  Category  1 of  the 
AMA  Physician’s  Recognition  Award. 

Registration  is  free  for  TMA  mem- 
bers and  invited 
guests,  and  $100 
for  nonmember 
physicians.  For 
additional  infor- 
mation, contact 
TMA  at  (800) 

880-1300,  ext 
1346,  or  (512) 

370-1346. 


Representative 
Bill  Archer 


Texas  Comptroller  Mike  McKinney,  MD 

John  Sharp 


Kirk  B.  Johnson,  JD  F.  Warren  Tingley,  MD 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services,  Inc.,  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


W’e  are  a dedicated  group  of 

professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician’s  claim  history,  specialty 
or  previous  problems. 




Medical  Insurance  Services,  Inc. 


For  additional  information,  contact: 

Jim  Rubino,  Executive  Director 
Aberdeen  Medical  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd.,  Suite  900  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • PR  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 
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PRACTICE  FINANCING 


Available  for: 

> Leasehold  Improvements 

> Practice  Acquisitions,  Expansions,  Start-ups 

> $100,000+  with  no  Financials 


Working  Capital 
New  or  Used  Equipment 
Flexible  Payment  Programs 


MERICOM 


-A* 

^ A LEASING,  INC. 

To  apply  or  request  information  contact  John  or  Ron 

713/680-8822 
800/ 477 -LEASE 


t 


Commentary 

CME  by  the  dozens: 
Take  control  of  your 
continuing  education 

By  John  W.  Burnside,  MD 


File  Claims 
Electronically 


• to  multiple  carriers  and  benefit  programs 
• through  one  clearinghouse 
• at  no  cost  to  you 

For  more  information  on  how  the  Texas  Health  Information  Network™ 
can  simplify  your  office  administration  and  save  you  money,  call 

The  Helpline 
(214)  766-5480 


T E X A S 

HEALTH 

INFORMATION  NETWORK™ 


Administered  by  Him*  Cross  and  Blue  Shield  of  Texas,  Inc. 

Endorsed  by  Hie  Texas  Medical  Association  and  llie  Texas  Hospital  Association 


I AM  DUE  TO  APPLY  FOR  MY 
licensure  renewal,  and  I’m  short  a 
few  hours  of  continuing  education 
credit.  What  have  you  got  this 
weekend  that  I can  sign  up  for?” 

That  was  an  actual  request  our 
Office  of  Continuing  Education  re- 
ceived here  at  The  University  of  Texas 
Southwestern  Medical  School  recently. 
I’m  sure  that  other  physicians  will  be 
hurrying  to  complete  the  now  neces- 
sary 1 2 hours  of  formal  CME  for  reli- 
censure, but  there  must  be  a better  way. 

The  Accreditation  Council  for 
Continuing  Medical  Education 
emphasizes  the  requirement  for  a 
“needs  assessment”  for  every  program 
we  sponsor.  It  contends,  rightly,  that 
the  most  effective  continuing  medical 
education  (CME)  occurs  when  it  is  in 
response  to  the  specific  needs  of  the 
target  audience. 

We  rely  on  a variety  of  instruments 
to  help  us  conduct  these  assessments. 
We  may  use  public  health  data,  hospi- 
tal quality  assurance  reviews,  physi- 
cian surveys,  advice  from  our  own 
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Committee  of  Practicing  Physicians, 
and  other  professional  groups  to  point 
us  in  the  right  direction. 

I believe  that  there  are  some  other 
ways  that  you,  as  an  individual  physi- 
cian, can  decide  what  will  benefit  you 
in  your  practice.  What  I would  like  to 
suggest  is  a personal  inventory  that 
might  help  you  to  know  what  you 
need  to  know.  It's  based,  quite  simply, 
on  what  you  do.  Perhaps  some  of  the 
following  will  point  you  in  the  right 
direction  when  it  comes  time  for  you 
to  sign  up  for  some  CME. 

The  last  dozen  hospitalizations 

As  the  narrative  summaries  come  back 
to  your  office,  keep  a tally  of  the  dis- 
charge diagnoses.  Not  just  the  major 
diagnoses,  but  all  the  others  listed. 
You  will  know  the  major  ones  without 
a tally,  but  I'll  bet  you  will  be  sur- 
prised by  the  secondary  ones. 

If,  for  instance,  you  are  a cardiovascu- 
lar surgeon,  bypasses  and  valves  will  be 
obvious,  but  perhaps  you  note  that  many 
of  your  patients  are  diabetic.  Could  you 
do  a better  job  if  you  were  brought  up- 
to-date  on  diabetes  management? 

The  last  dozen  consultations 

Keep  a list  of  the  last  group  of  consul- 
tations that  you  asked  for.  Were  they 
to  the  same  specialty  group?  Did  the 
patients  have  procedures  done  that, 
with  a little  training,  you  could  do 
yourself? 

Also,  there  might  be  a CME  offer- 
ing in  that  specialty  that  will  allow 
you  to  better  understand  the  thera- 
peutic options  specialists  might  offer 
to  your  patients.  This  will  help  you 


know  when  to  refer  and  might  help 
you  understand  the  special  informa- 
tion that  the  consultant  might  wish  to 
have  during  the  initial  patient  visit. 

The  last  dozen  prescriptions 

Review  your  prescribing  habits. 
Especially  note  the  categories  of  pre- 
scriptions you  write  — analgesics,  nar- 
cotics, antibiotics,  hormonals,  antihy- 
pertensives, cardiovascular  agents,  etc. 
These  categories  might  well  point  you 
to  meaningful  CME  course  material. 

As  an  aside,  take  note  of  the  refer- 
ences you  make  to  your  Physicians’ 
Desk  Reference.  This  technique  indi- 
cated to  me  that  1 needed  more  formal 
information  on  the  several  new  classes 
of  antidepressants.  You  too  might 
stumble  on  a category  worth  investi- 
gating with  appropriate  CME. 

The  last  dozen  office  procedures 

What  do  you  do  in  the  office  in  the 
way  of  procedures?  It  may  be  Pap 
smears,  skin  biopsies,  stress  EKGs, 
sutures,  tubes  in  various  orifices,  and 
the  like.  Do  you  do  them  well?  Are 
there  new  tools  to  help  you  with 
them?  Are  there  other  procedures  that 
you  should  be  able  to  do?  Many  CME 
courses  now  are  offering  hands-on 
training,  and  a careful  selection  might 
make  you  a better  doctor. 

The  last  dozen  committee  meetings 

What?  Committee  meetings?  Yes. 
This  is  part  of  what  we  all  do  as  physi- 
cians. It  really  is  part  of  the  practice  of 
medicine,  but  we  tend  to  put  it  in  the 
category  of  good  citizenship  rather 
than  our  business. 


JOHN  MALIN 


IS  A VERY  LUCKY  MAN. 


He  represents  Mercedes-Benz,  the  finest 
AUTOMOBILES  IN  THE  WORLD.  AND  AS  YOUR 
SALES  REPRESENTATIVE,  HE  WANTS  TO  SHARE  HIS 
LUCK  WITH  SPECIAL  TMA  MEMBER  DISCOUNTS. 

BECK 

IMPORTS 

OF  TEXAS 

Exclusively  Mercedes-Benz 

2920  Alta  Mere  E)r.  Fort  Worth,  TX  7611 6 

817.244.8180 
Toll  Free  800.577.BECK 


ro  Remember 
Someone 
Special, 
Remember 
Your 

Foundation. 

TMA  Foundation 
Memorial  ami  Tribute 
Giving  Program 

To  make  a gift,  call 
(800)  880-1300,  Ext.  1663 
or (512)  370-1663. 


TMA  Foundation 


x as  musical  Association 
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YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth,  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 -3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al. , New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  etal.,  The  Journal  of  Urology  128: 

45-47, 1982. 
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AVAILABLE  AT 
PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 
Tenafly,  New  Jersey  07670 
(201  )-569-8502 
1-800-237-9083 


As  you  reflect  on  these  committees, 
you  may  well  find  that  there  are  educa- 
tional programs  that  will  allow  you  to 
do  the  work  with  less  effort;  under- 
stand the  dynamics  of  negotiating;  and 
see  committee  work  in  the  larger 
framework  of  hospital  medicine,  orga- 
nized medicine,  or  your  group  practice. 

CME  is  valuable  if  it  contributes  to 
any  aspect  of  your  profession.  Other 
things  that  fit  in  here  have  to  do  with 
economics,  coding,  office  manage- 
ment, information  retrieval,  comput- 
ers, and  the  like.  Don’t  groan  — get 
better  at  it! 

The  last  dozen  hours  of  CME 

Where  have  you  been  getting  your 
CME?  Think  about  the  last  formal 
meeting  (more  than  grand  rounds). 
Can  you  remember  the  topic  material? 
Can  you  think  of  a single  way  it  influ- 
enced your  practice?  I can  almost  hear 
the  silence. 

That  is  our  fault  in  CME  offices. 
Too  little  of  our  material  really  gives 
you  a large  measure  of  what  you  need. 
Still,  by  a careful  assessment  of  your 
last  forays  to  CME  meetings,  certain 
things  might  become  clear  to  you. 

• Was  the  meeting  what  it  was  billed  to 
be?  If  it  was  and  you  didn’t  benefit, 
the  fault  was  yours. 

• Who  sponsored  it?  Was  it  a medical 
school,  a specialty  society,  a national 
convention,  a drug  company,  or  a 
hospital? 

• Did  you  learn  best  by  lectures,  small 
group  discussions,  or  hands-on 
experience? 
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• Did  the  amenities  influence  your 
learning?  The  accommodations  for 
your  spouse  or  children,  as  well  as 
the  cost  of  travel  and  lost  office  time, 
are  substantial  circumstances  that 
can  influence  the  value  of  a CME 
offering  for  you. 

These  are  just  a few  ideas,  and  I’m 
sure  that  you  will  find  others  within 
your  particular  practice  setting.  The 
only  point  that  I really  wish  to  make  is 
that  you  should  take  control  of  your 
CME.  There  are  rich  offerings  around 
and  some  fine  programs  that  will  make 
your  professional  life  more  rewarding 
and  your  patient  care  better. 


John  W.  Burnside,  MD,  is  professor 
of  medicine  and  associate  dean  for  professional 
education  at  The  University  of  Texas  South- 
western Medical  School. 


Wanted: 

fascinating  physicians 

IF  YOU  OR  A PHYSICIAN 

you  know  leads  an  interesting 
life  outside  of  medicine,  Texas 
Medicine  wants  to  hear  from 
you.  The  magazine  is  seeking  can- 
didates to  be  the  subjects  of  profile 
articles  in  the  coming  year.  Please 
send  suggestions  to  Associate 
Editor  Teri  Moran,  Texas  Medicine , 
40 1 W 1 5th  St,  Austin  TX  7870 1 . 
Information  may  be  faxed  to  Ms 
Moran  at  (512)  370-1632. 


Prime-time  docs 

In  September  1994,  Texas  Medicine  reported  on  the  declining  image  of 
physicians  in  television  and  the  movies.  Since  then,  the  first  seasons  of 
two  new,  much-publicized  TV  medical  dramas  — NBC’s  ER  and 
CBS’s  Chicago  Hope — have  signaled  what  may  be  a change  in  that  trend. 
While  some  physicians  have  faulted  the  two  shows  for  inaccuracies  and  lack 
of  realism,  both  offer  the  public  largely  reassuring  views  of  physicians. 

Although  both  ER  and  Chicago  Hope  coincidentally  take  place  in 
Chicago  teaching  hospitals,  the  similarities  stop  there.  The  two  series  focus 
on  different  classes  of  physicians,  hospitals,  and  patients.  Ranking  in  the 
Nielsen  top  10,  ER , a frenetically  paced  show  with  a youthful  cast,  seems  to 
have  greater  appeal  with  a lay  audience,  and  physicians  have  commented 
that  it  is  the  more  convincing  of  the  two  series. 

ERs  protagonists  are  a group  of  young  residents  barely  scraping  by 
financially  and  emotionally,  zigzagging  from  one  trauma  to  the  next.  A life- 
saving procedure  becomes  a learning  opportunity,  personal  and  profession- 
al lives  meld  in  a sleep-deprived  state,  and  health  care  happens  in  a battle 
zone  atmosphere  of  an  urban  hospital  emergency  room. 

In  the  world  of  ER,  there’s  never  enough  — enough  qualified  staff, 
enough  equipment,  enough  time.  In  one  episode,  a mother  nearly  lets  her 
daughter  die  because  she  can’t  afford  asthma  medication.  In  another,  a man 
dies  of  congestive  heart  failure  because  no  donor  heart  is  available.  Like 
their  fictional  predecessors  in  M*A  *S*H  and  St  Elsewhere,  the  physicians  of 
ER  emerge  as  hero-doctors,  determined  to  give  the  best  medical  care  in  the 
midst  of  scarcity. 

The  more  luxurious  world  of  Chicago  Hope , in  contrast,  may  confirm 
laypersons’  worst  fears,  as  well  as  their  best  hopes,  about  physicians.  In  the 
cutting-edge  milieu  of  this  drama,  the  protagonists  are  established  surgeons 
practicing  far  away  from  the  emergency  room  war  zone. 

These  physicians  and  their  colleagues  are  well-heeled  and  confident, 
sometimes  to  the  point  of  arrogance.  A plastic  surgeon,  questioned  whether 
she  can  repair  a severe  cleft  palate,  replied,  “With  my  hands  and  my  salary, 

I can  do  anything.” 

The  complex  dramatic  issues  are  less  about  tangible  resources  than  they 
are  about  the  tangles  of  modern  life  and  a health-care  system  that  keeps 
physicians  from  doing  their  jobs.  Skilled,  powerful  professionals,  the  physi- 
cians of  Chicago  Hope  an  be  brought  to  the  brink  of  powerlessness,  unable 
to  save  the  lives  entrusted  to  them. 

In  his  showdown  with  an  HMO  representative  withholding  authoriza- 
tion for  brain  surgery,  a Chicago  Hope  neurosurgeon  offers  to  operate  free 
of  charge.  Ultimately  he  enlists  the  hospital’s  legal  counsel  to  be  permitted 
to  save  the  patient’s  life.  Fans  of  this  show  may  find  such  a victory  over  cost- 
containment  deeply  satisfying. 

— Sue  Brower,  PhD 
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A convention 
you 
in  mind  . 

All  the  CME...  all  the 
exhibits...  all  the  fun  under 
one  magnificent  roof 

Texas  Medical  Association 
128th  Annual  Session 
May  18-21, 1995 
Loews Anatole  Hotel,  Dallas 

Customize  the  meeting  to  fit 
t our  style: 

• More  than  250  hours  of  top-notch 
continuing  medical  education 

• State-of-the-art  medical  exhibits 

• The  latest  medical  developments 
from  experts  in  35  specialties 

And  there's  more  that  makes  the 
Annual  Session  design  unique: 

• Free  to  TMA  members 

• Reference  committees  that  welcome 
your  opinion 

• Networking  opportunities  for 
all  specialists 

To  fuid  out  more,  look  for  the  Annual 
Session  Advance  Program  in  your 
mail  in  mid-February  or  call 
TMA 's  Annual  Session  Departmental 
(800)  880-1300,  Ext.  1451  or  1452. 


session 


Medicine’s  View 


75  Years  Ago  in  Texas  Medicine 

February  1920 

A case  of  foreign  body  in  the  lung 

By  Sam  N.  Key 
Austin,  Tex 

THE  FOLLOWING  CASE  IS  REPORTED,  not  to  present  anything 
new  in  bronchoscopy,  but  to  demonstrate  the  necessity  of  making  an  x- 
ray  examination  of  every  person  who  swallows  a foreign  body.  A.B.,  a 
twelve  year  old  girl,  while  swinging,  suddenly  swallowed  a pin  which 
she  was  holding  in  her  mouth.  She  reported  this  to  her  mother,  but  as  she 
presented  no  symptoms,  no  cough  or  sense  of  discomfort,  the  incident  was 
not  viewed  with  much  alarm. 

It  is  characteristic  of  small  foreign  bodies,  even  though  they  pass  into  the 
lower  air  passages,  that  unusually  few,  if  any,  symptoms  develop  for  a vari- 
able period  of  weeks  or  sometimes  months.  This  is  responsible  for  many 
delayed  diagnoses  in  these  cases. 

Fortunately,  the  patient  came  under  the  observation  of  a competent 
Roentgenologist.  An  x-ray  examination  showed  the  pin  in  the  posterior 
branch  of  the  right  inferior  lobe  bronchus. 

Eight  hours  after  the  accident  the  patient  was  on  the  operating  table, 
and  under  ether-oil  colonic  anaesthesia,  the  pin  was  removed  by  oral  bron- 
choscopy. Even  in  this  short  time,  considerable  traction  was  necessary  to 
remove  the  pin,  as  the  edematous  wall  of  the  bronchus  hrmly  held  the  head 
of  the  pin.  What  would  have  been  a difficult  operation  was  made  relative- 
ly easy  by  the  early  diagnosis. 


( Texas  State  Journal  of  Medicine.  1920;  1 5(10):371) 
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Texas  Physicians’  Directory 


Allergy 

HEADACHE  & MIGRAINE  CLINIC 

(Rhinology-Allcrgy-Nutrition-Strcss) 

Established  in  1984  WE  TREAT  THE  CAUSE 

(Concept  of  treatment  outlined  &C  published  in  International  Rhinology  Supp.  2 1987) 
S.  Hoover  MD 

(Oro-Rhino-laryngologist-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recurrent  Headaches 
(namely:  Class,  Migraine,  Clusters,  tension,  premenstrual,  sinus,  everyday,  and  headache  of 
relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives,  muscle-relax- 
ants,  cafe-ergot,  methylsergide  nor  B Blockers 

1/45  N.  Frwy.  7324  SW  Frwy  @ Fondren 

1 50  W.  Parker  Rd.  Arena  Tower  II  #755 

Houston,  TX  77076  Houston,  TX  77074 

713  694-8188 
FAX  713  650-1941 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 

EDWARD  A.TALMAGE,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 
Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 
Spinal  Cord  Stimulatiom  Implants 
Intra-Thecal  Opiate  Delivery  Systems 
Thermography 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(713)  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

XOCHITL  B.  SANCHEZ,  MD 

Anesthesiology  — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 

Dallas,  Texas  75230  Answered  24  hours 


Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Avc.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane.  Suite  B 1 1 6,  Dallas,  Texas  75230; 

214  661-7010 


Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS 

George  F.  Cravens,  MD,  PA 
Thomas  R.  Donner,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  817  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

1319  Summit  Avenue,  Fort  Worth,  Texas  76102 
Telephone  (817)  336-0551 
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Ophthalmology 

LOUIS  M.ALPERN,  MD,  MPH,  FACS,  PA 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 


John  B.  Gunn,  MD 
Craig  C.  Callewart,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 


James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 
Kurt  W.  Rathjen,  MD 


Diplomate  American  Board  of  Ophthalmology  Orthopedic  Surgery 

Diseases  and  Surgery  of  the  Eye  Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  Bl  16 
Dallas,  Texas  75230;  214  661-7010 

2201  North  Stanton,  El  Paso.  Texas  79902;  915  545-2333 


Orthopedic  Oncology 


RICHARD  G.  BUCH,  MD,  FAAOS,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Fellowship  Trained  Orthopedic  Oncology 
Limb  Salvage  Surgery 

Musculoskeletal  Tumors,  Chronic  Infections,  Complex  Joint  Reconstructions 

5939  Harry  Hines,  Suite  530 
St.  Paul  Professional  Bldg.  II 
Dallas,  Texas  75235 
214  879-6299 


Orthopedic  Surgery 

W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-. 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 

>;  214  220-2468;  FAX  214  720-1982 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD,  Retired 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Suite  600,  Dallas,  TX  75235,  214-350-7500 


Samuel  M.  Bierner,  MD 
Charles  E.  Cook,  MD 
Kenneth  Driggs,  MD 
Kevin  Gill,  MD 
Phillip  M.  Graehl,  MD 
Joseph  G.  Jacko,  MD 
L.T.  Johnson,  MD,  FACS 
Richard  E.  Jones,  MD 


Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Charles  E.  Neagle  III,  MD 
James  L.  Ough,  MD 
Scott  O.  Paschal,  MD 
R.  Craig  Saunders,  MD 
Marvin  E.  Van  Hal,  MD 


2001  N.  MacArthur  Boulevard,  #540,  Irving,  TX  75061 , 214-254-8000 
Robert  E.  Bayless,  MD  Mark  S.  Greenberg,  MD 

Charles  E.  Cook,  MD  Marvin  E.  Van  Hal,  MD 

Bruce  M.  Faust,  MD  George  G.  Susat,  MD 

4333  N.  Josey,  Plaza  I-Suite  102,  Carrollton,  TX  75010,  214-492-1334 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 

9 Medical  Parkway,  Plaza  IV-Suite  308,  Farmers  Branch,  TX  75234,  214-241-5446 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 

3500  130,  Bldg  C #101,  Mesquite,  TX  75150,  214-682-1307 

Charles  Mitchell,  MD  L.  T.  Johnson,  MD 

1010  N Belt  Line  Road,  Suite  101 , Mesquite,  TX  75149,  214-288-4429 
Cary  Tanamachi,  MD  Terry  M.  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76201 , 817-545-2596 
R.  Craig  Saunders,  MD 

Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  210  226-2424 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80 per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of 5%  is  allowed  for  six 
months  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Denise  Kotson, 
TEXAS  MEDICINE,  401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the  month 
preceding  publication  month. 


54 


TEXAS  MEDICINE  ★ FEBRUARY  1995 


Texas  Medicine 


Classified  Directory 


Opportunities  Available 
Emergency  Medicine 

San  Antonio,  Texas  — Emergency  Physicians 
Affiliates  has  opportunities  for  qualified  emer- 
gency physicians  to  work  in  the  emergency 
departments  of  a prestigious  five  hospital  system. 
This  system  consists  of  Level  II  full-service  com- 
munity hospitals  with  an  excellent  medical  and 
nursing  staff,  double  and  triple  coverage,  and  ED 
dictation  system.  Fee-for-service  remuneration  of 
$155,000-$205,000  annually.  Applicants  must  be 
BC/BP  in  EM  or  a primary  care  specialty.  San 
Antonio  is  a great  place  to  live,  has  a culturally 
rich  environment,  and  you  can  enjoy  a relaxing 
lifestyle.  Please  send  CV  to  Tom  Tidwell, 
Emergency  Physician  Affiliates,  16414  San 
Pedro,  Suite  #355,  San  Antonio,  Texas  78232- 
0330  or  call  (210)495-9860. 


TEXAS:  Well  established  regional  group  has  opportunities 
available  in  EDs  ranging  from  12,000  to  50,000  visits 
annually.  Earn  the  industry’s  maximum  compensation  as  an 
independent  contractor  without  the  day-to-day  hassles  of 
managing  your  own  practice.  Send  CV  to  Emergency  Medi- 
cine Consultants,  PA,  1525  Merrimac  Circle,  Suite  107, 
Fort  Worth,  TX  76107;  or  call  (817)  336-8600. 


(800)  880-1395 

Get  the  latest  news  on  health 
and  medical  legislation  before 
the  Texas  Legislature.  The 
brief  recorded  message  is 
updated  each  weekday  at 
10:30  a.m. 

A service  of  the  Texas 
Medical  Association  Public 
Relations  Department,  in 
cooperation  with  the  Division 
of  Public  Affairs. 


HCA  Highland  Hospital 
Shreveport,  LA 
1 16  Bed  Facility 
ED  Annual  Visits:  9.000 
Needs:  full-time 

West  Houston  Medical  Center 
Houston,  Texas 
232  Bed  Facility 
ED  Annual  Visits:  13.500 
Needs:  part-time 

Val  Verde  Memorial 

Del  Rio,  Texas 

93  Bed  Facility 

ED  Annual  Visits:  16,000 

Needs:  Director,  full-time,  part-time 

Lewisville  Medical  Center  Hospital 

Lewisville,  Texas 

148  Bed  Facility 

ED  Annual  Visits:  20,000 

Needs:  full-time,  part-time,  Phy.  Asst. 

Brazosport  Memorial  Hospital 
Lake  Jackson,  Texas 
165  Bed  Facility 
ED  Annual  Visits:  20,000 
Needs:  full-time,  part-time 

McKenna  Memorial  Hospital 
New  Braunfels,  Texas 
1 18  Bed  Facility 
ED  Annual  Visits:  18,000 
Needs:  part-time,  Phy.  Asst. 


Angleton-Danbury  General  Hospital 
Angleton,  Texas 
64  Bed  Facility 
ED  Annual  Visits:  13.000 
Needs:  full-time,  part-time 

Hill  Country  Memorial  Hospital 
Fredericksburg.  Texas 
61  Bed  Facility 
ED  Annual  Visits:  7,000 
Needs:  part-time 

Knapp  Medical  Center 
Weslaco,  Texas 
180  Bed  Facility 
ED  Annual  Visits:  22,000 
Needs:  full-time,  part-time 

HCA  Medical  Care  Center  Hospital 
Houston,  Texas 
28 1 Bed  Facility 
ED  Annual  Visits:  4,000 
Needs:  Director 

Village  Oaks  Medical  Center 
San  Antonio,  Texas 
112  Bed  Facility 
ED  Annual  Visits:  17,000 
Needs:  part-time,  Phy.  Asst. 

Metropolitan  Hospital 
San  Antonio,  Texas 
273  Bed  Facility 
ED  Annual  Visits:  16,000 
Needs:  part-time 


The  Sterling  Healthcare  Group  provides  a highly  competitive  compen- 
sation. paid  malpractice  insurance  with  extended  coverage,  discounted 
disability  coverage  (30%  off  premium).  In  addition,  there  are  NO 
RESTRICTIVE  COVENANTS  in  our  agreements  with  Independent 
Contracting  physicians.  Please  contact  Pat  Smith  at  800-874-4053 
for  further  information  on  the  above  opportunities. 

We  look  forward  to  hearing  from  you! 


STERLING 

HEALTHCARE  GROUP 
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Emergency  Medicine 

TEXAS  EMERGENCY  MEDICINE  OPPORTUNITIES 

Vernon,  Texas 

Emergency  Medicine  opportunity  in  this  charming  town  located  just  northwest  of 
Wichita  Falls.  Hospital  ED  is  modern  facility  seeing  7,000  patients  per  year. 
Most  major  specialties  are  represented  and  back-up  is  outstanding  at  this  98-bed 
facility.  Approximate  annual  remuneration  begins  at  $110,880.  Professional  lia- 
bility insurance  can  be  procured  on  your  behalf.  Primary  as  well  as  intermittent 
physicians  are  needed. 

Midland  area 

Near  Midland.  Beautiful  hospital  built  on  a mountain.  Directorship  available. 
9,000  volume  ED.  Enjoy  flexible  scheduling  and  malpractice  insurance  procure- 
ment assistance.  Approximate  annual  remuneration  at  $141,120. 

West  Texas 

Emergency  Medicine  practice  opportunities  available  in  the  Panhandle  of  Texas. 
Volumes  range  from  2,000  to  45,000  with  remuneration  competitively  set. 

For  addition  information  on  these  as  well  as  other  opportunities. 

Call  today  or  send  your  CV  to: 

Cheryl  Armstrong 
Coastal  Emergency  Services,  P.A. 

3010  LBJ  Freeway,  Suite  1300 
Dallas,  Texas  75234 
(800)  745-5402;  FAX  (214)  484-4395 


Endocrinology 

OPPORTUNITY  AVAILABLE  IMMEDIATELY.  BC/BE 

Endocrinologist  to  join  a busy  Diabetes  and  Endocrinology 
practice  in  Texas.  2 major  universities,  2 major  hospitals. 
Good  family  environment  with  good  school  systems,  good 
climate,  growing  economy,  and  fringe  benefits.  Please 
respond  to  Ad  Box  829,  Texas  Medicine,  401  W.  15th  St., 
Austin,  TX  78701. 

Family/General  Practice 

AMARILLO  AREA:  Emergency  room  &C  clinic  opportuni- 
ties for  primary  care  physicians.  Full  and  part-time  flexible 
schedules.  Texas  license  required.  Residents  are  welcome  to 
apply.  Malpractice  coverage  available.  ANNASHAE  COR- 
PORATION, Healthcare  Management  & Staffing:  (800) 
245-2662. 


Well  established  Family  Practice  for  sale  in  Dickinson, 
Texas.  Please  contact  Dr.  Joseph  C.  Magliolo,  4020  Liggio, 
Dickinson,  Texas  77539.  Phone:  (713)  337-3511. 


**TEXAS — FAMILY  PRACTICE** 

BC/BE,  Unbeatable  opportunity.  Turn-key  situa- 
tion, no  expenses,  no  OB.  Modem  individual  clin- 
ic attached  to  hospital  and  nursing  home.  Income 
guarantee  available.  Excellent  quality  of  life  and 
schools,  excellent  working  environment  and 
housing.  Contact:  Jim  Blum,  Schleicher  County 
Medical  Center:  Eldorado,  Texas.  915-853-2507. 


Immediate  and  projected  openings  for  BC/BE 
primary  care  physicians  available  nationwide, 
with  a focus  on  the  South.  Specialty  needs 
include  Medical  Oncology,  Allergy,  OB/GYN, 
and  Dermatology.  Excellent  compensation 
packages  include  incentives,  marketing  sup- 
port, relocation  assistance  and  more.  Contact: 
Professional  Healthcare  Insource 
6900  Fannin,  Ste  240 
Houston,  TX  77030 
800-289-5902;  fax  (713)  790-9333 


GENERAL  PRACTITIONER,  1 1 2K  annual  tax  exempt, 
plus  family  housing,  travel,  liberal  vacation/seminar  leave, 
and  medical  coverage.  Immediate  openings,  Saudi  Arabian 
assignment.  Fax  CV  to:  916-868-1 827;  Tel:  916-868-1226. 


Historical  Community  in  South  Eastern  Arizona 

Actively  Recruiting  BE/BC  Primary  Care 
Physicians.  Rural  Area  Easy  Access  to 
Tucson/Phoenix  Metro  Areas.  Well  Supported 
Small  Office  Setting  Within  Hospital  Campus 
Area.  Give  Us  a Call  for  More  Information. 
Chris  Cronberg,  C.E.O. 

Northern  Cochise  Community  Hospital 
Willcox,  Arizona  85643 
(602)  384-3541 


FAMILY  MEDICINE  PHYSICIAN 

Board  Certified 

Needed  in  private  multidisciplinary 
practice  in  Humble,  Texas;  Excellent 
opportunity  for  Texas  licensed  physi- 
cian includes  benefit  package. 
Contact:  Georgia  Watts, 
International  Family  Medical  Center 
(713)  446-9333;  FAX  (713)  446-6143 


FP  physicians  needed  in  Dallas,  Ft. 
Worth,  Houston,  El  Paso,  Harlingen, 
McAllen,  etc.  Top  end  reimbursement, 
excellent  benefits.  1000’s  of  positions 
also  available  nationally.  Call  The 
Curare  Group,  Inc.  1-800-880-2028. 


OUTSTANDING  OPPORTUNITIES 
IN  FAMILY  PRACTICE  all  located  in  a 
community  nestled  amid  towering  pine 
trees,  gently  rolling  countryside,  lakes, 
rivers,  and  a wonderful  year-round  climate. 
A small  town  atmosphere,  low  cost  of  liv- 
ing, low  crime  rate-yet  close  to  big  city 
amenities.  Choose  your  referred  practice 
style.  Select  a solo  practice  with  coverage  or 
group  practice  with  unlimited  income 
potential  and  a generous  income  guarantee, 
or  if  you  prefer,  select  an  excellent  salaried 
position  with  benefits  assisting  a 360  bed 
regional  medical  center  in  the  establishment 
of  community  family  practice  clinics. 

Call  Sharon  Hirst  (800)  253-4116  or 
send  your  C.V.  to  Legacy  HealthCare 
Resources,  16415  Addison  Road, 

Dallas,  Texas  75248.  FAX  (214)  735-0525. 
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iily/General  Practice 

RESIDENCY  PROGRAM 
ASSISTANT  DIRECTOR 

.-king  a board  certified  family  physician 
ih  5 to  10  years  private  practice  experience, 
.-rested  in  information  systems,  curriculum 
1 elopment,  practice  management,  obstetrics 
!.l  working  with  family  practice  residents 
j students  in  a university  setting.  This 
redited  36  resident  family  practice  program 

■ in-patient  services  at  both  a large  private 
spital  and  a county  community  hospital, 
tgram  is  supervised  by  family  physicians 
1 is  anticipated  to  grow  regardless  of  the 
come  of  healthcare  reform.  Applicant  must 
alify  for  normal  obstetrical  privileges, 
mpetitive  salary  and  excellent  benefit  pack- 

■ Excellent  opportunity  for  someone  inter- 
ed  in  learning  skills  necessary  to  become  a 
idency  director.  Send  CV  to: 

Grant  Fowler,  MD,  Director, 
tsidency  Program,  Department  of  Family  Practice 
and  Community  Medicine 
Room  2.104,  MSB.  P.O.  Box  20708 
Houston,  TX  77225 

niversity  of  Texas  is  an  Equal  Opportunity  Employer. 
Women  and  Minorities  are  encouraged  to  apply. 


MILY  PRACTICE  PHYSICIAN  NEEDED  full- 
te  to  share  prime  office  space  in  North 
las.  B/E,  B/C  preferred:  HM0/PP0  affilia- 
n a plus.  Reasonable  Rent;  Excellent  Staff; 
lay/Lab/  and  Call  Coverage.  No  O.B.  Call: 
oriel  Fried,  MD  at  (214)  387-0155  or  mail 
l.  to:  Family  Medical  Center,  15111 
ston  Road,  Ste  103,  Dallas,  TX  75248. 


TRUCTOR/ASSISTANT  PROFESSOR  (full  time), 
lita  Falls  Family  Practice  Residency  Program,  an  affili- 
I The  University  of  Texas  Southwestern  Medical  Cen- 
' Dallas.  Must  be  board  certified  or  have  met  the  edu- 
nal  requirements  to  be  certified  by  the  American  Board 
imily  Practice.  Obstetrical  training  (or  experience) 
ed.  Duties  may  include  teaching,  direct  patient  care, 
research.  Send  C.V.,  cover  letter,  and  3 letters  of  refer- 
to  D.  Clifford  Burross,  MD,  Wichita  Falls  Family 
ice  Residency  Program,  1301  Third  St.,  Wichita  Falls, 
6301.  An  Equal  Opportunity  Employer. 

'TIN.TX  - FP  Directorship  for  community-based  pro- 
< Capitol,  University,  Highland  Lakes  area  ofTexas;  med- 
'chool  clerkship  affiliation;  full-time  position  with 
in/teaching/ research/direct  patient  care  opportunities; 
preferably  more  than  5 years  experience  in  a family  prac- 
esidency  program;  18-20  FP  residents  interact  in  munici- 
iospital  with  Internal  Medicine,  Ob/Gyn,  Surgery,  Pedi- 
and  Transitional  programs.  Salary/benefits  competitive, 
-t  CV/inquiries  to  Earl  Matthew,  M.D.,  Central  Texas 
ical  Foundation,  601  East  15th  Street,  Austin,  TX 
1 1 ; 5 1 2-480- 1 872;  FAX  5 1 2-477-8933. 


Physician  Opportunity  is  available  in  Dallas/Fort  Worth. 
Low  stress,  office  based  practice.  No  nights,  no  emergencies, 
and  no  hospital  work.  Paid  malpractice.  M-F,  8-5.  Lucrative 
salary  and  benefits.  Call  Lisa  Cole  at  1-800-254-6425,  or  fax 
CV  to  214-256-1 181. 

Physician  with  Texas  license  needed  to  work  in  a primary 
care  medical  clinic  on  the  campus  of  the  University  of 
North  Texas.  Experience  required  in  a primary  care  prac- 
tice. No  call  duty.  Excellent  benefits.  Salary  is  determined 
by  experience  and/or  certification  in  a primary  care  spe- 
cialty. Contact  Sheila  Moyer,  Director,  University  of  North 
Texas  Health  Center,  P.O.  Box  5158,  Denton,  TX  76203, 
817-565-2786.  Equal  Opportunity/Affirmative  Action 
Employer. 

PHYSICIANS  ASSIST,  5 yrs  exp.,  U S.  trained, 
licensed/certified,  50K  annual  tax  exempt,  plus  housing, 
travel,  transportation,  liberal  vacation  and  medical.  Saudi 
Arabian  assignment  immediately  available.  Fax  CV  to: 
916-868-1827;  Tel:  916-868-1226. 


AUSTIN,  TEXAS 

Family  Practice  Physicians-The  City 
of  Austin,  Texas/Travis  County  Health 
and  Human  Services  Department  has 
excellent  opportunities  for  Family 
Practice  Physicians. 

Austin  has  been  on  the  10  most  desirable 
cities  list  to  live  in  for  many  years  and 
always  receives  high  marks  in  the  quality 
of  life  issues-especially  environment, 
arts/entertainment  and  recreation.  We  are 
seeking  physicians  who  are  dedicated  to 
providing  community  health.  Will  be 
providing  care  in  Women's  Health, 
Pediatric,  and  Adult  in  one  of  our  com- 
munity based  clinics. 

Excellent  salary  and  benefits,  including 
paid  malpractice  insurance,  memberships 
and  CME  allowance. 

Contact:  Philip  Brown,  Recruiter 
2100  E.  St.  Elmo 
Austin,  TX  78744 
512-707-3288 
512-707-5403  FAX 
1-800-299-0265 
EOE/M/F/D 


Internal  Medicine 

Internal  Medicine,  Carroll,  Iowa  - Outstanding  profes- 
sional opportunity  for  an  internal  medicine  physician  in  a 
progressive,  safe  and  clean  community  of  10,000  located  in 
west  central  Iowa,  90  miles  from  Des  Moines,  Iowa  or 
Omaha,  Nebraska.  This  opportunity  is  available  for  either 
an  in-practice  internal  medicine  physician  or  the  internal 
medicine  physician  just  beginning  practice.  Excellent 
schools,  (Catholic  and  public),  quality  hospital  featuring  a 
radiation  oncology  center,  dialysis  center,  and  a new  32,000 
sq.  ft.  outpatient  addition.  Significant  income  potential 
available.  For  more  information,  call  Randy  Simmons,  Vice 
President,  at  1-800-382-4197  or  write  St.  Anthony 
Regional  Hospital,  South  Clark  Street,  Carroll,  LA  51401. 


BAYLOR  COLLEGE  OF  MEDICINE, 
DEPARTMENT  OF  MEDICINE  AND 
BEN  TAUB  GENERAL  HOSPITAL 

Are  seeking  a BC/BE  Internist  with  an  interest 
in  Emergency  Medicine  and  urgent  care. 
Responsibilities  include  patient  care,  housestaff 
supervision,  and  teaching.  Clinical  research  is 
encouraged.  Send  CV  and  letter  of  interest  to  J.L. 
Zimmerman,  MD,  1504  Taub  Loop,  Houston,  TX 
77030;  FAX  (713)799-1017. 

Baylor  College  of  Medicine  is  an  Affirmative 
Action/Equal  Opportunity  Equal  Access  Employer. 


UNIQUE  OPPORTUNITY  with  primary  care  group  to 
provide  hospital  inpatient  or  office  outpatient  services  for 
Baylor  University  Medical  Center  (depending  on  physician 
preference  for  hospital  or  office  practice).  Very  attractive 
compensation  package  includes  salary,  plus  benefits  and 
financial  incentives  to  promote  individual  achievement  and 
group  goals.  The  positions  require  NO  ON-CALL 
RESPONSIBILITY.  This  is  a physician-managed  group 
with  strong  Baylor  affiliation,  including  full  support  from 
subspecialty  attending  staff  and  administration.  For  addi- 
tional information,  contact  Brenda  Lancaster,  TPCA,  do 
EmCare,  1717  Main  Street,  Suite  5200,  Dallas,  TX  75201; 
214/712-2018. 


IM  physicians  needed  in  Dallas,  Ft. 
Worth,  Houston,  El  Paso,  Harlingen, 
McAllen,  etc.  Top  end  reimbursement, 
excellent  benefits.  1000’s  of  positions 
also  available  nationally.  Call  The 
Curare  Group,  Inc.  1-800-880-2028. 
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Locum  Tenens 


Practice  medicine  where  and 
when  you  want. 

CompHealth  locum  tenens  p <r^Cy 
brings  options  to  the  practice  \ 
of  medicine.  Options  like 
working  close  to  home. 

Working  full-time,  part  of  the 
year.  Working  across  the 
nation  while  you  decide 
where  you'd  like  to  settle 
permanently.  Or  working 
enough  to  stay  involved  in 
medicine  while  you  slow  down,  and 
live  it  up.  Practicing  medicine 
where  it’s  needed,  without  the 
administrative  burden  of  practicing 
on  your  own.  Explore  your  options. 


Call  us  today! 


Your  Health  Care  Resource 


800-328-3016 


4021  South  700  East,  Suite  300,  Salt  Lake  City,  UT  84107 


Take  another 


LOOK 


before  you  give. 


Before  you  give  to  a heart  organization,  make  sure  it's  the 
one  you  trust:  The  American  Heart  Association.  Since  1924 
we’ve  sponsored  lifesaving  education  programs  and  funded 
more  than  $1  billion  in  research.  Others  may  copy  us,  but 
they  can't  compare  to  our  heart  and  torch.  To  learn  more, 
contact  your  local  AHA  office  or  call  1-800-AHA-USA1 . 


American  Heart  Association 

Texas  Affiliate,  Inc. 


Inf  rim 


Physicians 


* 


In  Texas  since  1982’' 


Helping 

provide  continuity 
of  patient  care. 


Locum  Tenens 

\]^f  Permanent  Placemet 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/QYN 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Flan  ahead,  call  today l 

1-800-531-1122 

(formerly  PRN) 


TEXAS  MEDICINE 
CLASSIFIED  DIRECTOR 
DEADLINES 


it 


ISSUE 
April  1995 
May  1995 
June  1995 
July  1995 
August  1995 


DEADLINE 
March  1, 1995 
March  31, 1995 
May  1, 1995 
June  1, 1995 


June  30, 1995 


September  1995  August  1, 1995 
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OLOGIST  NEEDED  for  pleasant,  low-stress,  office 
practice  in  Dallas/Fort  Worth.  Mostly  diagnostic  neu- 
Lucrative  salary  plus  benefits.  Paid  malpractice.  Reg- 
Fice  hours.  No  call  and  no  weekend  work.  Please  call 

>le  at  1-800-254-6425  or  fax  CV  to  214-256-1181. 


Ob/Gyn 

TEXAS  - Rio  Grande  Valley  - BC/BE  OB/GYNs  needed! 
Subspecialty  support,  flexible  hours,  two-year  guarantee, 
comprehensive  benefits.  Fastest  growing  area  in  TX.  Uni- 
versity, diverse  cultural/recreational  activities.  Call  or  send 
C.V.  to  Jane  Vogt,  1-800-765-3055,  222  S.  Central,  Suite 
700,  St.  Louis,  MO  63105,  FAX  314-726-3009. 


OB/GYN  physicians  needed  in  Dallas, 
Ft.  Worth.  Houston,  El  Paso,  Harlingen, 
McAllen,  etc.  Top  end  reimbursement, 
excellent  benefits.  1000’s  of  positions  also 
available  nationally.  Call  The  Curare 
Group,  Inc.  1-800-880-2028. 


Pediatrics 

TEXAS  - Rio  Grande  Valley  BC/BE  Pediatricians 
needed!  Subspecialty  support,  flexible  hours,  two-year  guar- 
antee, comprehensive  benefits.  Fastest  growing  area  in  Texas. 
University,  diverse  cultural/recreational  activities.  Call  or 
send  C.V.  to  Jane  Vogt,  1-800-765-3055,  222  S.  Central, 
Suite  700,  St.  Louis,  MO  63105,  FAX  314-726-3009. 

Psychiatry 


BILOXI  VA  MEDICAL  Center  has 

openings  for  two  adult  psychiatrists  to 
practice  in  expanding  Psychiatry  Service. 
Must  be  Board  Certified/Board  Eligible.  No 
routine  after  hours  or  on-call  duties. 
Excellent  benefits  package.  Located  on  the 
beautiful  Mississippi  Gulf  Coast.  Contact 
George  Tipton,  M.D.,  Chief  of 
Psychiatry,  Biloxi  VA  Medical  Center, 
Biloxi,  MS  39531-2410;  601-867-2865. 
Dept,  of  Veterans  Affairs  is  an  Equal 
Employment  Opportunity  Employer. 


Radiology 


radiology  services 
TO  RURAL  HOSPITALS 


RADIOLOGY 


1-800-523-9955 


RAL  NEUROLOGIST  - Northeast  Texas;  long 
.hed,  respected  multi-specialty  group;  Immediately 
actice;  call  coverage  with  high  quality,  well-liked 
agists;  excellent  guarantee  and  long  term  potential, 
iding  benefits.  For  details,  call  Melissa  McMurrav, 
^65-3055. 


CLASSIFIED  ADVERTISING  CATEGORIES 


Alter.  & Immuno. 

Anesthesiology 

Cardiology 

Dermatology 

Emergency  Medicine 

Endocrinology 

Family/Gen  Pract. 

Gastroenterology 

Geriatrics 


Hematology 
Internal  Medicine 
Locum  Tenens 
Neonatology 
Neurology 
Neurosurgery 
Occup.  Medicine 
Ob/Gyn 
Oncology 


Ortho/Ortho  Surg. 

Otolaryngology 

Pathology 

Pediatrics 

Phys.  Med. /Rehab 

Plastic  Surgery 

Psychiatry 

Radiology 

Rheumatology 

Urology 


Entertainment 
Medical  Equip 
Office  Space 
Practices 
Property 
Travel 

Vacation  Homes 
Cont.  Education 
Business  & Financial 
Services 
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Radiology 


Radiology  Resources,  Inc.,  the  Locum  Tenens  and  Permanent 
Placement  specialists,  are  pleased  to  announce  the  expansion 
of  services  to  Atlanta  and  the  Southeast. 

New  offices  in  Atlanta,  under  the  direction  of  Bob  Kee,  region- 
al vice  president,  will  offer  the  same  services  and  new  innova- 
tions that  have  been  so  successful  in  Texas  and  the  Southwest. 

Radiology  Resources  now  offers  opportunities  in  Teleradiology, 
Comprehensive  Management,  Purchasing  of  Established 
Practices,  and  Partnerships. 

For  a personal  and  confidential  review  of  the  many  opportuni- 
ties available  to  you,  call  1-800-523-9955. 


Atlanta  Regional  Offices 
Bob  Kee 

680  Hillcrest  Road,  Suite  300 
Lilbum,  Georgia  30247 
404  923-7655 
Fax  404  923-7295 


Dallas  Corporate  Offices 
Elizabeth  Ice  & Niki  Nichols 
3466  Gillespie 
Dallas,  Texas  75219 
214  443-9955 
Fax  214  443-9960 


Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  I-800-284-4S60  / Houston  713-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  713-493-2234  & Associates 


B r o n s t e i n 


ATTN:  IPAs/LE AD  DOCTOR 
NETWORKS/PHOs/MSOs 


We  are  publishing  a national 
directory  of  physician  net  works. 
Please  submit  listing  info  to: 

AAPN  - 8255  NW  64  Street  - Miami, 
FL  33166  or  call  (305)  591-1935. 


U§TIN,  TEXAjg 


HI 

Sm, 


amily  Practice/Internal  Medicinb/4 
Pediatrics 

munitv  v- 

Ins  beautiful  lakes,  trees  & hill  country, 
ft  Voted  as  one  of  top  places  to  Uve  in  the  U.S. 
ft  Recrentkmal  amenities  lit  abundance. 
ftSuperior  educational  system  including 
University  of  "Ttexas, 
ftCharming  real  estate  at  a low  cost. 

Practice 


ftDynamic  group  opportunity. 

#No  practice  management  hassles, 
ft  Excellent  call  coverage. 
ftNo  buy-in  requirement. 

For  information  Cali  Donald  L.  Munford,  I 
I -800-23S-6745 

or  Fax  your  CV  to  (2 1 4)484-9048 


HOUSTON,  TEXAS 
ORTHOPEDIC  SURGEONS  AN 
GENERAL  PRACTITIONERS 
WANTED 

LUCRATIVE,  INDEPENDEI 
OPPORTUNITIES  IN  INDUST] 
AL  MEDICINE.  DIVERSE  cf 
AMENITIES,  GUARANTE1 
CASH  FLOW. 

CALL:  713-981-8184 
FAX:  713-981-8118 


DALLAS 

FAMILY  PRACTICE 
INTERNAL  MEDICINE  (BE/B 

Exciting  new  opportunity  for  fam 
practitioners/internists  to  staff  nei 
devfeloped  suburban  Primary  C 
Centers.  Base  salary  plus  incent 
bonus  and  comprehensive  benefit  pa 
age  offered.  Facilities  and  medi 
equipment  provided.  Fee-for-serv 
with  participation  in  managed  care  pla 

Please  forward  CV  to  Susan  Cogbi 
Physician  Recruiter,  Methodist  Hospi 
of  Dallas,  P.O.  Box  655999,  Dallas, 
75265-5999  or  call  (214)  947-4579. 
Fax:  (214)  947-4501. 
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Advertising  Directory 


Opportunities 


For  Excellent  Practice  Opportunities 

Contact  the  TEXAS  Specialists 


Endorsed  by  the 

TEXAS  MEDICAL  ASSOCIATION 


» Academic  Positions  (in 
Family  Practice  and 
Internal  Medicine) 
Cardiology 

Correctional  Medicine 
Dermatology 
Family  Practice 
Internal  Medicine 


Medical  Oncology 

Neurology 

Pediatrics 

Orthopaedics 

Physiatry  (PM  & R) 

Psychiatry 

Pulmonary  Medicine 
Urology 


Abelow  Insurance  and  Financial  Services  ..17 


Aberdeen  Medical  Insurance  Serv. 47 

American  Society  of  Bariatric  Physicians  . .63 

Americom  Leasing 48 

Apple  Medical  Leasing 5 

Autoflex  Leasing Inside  Front  Cover 

Beck  Imports  of  Texas 49 

Ciba-Geigy  9-10 

Coastal  Emergency  Services 56 

CompHealth 58 

Enrcare  Physician  Staffing  I 2,  58 

First  American  Home  Care after  32 

Freeman  & Cockerell 

Dermatopathology 12 

Humana  Health  Care  44 

Interim  Physicians 58 

Medical  Protective  Company  29 

Miller  Optical  Instruments 31 

NationsBank 19 

Palisades  Pharmaceutical 33 

Physician  Resource  Network 61 

Physicians  Unlimited 59 

Provider  Financial  Services  27 

Radiology  Resources  59,60 

Scott  & White Back  Cover 

Sharp,  Michael  8 

Siemens  Medical  Systems,  Inc 18 

Texas  Medical  Association  

Physician  Oncology  Education  Project  . .33 

Winter  Conference 6 

Texas  Medical  Association 

Insurance  Trust  I 

Texas  Medical  Liability  Trust 


Inside  Back  Cover 


The  Sterling  Group 55 

The  Texas  Health  Information  Network  . .48 

U.S.  Air  Force 28 

University  of  Oklahoma  Health 

Science  Center 63 

University  of  Texas  Southwestern  Medical 
Symposia  63 


Publication  of  an  advertisement  in  Texas  Medicine  is  not  to  be 
considered  an  endorsement  or  approval  by  the  Texas  Medical 
Association  of  the  product  or  service  involved. 


(210)  732-3332 
1-800-732-DOCS/3627 
Fax:  (210)  732-0730 
125  W.  Ashby  Place 
San  Antonio,  Texas  78212-5839 


PHYSICIAN  SEARCH  AND  PLACEMENT 
TEDICAL  PRACTICE  APPRAISAL  AND  BROKERAGE 
EDUCATIONAL  LECTURES 
PHYSICIAN  MANPOWER  NEEDS  ANALYSIS 
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Other  Opportunities 

WANTED:  Primary  Care  and  Specialty  Medical  Practices 

(Including  Cardiology,  Cardiovascular  Surgery,  Ob-Gyn,  Orthopedic,  Pediatrics,  and 
other  specialties)  FOR  PURCHASE. 

Investment  Banking/Venture  Capital  Firm  acquiring  10-20  physician  practices  in  1st  and 
2nd  Quarter  of  1995,  to  form  a company  that  will  comply  with  "Stark,"  to  go  public  in 
1995.  This  is  an  opportunity  to  be  part  of  a P.O.O.  (Physician  Owned  Organization).  The 
emphasis  is  on  Quality  and  Cost  Effective  care  through  integration  of  MD's,  Outpatient 
Surgery  Centers,  MRI  and  innovative  relationships  with  hospitals,  other  medical  ser- 
vices and  managed  care  companies.  Management  positions  and  investment  opportuni- 
ties are  available. 

Fax  information  on  your  practice  and  any  questions,  in  confidence  to  Leo  J.  Borrell,  MD, 
President,  Healthcare  Equity  Investors,  Tel:  (713)  464-1827,  or  call  for  more  information 
at  (713)  464-8450.  You  may  also  correspond  directly  to  Leo  J.  Borrell,  MD,  at  McFarland, 
Grossman  & Co.,  9821  Katy  Freeway,  Suite  540,  Houston,  TX  77024. 


Positions  Wanted 

Board  certified  IM  is  seeking  practice  in  Texas.  Avail- 
able June  1,  1995-  Prefers  Houston/Galveston  area.  Call 
(800)  880-1300,  Ext.  1403. 

Optometrist  desires  association  with  ophthalmology 
practice  that  plans  on  growth  and  diversification.  Strong 
therapeutic  and  primary  care  orientation.  Entrepreneurial 
practice  builder.  Prefers  North  or  East  Texas.  Direct 
inquiries  to  Ad  Box  826,  Texas  Medicine,  401  W.  15th  St, 
Austin,  TX  78701. 

FOR  SALE  OR  LEASE 

Office  Space 

DALLAS:  Newly  built  Medical  Office  space,  2400  square 
feet,  which  can  be  subdivided.  Located  at  the  intersection 
of  1-30  and  Beltline.  Easy  terms.  Contact  Michael  LedFord 
214-771-9001. 

Practices 

ENT  Practice,  SE  Houston.  Near  area  hospital  campus. 
Well  established  with  excellent  reputation  and  earnings. 
Doctor  will  stay  for  transition.  Telephone  Business  & Pro- 
fessional Associates  for  information  at  (713)  468-7198. 
TDH-1526. 

Medical  Practice  for  sale  (Houston,  TX)  - Grossing 
500K  with  potential  for  much  more.  One  of  best  locations 
in  town.  For  details,  call  Alex  Oria  at  713-499-2392. 

Medical  Equipment 

PHYSICIAN’S  ACCOUNTING  COMPUTER  FOR 
SALE.  Need  to  sell  immediately  - Versyss  DSPC,  P320 
printer  and  Mends  II  software  license.  Great  opportunity  to 
purchase  complete.  Please  contact  Michael  Phillips,  MD, 
(512)  451-8211. 

Used  Pathology  Lab  Equipment.  Negotiable  prices. 
Call  (214)  328-1300. 


NEW  MULTI-USER  MEDISOFT  SYSTEM  Fileserver, 
IBM  Compatible,  486Dx33,  Enhanced  Keyboard,  Super 
Vga  Monitor,  HP  Lazer  Printer  4L,  Multi-User  Medisoft, 
ICD9  software,  MS  DOS  5.0,  Windows  3.1.  Call  1-903- 
455-5654. 

ENT  MEDICAL  & OFFICE  EQUIPMENT  AVAIL- 
ABLE. Single  practice.  50%  current  price.  SMR  cabinets 
and  chairs,  microscope,  audiometer  & booth,  typewriters, 
copier,  filing  cabinets,  etc.  Leave  message.  (713)  332-1578. 

Business  and  Financial  Services 


Software  Package  for  IPAs 

(Lead  Dot  tor  Networks)  PHOs  & MSOs 
Claim  professing/U.R. /Capitation 
Payment/E. D. I.  & More 

FREE  DEMO  PACKAGE 

(Data  Processing  Services  Available) 

THE  CIAIM  PRO  (c) 

(305)  596-3135 


RELOCATING  TO  THE  DFW  AREA? 
NEED  INVESTMENT  PROPERTY? 

Are  you  in  the  market  to  purchase  residential  or 
commercial  real  estate  in  the  Dallas/Ft  Worth 
Metroplex?  If  so,  call  the  Real  Estate  Expert. 
Bruce  Hines,  Realty  Executives,  (214)  612-8000 

or  (800)  880-6981 


Legal  Services 


DISCIPLINE  PROBLEM* 

Attorney  with  1 5 years  experience  as  hear 
officer  and  trial  attorney  for  Board  of  Met 
Examiners  now  available  to  help  physic 
manage  their  problems  with  that  agenc 
their  hospital.  (512)  338-1 143. 

Not  Certified  by  the  Texas  Board  of  Legal  Specializa 

Travel  & Leisure 

Bed  & Breakfasts/Inns 

SANTA  FE  - MANZANO  HOUSE,  comfortable, 
furnished  adobe  homes,  available  daily/weekly.  H 
eastside  locations.  Accommodations  for  couples,  fa 
reunions!  Attractive  rates.  Brochure,  pictures  ava 
505-983-2054. 

Captivating  2 bedroom  native  stone  house  wi 

tub  on  screened-in  porch.  All  amenities.  Seclusio 
gance,  convenience  to  Kerrville.  210-257-7815. 

Cruises 

Join  TMA  members  on  a cruise  that  traces  the  hi; 
time  line  from  age-to-age  on  a 12-night  cruise 
Mediterranean  and  Adriatic  Seas.  This  voyage  will  ta 
from  Barcelona,  Spain  to  Venice,  Italy.  Departure 
June  5-18,  1995  and  September  9-22  (Continuing  h 
Education  offered  on  September  9 departure).  C 
Jeanette  Prentice,  (800)  880-1300,  extension  1565. 

Traveling  physicians:  Keep  watching  this  sectic 

a growing  list  of  special  “getaways.”  We  are  endea' 
to  provide  you  with  unusual  travel  opportunities  - 
the  luxurious  and  exotic  to  the  adventurous  and  ba 
priced!  Advertisers:  to  list  your  travel  buy  here,  a 
Advertising  Department  at  (800)  880-1300. 

Advertising  Rates  & Data  - Regular  classified  adw 
sells  for  $2.00  per  word,  minimum  25  words  or  $ 
issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  colum 
with  a one  inch  minimum.  A variety  of  typefaces 
and  borders  may  be  used  in  display  classified  ads.  Di 
are  available  for  display  classified  ads  5 inches  and  lar 

TMA  members  receive  a 10%  discount  for  advertisii 
Texas  Medicine.  Ad  box  numbers  can  be  substituted 
mal  addresses  upon  request  at  no  extra  cost.  Nai 
address  of  ad  box  number  listings  cannot  be  giv 
unless  specific  permission  to  do  so  has  been  give 
advertising  office  will  not  contact  ad  box  number 
except  by  mail.  Federal  laws  prohibit  references  i 
color,  religion,  sex,  national  origin,  or  age  unless  be 
occupational  qualifications.  Copy  deadline  is  the  Is 
month  (or  the  closest  business  day)  preceding  publ 
Send  copy  to  Denise  Kotson,  Classified  Manage 
Medicine,  401  West  15th,  Austin,  Texas  78701. 
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ducational  Opportunities 


m 

health 

SCIENCES  CENTER 

TEACHING.  HEALING.  DISCOVERING. 


22ND  ANNUAL 


CRITICAL 

CARE 


Medicine  Course 


March  4-9,  1995 
Marriott  Hotel 
Oklahoma  City,  Oklahoma 


Program  Directors: 

Paul  V.  Carlile,  M.D. 
Martin  H.  Welch,  M.D. 


Guest  Lecturers: 

Alfred  F.  Connors,  Jr.,  M.D.  - Pulmonology /Critical  Care  Medicine 

Case  Western  Reserve  University  School  of  Medicine 

L.  David  Hillis,  M.D.  - Cardiology 

University  of  Texas  Southwestern  Medical  Center 

Alan  H.  Morris,  M.D.  - Pulmonology/Critical  Care  Medicine 

University  of  Utah  School  of  Medicine 

Donald  D.  Trunkey,  M.D.  - Surgery/Critical  Care 

Oregon  Health  Sciences  University 

Sponsored  by  Department  of  Medicine 
College  of  Medicine 
The  University  of  Oklahoma  HSC 
and 

Veterans  Affairs  Medical  Center 
In  Conjunction  With: 

The  Department  of  Continuing  Education 


ntact:  Ms  Dora  Lee  Smith 
urse  Coordinator 
MOO-P.O.  Box  26901 
lahoma  Citv,  OK  73190 
15)  271-5904 

-reditation:  AMA,  AAFP,  AOA,  ACEP 
(48  Hours) 


For  45  years,  only  one  national  medical  special- 
ty society  has  been  teaching  physicians  in  all 
medical  specialties  how  to  treat  obesity  - The 
American  Society  of  Bariatric  Physicians 
(ASBP).  The  ASBP  teaches  how  to  treat  obese 
patients  and  not  obese  rats. 

COME  TO  ASPEN,  COLORADO,  MARCH 
30-APRIL  1,  1995  for  ASBP’s  Regional 
Obesity  Course.  Learn  the  clinical  and  business 
aspects  of  adding  bariatric  medicine  as  an 
adjunct  to  your  existing  medical  specialty  and 
how  you  can  successfully  treat  obesity  with  very 
low  calorie  diets,  safe  and  effective  pharmaceu- 
tical agents,  non-pharmaceutical  natural  agents, 
diet,  behavior  modification,  exercise,  group 
therapy,  etc.  Our  program  will  include  some  of 
the  leading  obesity  experts  in  the  world,  as  well 
as  clinicians  with  many  years  of  experience  in 
the  successful  treatment  of  obesity. 

For  program  and  registration  information,  or  to 
find  out  more  about  ASBP,  please  contact: 

American  Society  of  Bariatric  Physicians 
5600  S.  Quebec  St,  Suite  109A 
Englewood,  CO  80111 
Phone  (303)  779-4833  Fax  (303)  779-4834 


THORACIC  SOCIETY’S  1995  PULMONARY 

iRENCE:  Comprehensive  Review  and  Update. 
>-4,  1995.  Ten  credit  hours,  Category  I,  AMA 
is  Recognition  Award.  Contact:  Robin  Anderson, 
gram  Coordinator,  800-252-5864. 

NGER  CONTINUING  EDUCATION:  Basic 
s of  Psychopharmacology  Relevant  to  Daily  Prac- 
don  Preskorn,  MD  - February  25,  1995.  Clinical 
harmacology:  Antipsychotic  & Mood  Altering 
its  - 1995,  Ross  Baldessarini,  MD  - March  11, 
tegrated  Treatment  of  Anxiety  Disorders,  Jerrold 
im,  MD  - April  29,  1995.  CE  Credit:  6 hours. 
: Topeka,  Kansas.  Contact:  800/288-7377. 


SOUTHWESTERN  MED 


ADVANCED 

SEMINARS 


At  Zale 
Lipsby 
University 
Hospital 


Announcing  the  Second  in  a Series  of 
Advanced  Seminars: 

Advances  & update  of 
Musculoskeletal  Disorders  for 
Primary  Care  Physicians: 

A Didactic  & Skills  Symposium 

AAarch  2 5,  1 995  — Dallas,  Texas 


For  information,  contact:  Office  of  Continuing  Education 


2 1 d/648-2 1 66;  1-800/688-8678;  FAX  2 M/648-23 1 7 


SOLTHWESTERN 


An  equal  opportunity  institution 
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BackTalk 


Question 

What  is  your  greatest  barrier 
to  delivering  quality  health  care? 


«« 


loney.  The  cost  ot  health  care  has  gotten 
I ridiculously  high.  Right  now,  the  lower  mid- 
dle class  people  are  the  ones  who  are  hurting  the  most,  be- 
cause they  do  not  qualify  for  assisted  care  and  they  do  not 
have  insurance.  I’ve  seen  so  many  people  in  my  neighbor- 
hood do  without  medical  care  because  they  can’t  afford  to 
go  to  the  doctor  and  they  don’t  dare  go  to  the  emergency 
room.  I see  patients  practically  every  week  who  can’t  af- 
ford to  go  other  places  — I just  try  to  help  out.” 


Leon  Upshaw,  MD,  76 

gynecology ; semiretired,  Marble  Falls 


he  restrictions  of  some  managed  care  compa- 

*1  i 


nies,  because  the  level  of  services  they  provide 
patients  on  the  prevention  end  is  often  limited.  When  pa- 
tients are  denied  preventive  services,  they  can  become 
much  sicker,  and  then  you  have  to  put  them  in  the  hospi- 
tal with  only  limited  time  to  really  correct  the  problem.  I 
think  the  control  of  doctors  as  far  as  determining  what 
services  people  need  to  decrease  recidivism  and  to  decrease 
severe  illnesses  is  one  major  barrier.” 


**N  y biggest  barrier  in  practicing  medicine  is 


I’m  lazy.  I don’t  like  expending  energy  oi 
those  events  that  occur  between  the  service,  when  you 
tually  look  after  somebody,  and  when  you  get  paid  fo 
all  sorts  of  approvals,  preapprovals,  people  checking 
you,  running  an  office,  negotiating  contracts  with  HN 
and  PPOs,  dealing  with  government  regulators,  and 
ting  paid  by  the  patient  or  the  insurance  company.” 


David  Starr,  MD,  48 

vascular  surgery ; Georgetown 


««T  wo  things  concern  me.  One  is  the  emergent 


HMOs,  and  the  other  is  governmental  in 
ence  in  medicine.  I think  the  trend  in  HMOs  with  cap 
tion  more  and  more  is  going  to  be  to  cut  corners  as  ; 
tighten  budgetary  reigns,  and  I think  that  is  going  ti; 
duce  quality.  A close  second  is  governmental  influence 
the  same  reasons.  The  tendency  will  be  to  do  less.” 


Jimmy  McCoy,  MD,  52 

family  practice , Boerne 


Daryl  K.  Knox,  MD,  42 

pediatrics,  Bellaire 


urrently  it’s  paperwork,  filling  out  forms,  and 
having  to  run  medicine  as  a business.” 


Blake  O’Lavin,  MD,  53 

neurology,  Corpus  Christi 


ith  the  HMO  gatekeeper  theory,  if  I ha 
patient  with  a problem  such  as  a br 
mass,  I have  to  go  through  a primary  care  physician  tc 
erally  give  me  a number  before  I can  refer  her  on  to  a 
eral  surgeon.  That’s  real  burdensome  and  slow.  And  il 
primary  care  physician  disagrees  or  wants  to  hold  off,  i 
my  liability  is  extended  also.  I just  can’t  practice  the  w 
like  to,  and  it’s  frustrating.” 

Tim  R.Tarkenton,  MD,  52 

obstetrics  and  gynecology,  Mineral  Wells 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians'  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone.  We  welcome  suggestions  for  future  topics. 
Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX  78701,  or  fax  them  to 
(512)370-1632. 


64 


TEXAS  MEDICINE 


★ FEBRUARY  1995 


gaps'  a' 


E£i.2“  £S  !,><S  VO  o::m  ( aup.y 
«9AV  snsam-ie^j 
OVBO  xogf  Vclv3<j  m-|  «> 
W ,!■«  l ooqag  «*>  f U.ioj.  ( | «?□  j.0 

OOOO  KP8T4EO  <&tr: 


The  Texas  Medical  Association  has  endorsed  Autoflex  Leasing  for  its 
integrity,  superior  service  record  and  flexible  leasing  plans . Volume 
buying  power  gives  Autoflex  the  edge  over  other  companies  and  brings 
all  the  benifits  to  you. 

Call  now  for  more  information  about  our  many  programs  specially 
created  for  TMA  members  and  enjoy  the  rewards  of  an  experienced 
company  ready  to  deliver  your  new  car. 

Call  1 -800-634'  1 234  or  2 1 4-234- 1 234 . 
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What’s  the  Fuss? 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


Underwritten  by  The  Prudential  for 
15  years  (1969  -1994) 


The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


Texas  Medical  Association  Insurance  Trust 
401  W.  15th  Street,  Austin,  TX  78701 
PO.  Box  1707,  Austin,  TX  78767-1707 

1-800-880-8181 

Aus tin  370-1776  Houston  224-5309 
Fox  512-370-1799 


William  G.  Gamel,  M.D. 

Austin 

Past  President,  Texas  Medical  Association 


Recently,  there  has  been  a lot  of  talk  about  choice  and  portability  of  health  insurance  plans.  At  TMAIT  were  not 
quite  sure  what  the  big  deal  is.  TMAIT  has  offered  choice  and  portability  to  its  TMA  members  since  1955.  You 
choose  your  own  physician,  you  choose  your  own  hospital,  and,  if  you  change  your  practice,  change  employers,  or 
move  out-of-state,  you  take  your  TMAIT  insurance  with  you.  Isn’t  that  what  everyone  says  they  now  want? 


TMAIT  always  has  given  you  choice  and  portability.  TMAIT  always  will. 

We’re  part  of  your  health  care  team.  TMAIT  insurance  is  designed 
and  managed  by  TMA  physicians  for  TMA  physicians.  Since  1955. 


INSURANCE  COVERAGES  FOR  YOU, 
YOUR  FAMILY,  YOUR  STAFF 
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who  try  to  help  doctors  avoid  the  whole  mess. 
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How  do  patients  cultural  and  religious  beliefs  affect  medical  outcomes ? That’s  the 
subject  of  a symposium  during  TMA's  Annual  Session  on  May  19  in  Dallas.  See 
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Dear  Doctor: 

You  could  spend  a couple  of  valuable  weekends  doing 
what  we  can  do  in  minutes  with  one  phone  call. 


Call  us  today. 


Proud  be  eod.rs.d  b,  1 " 8 0 0"  8' APPLE"  8 

the  Texas  Medical  Association 

1-800-827-7538 


111  Lamar  Blvd.  East  • Arlington,  TX  7601 1 
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State  Capitol 
Guest  Quarters  Hotel 
TMA  Building 

Wednesday,  March  29, 1995 


■ lan  to  participate  in  this 
critically  important  legislative 
event  for  members  of  TMA 
and  the  TMA  Alliance. 

Activities  include: 

• Health  Fair  in  the  newly- 
restored  Capitol  rotunda 

• Legislative  briefings  by  Kim 
Ross  and  other  TMA  Public 
Affairs  staff 

• Materials  on  status  of 
current  legislation 
Visits  to  legislators  and 
aides,  morning  and  afternoon 

1 Box  lunches  and  debriefing 
at  noon 

1 Opportunities  for  CMS/CMSAj 
planned  receptions  for  your 
legislators,  to  be  arranged 
on  an  individual  basis 

For  more  information: 

(800)  880-1300,  Ext.  1328 
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TEXAS 

MEDICAL 

ASSOCIATION 

ALLIANCE 


• TELL  YOUR  FRIENDS  • 


i Texas  Medicine 

I Editor’s  Note 


The  Texas  Medical  Association’s  Board  of  Trustees 

is  in  the  midst  of  a major  undertaking:  studying  the  relevancy  of  the  associ- 
ation to  its  members.  Are  TMAs  current  goals,  strategies,  and  programs 
meeting  the  needs  of  Texas  physicians?  What  activities  should  be  added? 
Should  some  present  ones  be  dropped? 

In  late  January,  study  groups  completed  their  initial  reports  on  seven  broad 
areas  of  TMA  activities.  The  board  is  expected  to  consider  a final  report  this 
summer  and  to  make  recommendations  for  action  to  the  House  of  Delegates  in 
November  1995. 

Why  should  a nationally  recognized  association  be  considering  fundamental 
change  now?  Eighty-four  percent  of  the  practicing  physicians  in  the  state  are 
TMA  members  (the  highest  percentage  of  all  states).  TMA  also  has  the  largest 
medical  political  action  committee  and  largest  alliance,  and  it  offers  a host  of 
aggressive  advocacy  programs. 

TMA  leaders  wisely  have  chosen  to  study  relevancy  now,  from  a position  of 
strength,  to  avoid  any  potential  for  the  kinds  of  crises  already  facing  other  states. 
In  California,  Pennsylvania,  Florida,  and  elsewhere,  state  medical  associations 
are  seeing  membership  drop  and  financial  woes  rise.  I he  same  trend  is  happen- 
ing at  the  national  level,  as  the  American  Medical  Association  continues  to  lose 
market  share. 

Medical  associations  are  grappling  with  some  tough  issues:  managed  care, 
health-system  reform,  and  professional  liability  dilemmas,  to  name  a few.  I he 
enormous  changes  taking  place  in  the  medical  practice  environment  are  chang- 
ing what  physicians  need  from  their  medical  associations.  To  remain  relevant, 
those  associations  cant  continue  to  do  things  as  theyve  always  been  done. 

While  the  possibility  of  significant  change  is  certainly  at  the  core  of  TMAs 
current  relevancy  study,  we  cant  resist  pointing  out  that  1 00  years  ago,  the  asso- 
ciation was  undertaking  a remarkably  similar  endeavor. 

In  the  March  1895  issue  of  the  Texas  State  Journal  of  Medicine,  the  editors 
reported  on  the  work  of  a committee  charged  with  finding  ways  to  arrest  the 
steady  yearly  decline  in  association  membership  (see  “ 1 00  Years  Ago  in  Texas 
Medicine,  ”p  43).  The  committee  members  called  on  the  association  to  “promote 
scientific  research  and  investigation  in  the  profession,  with  a view  to  the  practi- 
cal application  of  the  great  principles  of  medical  science  to  the  daily  needs  of 
humanity  and  the  current  practice  of  the  physician. 

In  other  words,  TMA  should  stay  focused  on  practical  ways  to  meet  the  needs 
of  physicians  and  their  patients.  Sounds  like  solid  advice. 

Jean  Pietrobono 
: Managing  Editor 
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Letters 


More  resources  available  for 
sharpening  public  speaking  skills 


CONGRATULATIONS  ARE  IN 
order  tor  your  January  issue.  I was 
particularly  impressed  with  the 
article  “Address  tor  success”  by 
Karen  Kobylus  ( Texas  Medicine, 
January  1995,  pp  20-22).  Many  of  us 
consider  ourselves  to  be  accomplished 
and  credible  speakers  but  find  that  our 
audiences  hold  ditferent  opinions. 

The  resources  listed  in  the  article 
sidebar  were  helpful,  but  I would  like 
to  make  two  additional  recommenda- 
tions. Toastmasters  International  is  an 
organization  that  emphasizes  develop- 
ment ot  communication  skills  and 
provides  a triendly  environment  for 
working  on  one’s  speech-making  abil- 
ity. 1 also  recommend  the  National 
Speakers  Association  lor  those  who 
are  already  speaking  on  a more  formal 
or  professional  level. 

I have  found  both  of  these  organi- 
zations  to  be  excellent  resources  lor 
personal  growth  and  communication 
skills,  and  would  recommend  both  of 
them  for  any  aspiring  speakers! 

To  find  the  nearest  Toastmasters 
Club,  call  (714)  858-8255.  For  infor- 
mation on  the  National  Speakers 
Association,  call  (602)  968-2552. 

Kenneth  G.  Davis,  MD 

1915  N Frazier  St 
Conroe , TX  77301 


Physicians  must  take  the  lead 
on  practice  parameters 


WHILE  I AGREE  WITH  THE 
general  message  communicated 
in  the  article  “A  new  yardstick” 
( Texas  Medicine,  December 
1994,  pp  24-28),  I remain  concerned 
about  the  push  lor  practice  parameters 
and  protocols. 

I he  push  for  objective  measure- 
ment ol  what  an  organization  pro- 
duces may  make  the  group  more  effi- 
cient and  profitable,  but  may  do  so  at 
the  expense  ol  humanness  and  the 
need  for  individual  care. 

In  his  new  book  The  McDonaldiza- 
tion  of  Society,  George  Ritzer  explains 
the  effect  ol  this  drive  lor  efficiency  in 
all  ol  our  society,  particularly  in  medi- 
cine. While  this  type  of  “scientific  man- 
agement" does  have  beneficial  effects, 
the  negative  side  can  be  “assembly-line 
medicine,’  “McDoctors,”  decreased 
creativity,  and  deprofessionalization, 
leading  to  decreased  satislaction  among 
physicians  and  patients  and,  eventually, 
would  harm  quality  of  care. 

I encourage  all  of  my  colleagues  to 
be  involved  in  the  process  of  developing 
guidelines.  We  must  not  abandon  this 
process  to  nonmedical  personnel.  Most 
ol  all,  we  must  be  vigilant  and  mindful 
of  the  side  effects  that  could  harm  the 
future  of  sound  medical  care,  the  rela- 
tionships with  our  patients,  and  the 
health  of  our  profession. 

Scott  T.  Schams,  MD 

1328  Memorial  Dr 
Bryan , TX  77802 


Projects  aim  to  raise 
standards  of  typical  care 


AS  PRINCIPAL  CLINICAL  co- 
ordinator and  the  physician  in 
charge  of  the  cooperative  projects 
for  the  Texas  Medical  Foundation 
(TMF),  I would  like  to  inform  the 
Texas  Medical  Association  member- 
ship of  the  activities  ofTMF’s  Health 
Care  Quality  Improvement  Program. 

In  October  1993,  TMF  imple- 
mented its  fourth  Medicare  contract 
with  the  Health  Care  Financing 
Administration  to  assess  the  quality  of 
care  provided  to  Medicare  patients. 
Historically,  this  assessment  was  case- 
specific,  focusing  on  individual 
providers  and  concerns.  TMF’s  new 
contract,  the  Health  Care  Quality 
Improvement  Program  (HCQIP), 
dramatically  shifts  its  focus  toward 
looking  at  patterns  of  health  care 
rather  than  individual  cases.  Today, 
TMF  is  developing  and  sharing  infor- 
mation with  the  health-care  commu- 
nity that  will  lead  to  measurable 
improvement  in  the  care  provided  to 
Medicare  beneficiaries. 

The  most  important  aspect  of 
HCQIP  is  the  development  of  cooper- 
ative projects  to  help  improve  the  qual- 
ity and  cost-effectiveness  of  health  care 
by  bringing  typical  care  into  line  with 
best  practices.  These  projects  involve 
TMF  working  with  small  groups  in 
hospitals,  and  the  health-care  profes- 
sionals associated  with  those  hospitals 
(including  physicians,  nursing  staff, 
administration,  radiology,  lab,  and 
pharmacy)  collecting  and  analyzing 


VOLUME  91  ★ NUMBER  3 


7 


Letters 


Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a letter,  mail  or  fax  it  to  Texas  Medicine,  TMA, 
401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632. 
Please  type  letters  you  submit  for  publication,  and  keep  the 
length  to  400  words  or  less.  If  necessary,  you  may  include  a few 
references,  preferably  less  than  five.  Letters  are  published  at  the 
discretion  of  the  managing  editor  and  editorial  advisors,  and 
are  subject  to  editing  and  abridgment.  Letters  represent  the 
opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies 
of  the  Texas  Medical  Association. 


clinical  data  to  identify  opportunities 
lor  improvement. 

Topics  lor  cooperative  projects  are 
found  in  analysis  of  patterns  and 
trends  from  claims  and  review  data, 
practice  guidelines,  issues  of  interest 
and  consensus  for  providers  and  prac- 
titioners, and  literature.  One  example 
of  a project  currently  under  way  will 
measure  the  use  of  thrombolytics  and 
aspirin  in  patients  with  acute  myocar- 
dial inlarction  who  have  no  contra- 
indications to  these  medications. 

Once  clinical  data  Irom  a small 


number  ol  facilities  are  collected  and 
analyzed,  TMF  shares  the  data  with 
the  participants  and,  in  turn,  the  par- 
ticipants develop  improvement  plans 
to  enhance  the  quality  of  care  provid- 
ed. TMF  will  then  measure  the  effec- 
tiveness ol  the  implemented  changes. 

As  a physician,  you  have  an  interest 
in  the  success  of  cooperative  projects, 
as  well  as  an  obligation  to  your 
patients  to  participate  through  your 
hospital  affiliations.  As  you  support 
your  hospital’s  participation  in  coop- 
erative projects,  the  information  that 


will  be  learned  can  help  you  compare 
your  practice  patterns  to  best  prac- 
tices, ensuring  that  you  remain  com- 
petitive and  continue  to  provide  the 
best  possible  care  to  your  patients. 

TMF  is  interested  in  hearing  your 
ideas  for  cooperative  projects.  Please 
contact  me  at  the  address  below  or 
telephone  me  at  (800)  725-9216. 

Mark  Bing,  MD 

Texas  Medical  Foundation 
901  Mopac  Expressway  S,  Ste  200 
Austin,  TX  78746 


RUN  A SPECIAL 
PRACTICE. 

Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800'423-USAF 
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Texas  Medical  Association  and  Part  B News  present... 

Conquering 

May  1-2,  1995 
Marriott  Riverwalk 
San  Antonio,  Texas 


Strategies  for  Clean  Claims  and  Full  Reimbursement 


At  this  day-and-a-half  conference,  send  your 
whole  billing  team  to  find  out... 

Complete  Explanation  of  New  Billing  Policies: 

■ Learn  how  to  use  the  new  E&M  documentation  guidelines  to 
record  services  more  accurately  and  get  full  reimbursement 

■ Make  the  E&M  guidelines  easy  for  physicians  to  use  — 

10  practical,  tested  strategies 

■ Claim  payments  for  the  new  case  management  benefit 
Tested  Guidance  to  Boost  Your  Bottom-line: 

■ Reduce  denials  by  learning  to  link  I CD-9  and  CPT-codes 

■ End  consult/visit  confusion  with  bottom-line  advice 

■ Surgical  Balancing  Act:  Bill  the  best  codes  — while  avoiding 
charges  of  fraud 

Clever  Strategies  to  Lighten  Your  Workload: 

■ Boost  office  efficiency  and  make  claims-filing  a breeze  — 
a crash  course  in  superbill  design 

■ Work  better  with  your  carrier  — plus  get  useful  info  free 

■ And  much,  much  more 

TMA  Members  Save  $75  Off  Registration 


TexasMedical 

Association 


Accommodations 

The  San  Antonio  Marriott  River- 
walk,  located  9 miles  from  San 
Antonio  International  Airport,  is  the 
site  of  the  conference.  Call  reserva- 
tions at  (210)  224-4555  and  tell  them 
you're  with  "Conquering  Coding"  to 
take  advantage  of  special  rates  of 
$135  for  a single  or  double  room. 
Reservations  made  after  April  5 are 
not  guaranteed  at  the  special  dis- 
count rate. 

BONUS:  Take  home  over  100 
pages  of  power  coding  tactics 

With  your  registration,  you  get  a 
giant  "Conquering  Coding"  reference 
book.  It's  packed  with  dozens  of 
overheads,  session  outlines, 
exclusive  reimbursement  and  coding 
tips  and  much  more.  Your  whole 
staff  will  benefit  from  this  dynamite 
handbook. 


Free  Month  of  Part  B News  — 
just  for  attending 

All  conference  attendees  get  a free 
month  of  Part  B News,  the  leading 
independent  publication  devoted  to 
getting  your  fair  share  of  Medicare 
reimbursement  dollars. 


gfv'ES,  sign  me  up  for  TMA  and  Part  B News' 
"Conquering  Coding."  The  registration  fee  includes 
admittance  to  all  sessions,  lunch  on  Monday,  refreshment 
breaks  and  working  materials.  The  regular  price  is  $595, 
but  as  a TMA  member,  I pay  only  $520. 

Name/Title 


Company. 
Address 


City 

State __  zip 

Phone Fax 

□ Bill  my  organization  (must  pay  at  or  prior  to  meeting). 


© 


For  Fastest  Service 

call  our  Conference 
Coordinators  and  charge 
to  a major  credit  card. 

1-800-929-4824,  ext.  684. 


100% 

Money  Back 
Guarantee 

"Conquering  Coding"  will  give 
you  dozens  of  valuable  cod- 
ing and  billing  strategies  you 
can  put  to  use  in  your  practice 
to  cut  denials  and  earn  all  the 
reimbursement  dollars  you 
deserve.  If  you  decide  the  con- 
ference doesn't  help  your  prac- 
tice, let  me  know.  I’ll  refund 
your  entire  registration  fee  — 
no  questions  asked.  No  risk. 

Carol  Monaco,  Chairperson 


Our  General  Agents  are  full  time  employees  of  The  Medical  Protective  Company.  Like  the 
company  they  represent,  these  agents  work  exclusively  with  the  health  care  community  and 
are  experienced  in  both  medicine  and  the  law.  We  are  especially  proud  of  our  Texas  General 
Agents...  averaging  over  23  years  of  experience  in  professional  liability  protection. 

Extensive  training  and  experience  provide  each  General  Agent  the  expertise  to  help  you  avoid 
professional  liability  problems  and  to  offer  you  concise,  accurate  information  on  the  proper 
course  of  action  in  the  event  a suit  is  filed.  To  learn  more  about  how  Texas  Medical  Protective 
General  Agents  can  help  you,  contact  your  local  Texas  office... 

(800)  344-1899 
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iProfessiondl  Protection  Exclusively  since  !8E}S 


NEWSMAKERS 


Charles  M.  Balch,  MD,  executive  vice 
president  for  health  affairs  at  The 
University  of  Texas  M.D.  Anderson 
Cancer  Center  in  Houston,  received 
an  award  for  scientific  excellence  in 
medicine  from  the  American-Italian 
Foundation  for  Cancer  Research. 

George  T.  Bryan,  MD,  dean  of  medi- 
cine and  vice  president  for  academic 
affairs  at  The  University  of  Texas 
Medical  Branch  at  Galveston,  was 
honored  with  the  establishment  of  a 
scholarship  program  in  his  name. 

Retired  obstetrician-gynecologist  Ted 
H.  Forsythe,  MD,  received  the  Award 
of  Hippocrates,  the  highest  award  of 
distinction  of  the  Lubbock-Crosby- 
Garza  County  Medical  Society. 

Pathologist  David  N.  Henkes,  MD,  San 

Antonio,  was  appointed  to  the  Texas 
Radiation  Advisory  Board  by  former 
Gov  Ann  Richards. 

Neurologist  Joseph  Jankovic,  MD,  direc- 
tor of  the  Parkinson’s  Disease  Center 
and  Movement  Disorders  Clinic  at 
Baylor  College  of  Medicine,  was 
installed  as  president  of  the  internation- 
al Movement  Disorder  Society. 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership; election  or  appointment  to  an  office  of  or  honors  from, 
a national  or  state  organization:  or,  space  permitting,  recogni- 
tion at  the  local  level.  Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  editor.  Submit  items  for 
consideration,  with  photos  if  possible,  to  Denise  Kotson,  People, 
Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512) 
370-1632. 


George  T.  Bryan,  MD  Kenneth  Mattox,  MD 


Kenneth  Mattox,  MD,  a Houston  car- 
diovascular surgeon,  was  named  presi- 
dent-elect of  the  American  Associa- 
tion for  the  Surgery  of  Traumas. 

Gastroenterologist  Don  W.  Powell, 
MD,  chairman  of  the  department  of 
internal  medicine  at  The  University  of 
Texas  Medical  Branch  at  Galveston, 
was  named  Physician  of  the  Year  by 
the  Crohn’s  & Colitis  Foundation  of 
America. 

Pedro  A.  Rubio,  MD,  a Houston  gen- 
eral surgeon,  received  an  honorary 
membership  into  the  Association  of 
Surgeons  of  India. 

DEATHS 


James  M.  Fayle,  MD,  44;  Baytown; 
Baylor  College  of  Medicine,  1978; 
died  November  25,  1994. 

Luden  A.  Gutierrez,  MD,  61; 

Amarillo;  University  of  Nuevo  Leon 
School  of  Medicine-Mexico,  1968; 
died  November  23,  1994. 

Bob  L.  Lancaster,  MD,  60;  Fort 

Worth;  The  University  of  Texas 


Don  W.  Powell,  MD  James  C. Thompson,  MD 


Houston  oncologist  Philip  A.  Salem, 
MD,  received  the  Medal  of  Freedom 
from  Republican  members  of  the  US 
Senate  for  his  support  of  conservative 
ideals  and  principles  and  his  contribu- 
tions to  medical  research. 

Psychiatrist  Alan  Swann,  MD,  received 
the  1994  research  award  from  the 
Mental  Health  Association  of 
Houston  and  Harris  County. 

James  C.  Thompson,  MD,  professor 
and  chairman  of  the  department  of 
surgery  at  The  University  of  Texas 
Medical  Branch  at  Galveston,  was 
elected  president  of  the  Southern 
Surgical  Association. 


Southwestern  Medical  Center,  1961; 
died  December  6,  1994. 

Marta  H.  Lifschitz,  MD,  46;  Houston; 
University  of  Cordoba-Argentina, 
1971;  died  December  14,  1994. 

Alan  R.  Logan,  MD,  3 I ; Houston;  The 
University  of  Texas  Medical  School  at 
Houston,  1990;  died  November  3, 
1994. 
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Squeeze  play 

Patient  and  physician  rights  could  be  pushed  aside 
as  state  pursues  Medicaid  managed  care 

By  Ken  ORTOLON,  Associate  editor 


n November  30,  1994,  the  Senate  Health  and 
Human  Services  Committee  took  the  first  ten- 
tative steps  toward  moving  the  Texas  Medicaid 
program  to  managed  care.  The  move  was  dri- 
ven by  a desperate  need  to  reign  in  Medicaid  costs  and 
solve  a projected  shortfall  of  as  much  as  $2  billion  in  state 
funds  in  the  health-care  program  for  low  income  Texans. 


But  more  than  3 months  later,  neither  lawmakers  nor 
Medicaid  officials  seem  to  have  a clear  picture  of  how  the 
transition  will  be  accomplished  or  when.  And  that  is  begin- 
ning to  raise  great  concerns  among  the  physicians  who  will 
have  to  practice  medicine  under  the  new  system. 

“Medicaid  is  really  our  last  bastion  of  unregulated  fee- 
for-services,”  said  Joseph  S.  Bailes,  MD,  of  Dallas,  chair- 
man of  the  Texas  Medical  Association  Council  on  Legis- 
lation. “All  of  a sudden  they’re  going  to  convert  to 
some  type  of  managed  care  system.  Physicians 
who  practice  in  high-Medicaid  areas,  like  the 
Rio  Grande  Valley,  are  very  worried  that  a 
hospital  or  physician-hospital  organization 
will  come  in  and  get  a Medicaid  contract 
to  cover  all  the  beneficiaries  in  the  area. 

Those  physicians  who  have  been  the  tra- 
ditional Medicaid  providers  could  lose  a 
third  or  more  of  their  business  overnight.” 

That  is  an  extremely  likely  scenario  if 
managed  care  organizations  who  gain  Medic- 
aid contracts  are  allowed  to  get  away  with  the 
same  predatory  tactics  their  private  sector  counter- 
parts have  employed.  But  TMA  lobbyists  say  it  is  just 
too  early  to  tell  what  will  happen  with  the  Medicaid 
system.  Regardless,  TMA  is  ready  to  fight  for  the 
same  physician  and  patient  protections  in  Medic- 
aid that  it  has  advocated  in  the  private  sector. 


yond  that,  there  are  too  many  un- 
knowns out  there.” 

At  press  time,  the  State  Medicaid 
Office  had  neither  applied  for  the  fed- 
eral waivers  necessary  to  carry  out  the 
committee’s  directives  nor  sought  leg- 
islation to  grant  it  clear  authority  to 
do  so.  While  legislation  is  not  re- 
quired for  the  State  Medicaid  Office 
to  initiate  most  of  the  directives,  there 
is  speculation  that  State  Medicaid  Director  DeAnn  Fried- 
holm  will  not  undertake  such  a huge  step  without  it. 

Medicaid  officials  would  not  comment  on  what  direc- 
tion they  will  take  except  to  say  a waiver  will  be  sought 
eventually.  One  spokesman  for  the  Medicaid  program 


Which  way  do  we  go? 

“We  know  were  moving  into  managed  care,” 
TMA  Legislative  Affairs  Director  Alfred 
Gilchrist  said  of  the  expected  changes.  “But  be- 


1 
C 

< 

z 

>■ 

h 

H 

< 

2 


12 


TEXAS  MEDICINE  ★ MARCH  1995 


Legislative  Affairs  : 


called  rhe  waiver  a “done  deal,”  but 
said  it  is  premature  to  say  how  officials 
will  proceed  from  here. 

While  Medicaid  officials  make  up 
their  minds,  reports  are  that  the  US 
Department  of  Health  and  Human 
Services  is  taking  between  12  and  18 
months  to  process  waiver  requests. 
Twenty  states  already  have  waiver  re- 
quests in  ahead  ofTexas.  TMA  lobby- 
ist Connie  Barron  says  that  means  the 
conversion  to  managed  care  won’t 
happen  any  time  soon  — certainly 
not  in  time  to  be  a factor  in  the  legis- 
lature’s debate  on  how  to  solve  the 
Medicaid  shortfall. 

Robbing  Peter 

Even  if  a waiver  were  eminent  and  the 
state  on  the  verge  of  implementing  a 
statewide  program,  managed  care  is 
not  the  answer  to  Medicaid’s  budget 
problems.  Projections  are  that  in  the 
initial  phase-in  of  a managed  care  pro- 
gram, only  $35  million  would  be 
saved.  That  is  a far  cry  from  the  $1 
billion  to  $2  billion  the  state  is  going 
to  have  to  find  to  meet  1996-1997 
needs,  Ms  Barron  says. 

“The  bottom  line  is  it  will  save 
money,”  Ms  Barron  said.  “But  it  won't 
save  money  soon.” 

The  Senate  Finance  Committee  al- 
ready is  in  the  process  of  scrubbing 
the  Medicaid  budget  looking  for  other 
ways  to  solve  the  shortfall.  State  Sen 
John  Montford,  the  Lubbock  Democ- 
rat who  chairs  that  committee,  says 
the  job  of  balancing  the  Medicaid 
budget  won’t  be  easy  since  the  leader- 
ship of  both  the  House  and  Senate 
have  said  new  taxes  will  not  be  consid- 


| ered  this  session.  And  there  are  few  al- 
ternatives for  finding  the  money  in 
other  program  budgets,  he  says. 

“With  the  amount  of  demands  on 
this  budget,  it  would  be  strictly  rob- 
bing Peter  to  pay  Paul,”  Senator 
Montford  said.  “You’d  have  to  get  it 
from  prisons  or  education  or  some- 
where else.  I think  we  need  to  evaluate 
these  programs  on  their  own  merit 
and  try  to  make  them  work.” 

So  if  managed  care  can’t  be  imple- 
mented in  the  near  term  and  is  not  the 


“The  bottom  line 
is  it  will 
save  money. 
But  it  won’t 
save  money  soon.” 


solution  to  short-term  budget  woes, 
why  bother?  Because  the  state  has  to 
start  reigning  in  Medicaid  costs  if  it  is 
to  salvage  the  program,  and  managed 
care  is  a logical  place  to  start,  says 
Mike  Dabbs,  TMA  director  of  quality 
assurance  and  utilization  review. 

1 he  state  already  has  conducted 
two  Medicaid  managed  care  pilot  pro- 
jects and  both  have  proved  successful 
in  lowering  costs,  Mr  Dabbs  says. 
“ I hey’ve  both  been  successful  in  sav- 
ing money  and  in  getting  people  out 


of  the  emergency  rooms,”  he  said.  Ad- 
ditionally, both  have  reduced  the 
number  of  inpatient  hospital  days  for 
Medicaid  patients. 

The  first  project,  carried  out  in  Travis 
County,  involved  a traditional  health 
maintenance  organization  (HMO). 
Medicaid  contracted  with  Physician 
Corporation  of  America  (PCA)  to  ad- 
minister the  program,  under  which 
physician  fees  for  primary  care  were  cap- 
itated and  Medicaid  patients  were  as- 
signed primary  care  physicians  just  like 
private-sector  PCA  beneficiaries. 

The  second  program,  implemented 
in  the  Beaumont-Port  Arthur  and 
Galveston  areas,  was  a primary  care 
case  management  (PCCM)  model,  j 
Under  the  PCCM  model,  physicians  : 
continued  to  receive  regular  Medicaid  j 
fee-for-service  payments,  but  also  were  \ 
paid  an  additional  monthly  fee  for  pro-  : 
viding  a “medical  home”  for  Medicaid  : 
patients  and  managing  all  of  their  care.  • 

Mr  Dabbs  says  the  PCCM,  which  : 
had  higher  start-up  costs,  has  pro-  i 
duced  savings  in  the  2%  to  2.5%  j 
range.  1 he  HMO  model  has  project-  : 
ed  savings  of  about  4%,  he  says.  : 

Both  models  likely  will  be  em-  | 
ployed  if  managed  care  is  implemented  : 
statewide  in  Medicaid.  The  Health  and  j 
Human  Services  Committee  proposals  j 
direct  the  State  Medicaid  Office  to  seek  i 
a waiver  to  implement  the  HMO  : 
model  statewide,  but  also  to  use  the  j 
PCCM  model  in  areas  where  an  HMO  : 
is  not  feasible,  such  as  rural  areas.  t 

Who  is  Iggy,  anyway?  j 

Complicating  the  issue  of  which  | 
model  to  use  is  a third  proposal  that  J 
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goes  by  the  somewhat  ludicrous  name 
ofIGI,  pronounced  “Iggy.” 

In  addition  to  instructing  the  Med- 
icaid program  to  implement  an  HMO 
or  PCCM,  or  both,  the  Senate  commit- 
tee directed  Medicaid  officials  to  seek 
further  federal  approval  to  implement  a 
state-local  partnership  program,  or  in- 
tergovernmental initiative  (IGI),  that 
would  enable  the  state  to  maximize  its 
Medicaid  dollars  and  attract  additional 
federal  matching  funds. 

Under  the  IGI,  local  and  county 
entities  currently  providing  indigent 
health-care  services  outside  of  the 
Medicaid  program  would  be  asked  to 
turn  much  of  that  money  over  to  the 
state.  The  funds  would  be  used  to  in- 
crease the  state  contribution  to  Med- 
icaid and,  thereby,  to  gain  millions  of 
dollars  in  new  federal  funds. 

The  money  then  would  be  doled 
back  to  the  local  entities,  presumably 
along  with  a share  of  the  new  federal 
monies.  In  turn,  those  entities,  or  a 
board  comprising  representatives  of 
those  entities,  health-care  providers, 
and  others,  would  assume  responsibil- 
ity for  managing  Medicaid  services  for 
their  communities  or  regions. 

Mr  Dabbs  says  the  IGI  has  poten- 
tial to  enable  the  state  to  increase 
Medicaid  eligibility  for  all  categories 
of  recipients.  Currently,  the  Texas 
Medicaid  program  hardly  pays  for 
care  for  anyone  except  pregnant 
women  and  children.  Eligibility  for 
everyone  else  is  capped  at  income  lev- 
els lower  than  25%  of  the  federal 
poverty  level.  The  IGI  could  boost  eli- 
gibility for  those  groups  to  as  much  as 
75%  of  poverty,  Mr  Dabbs  says. 


In  fact,  Mr  Dabbs  says  the  IGI  ap- 
proach is  considered  by  many  as  vital 
to  saving  Medicaid  in  Texas. 

“There  are  aspects  of  the  Medicaid 
program  that  could  be  severely  in- 
jured if  the  IGI  is  not  accomplished,” 
he  said.  The  first  is  that  the  state  is 
going  to  lose  several  hundred  million 
dollars  in  federal  disproportionate- 
share  hospital  funds  this  biennium 
because  of  changes  in  federal  rules. 
That  money  has  been  going  to  hospi- 


“It  is  important  to 
make  sure  that  the 
traditional  Medicaid 
provider  is  not  going 
to  be  shoved  out 
of  the  process.” 


tals,  particularly  county  hospitals, 
with  disproportionately  high  Medic- 
aid patient  loads. 

“If  those  dollars  are  lost  without 
some  way  of  recapturing  them,  the 
state  of  Texas  could  be  in  deep  trou- 
ble,” Mr  Dabbs  said.  “That’s  what’s 
good  about  the  IGI.  The  IGI  actually 
would  allow  local  dollars  that  cur- 
rently are  being  expended  un- 
matched to  then  be  matched  with 
federal  dollars.  But  there  may  be 
other  ways  to  accomplish  that  goal,” 
he  added. 


Who’s  in  charge? 

That  all  sounds  very  positive,  but  Ms 
Barron  says  the  IGI  concept  has  raised 
some  valid  concerns.  Chief  among 
those  are  who  controls  the  IGI  and 
how  local  taxing  entities  might  react 
to  having  to  cough  up  some  of  their 
funding  for  the  state. 

“They  are  going  to  have  to  get  buy- 
ins  from  all  these  governmental  enti- 
ties,” she  said.  “That’s  going  to  be  a 
biggie.  What  happens  if  the  Harris 
County  Hospital  District  or  the  Dal- 
las County  Hospital  District  says  no? 
Do  we  move  ahead  with  only  those 
people  who  want  to  participate  and 
exempt  the  others?  It’s  all  very  vague.” 

Already,  Bexar  County  physicians 
have  reacted  negatively  to  the  idea  of 
having  the  local  hospital  district  run- 
ning Medicaid.  When  the  Bexar 
County  Hospital  District  recently  ap- 
plied to  run  a Medicaid  HMO  pilot 
program  in  conjunction  with  The 
University  of  Texas  Health  Science 
Center  in  San  Antonio,  local  physi- 
cians became  extremely  fearful  they 
would  be  cut  out  of  the  system. 

“There  were  concerns  that  Bexar 
County  Hospital  District  and  the 
health  science  center,  which  now  takes 
care  of  only  about  30%  of  the  Medic- 
aid patients,  were  going  to  form  an 
HMO  and  try  to  put  all  the  Medicaid 
patients  in  Bexar  County  into  it,”  said 
David  Shulman,  MD,  president  of  the 
Bexar  County  Medical  Society. 

“We  are  concerned  that  if  the  hos- 
pital district  is  able  to  form  a Medi- 
caid HMO,  many  of  those  physicians 
who  currently  are  taking  care  of  Med- 
icaid patients  will  be  cut  out,  Dr 


>4 


TEXAS  MEDICINE  ★ MARCH  1995 


Legislative  Affairs  ! 


Shul man  said.  “Also,  the  patients, 
themselves,  perhaps  will  be  disenfran- 
chised or  dislocated  from  the  physi- 
cians who  generally  take  care  of  them. 

State  Sen  Frank  Madia  (D-San  An- 
tonio) shares  that  concern.  Senator 
Madia  says  Bexar  County  physicians 
have  a strong  tradition  of  caring  for 
Medicaid  patients,  particularly  the 
physicians  who  practice  on  the  west, 
south,  and  east  sides  of  the  city  where 
the  heaviest  concentrations  of  Medi- 
caid recipients  live. 

“It  is  important  to  make  sure  that 
the  traditional  Medicaid  provider  is 
not  going  to  be  shoved  out  of  the 
process,”  Senator  Madia  said.  “Those 
physicians  have  not  been  networked 
into  the  existing  managed  care  plans.  I 
think  upwards  to  85%  don’t  belong  to 
any  managed  care  plans.” 

He  says  he  also  wants  to  protect  ac- 
cess to  care  for  indigent  patients,  who 
he  believes  will  not  see  doctors  in 
other  parts  of  the  city  — because  of 
lack  of  transportation  and  other  rea- 
sons — if  their  nearby  physicians  are 
forced  out  of  the  program. 

One  of  the  goals  of  changing  the 
Medicaid  system  is  to  provide  a med- 
ical home  for  Medicaid  recipients,” 
the  senator  said.  “A  lot  of  providers  al- 
ready are  providing  that  medical 
home.  I don’t  want  to  see  those  pa- 
tients displaced.” 

Toward  that  end,  Senator  Madia, 
who  serves  on  the  Health  and  Human 
Services  Committee,  offered  a motion 
to  incorporate  TMA’s  Patient  Protec- 
tion Act  principles  into  a Medicaid 
managed  care  program.  Those  princi- 
ples include  due  process  rights  for 


physicians  to  challenge  attempts  by 
managed  care  organizations  to  drop 
them  from  their  networks.  They  were 
approved  by  the  committee  with  only 
one  dissenting  vote. 

Senator  Madia  also  supports  allow- 
ing all  current  Medicaid  providers  an 
opportunity  to  remain  in  the  program 
for  at  least  3 years  if  the  conversion  to 
managed  care  takes  place.  Additional- 
ly, he  has  sought  to  resolve  the  Bexar 
County  physicians’  concerns  by  rec- 
ommending that  the  State  Medicaid 
Office  approve  two  pilots  for  San  An- 
tonio — the  hospital  district’s  HMO 
plan  and  a PCCM  or  other  model  to 
be  piloted  by  area  physicians. 

Rural  health  concerns 

Still  other  concerns  exist  if  managed 
care  is  indeed  the  future  of  Medicaid 
in  Iexas.  One  of  those  concerns  is  the 
fate  of  federally  qualified  rural  health 
clinics  (RHCs). 

Designed  to  encourage  physicians 
to  move  to  health-care  provider  short- 
age areas,  RHCs  are  threatened  by  the 
capitation  that  would  accompany  an 
HMO  plan.  Currently,  physicians 
working  in  RHCs  are  paid  on  an  en- 
counter, cost-plus  basis.  If  capitation 
is  imposed  before  those  clinics  recoup 
their  start-up  costs,  they  may  start 
closing  their  doors. 

At  least  one  proposal,  say  Ms  Bar- 
ron and  Mr  Dabbs,  would  give  the 
rural  clinics  a 2-  or  3-year  phase-in  pe- 
riod to  figure  out  how  to  compete 
under  the  new  rules. 

Both  Senators  Madia  and  Mont- 
ford,  whose  districts  include  some  of 
those  underserved  areas,  say  resolving 


the  rural  health  question  is  key  to  the 
entire  debate.  “I  simply  don’t  think 
managed  care  will  work  in  rural 
Texas,”  Senator  Madia  said. 

Finally,  the  myriad  concerns  that 
have  vexed  physicians  in  private-sector 
managed  care  plans  will  confront 
physicians  in  Medicaid,  says  Dr  Bailes. 

Among  those  concerns  almost  cer- 
tain to  be  present  in  the  Medicaid  ver- 
sion of  managed  care  are  the  mass  de- 
selections by  managed  care  plans  trying 
to  consolidate  their  patient  bases  across 
the  fewest  possible  physicians;  the 
“hold  harmless”  clauses  that  leave 
physicians,  but  not  the  managed  care 
companies,  liable  for  claims  if  needed 
care  is  denied;  and  the  endless  hassles  of 
getting  treatment  decisions  approved. 

“The  approach  here  in  Medicaid  is 
no  different  than  the  approach  in 
other  arenas,”  Dr  Bailes  said.  That  is 
why  1 MA  — with  the  help  of  Senator 
Madia  and  others  — sought  and  won 
approval  of  the  Patient  Protection  Act 
principles  in  the  Senate  committee. 
And  that  is  why  d MA  will  attempt  to 
raise  those  concerns  in  any  other  man- 
aged care  legislation  that  surfaces  in 
the  current  session. 

Medicaid  managed  care  seems  to 
have  taken  on  a life  of  its  own,  with 
the  idea  that  it  is  the  only  way  to  con- 
trol Medicaid  costs,”  Dr  Bailes  said. 
“Our  goal  is  to  make  sure,  to  the  ex- 
tent we  can,  that  physicians  have  input 
in  the  process  and  that  we  protect  both 
the  rights  of  physicians  to  care  for 
these  patients  and  the  rights  of  patients 
to  choose  their  own  physicians.”  ★ 
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Evaluating  & Treating  Daytime  Sleepiness: 

What  You  Need  to  Know  - A Primary  Care  Perspective 

May  6,1995  La  Mansion  del  Rio  Hotel,  San  Antonio 

Designed  for  the  primary  care  practitioner,  this  course  provides  an 
overview  and  practical  approach  to  diagnosis  and  treatment  of 
patients  with  disorders  of  excessive  daytime  sleepiness. 


Topics 

How  to  Screen  for  the  Presence  of  Disorders  of 
Excessive  Daytime  Sleepiness 
Appropriate  Referrals  for  Nocturnal  Polysomnography 
Objectively  Measuring  Daytime  Sleepiness  and  Alertness 
Obstructive  Sleep  Apnea,  Insomnia,  Narcolepsy,  and  Parasomnias 
Case  Presentations 


CourM  Director* 

Francisco  Perez-Guerra,  M.D. 
Scott  & White  Clinic 
Temple,  TX 


Patrick  Strollo,  Jr.,  M.D. 

University  of  Pittsburgh  Medical  Center 
Pittsburgh,  PA 


jointly  sponsored  by  Scott  & Whits  and  the  American  Sleep  Disorders  Association. 

Scott  & White's  mission  is  to  provide 
R&l  SCOTT  & WH ITE  personalized  high  quality  health  care 

Temple.  Texas  enhanced  by  medical  education  and  research. 

The  American  Sleep  Disorders  Association  is  a medical  and  scientific 
society  dedicated  to  quality  medical  care  for  patients  with  sleep  disorders 
and  service  to  its  members  through  education,  research  and  the 
development  of  practice  standards  relating  to  the  field  of  sleep  medicine. 

For  Mora  Information 

American  Sleep  Disorders  Association 
call  (507)  287-6006  or  fax  (507)  287-6008 

.merican  Sleep  Disorders  Association 


To  Someone 
Who  Stutters, 
It’s  Easier  Done 
Than  Said. 

The  fear  of  speaking 
keeps  many  people  from 
being  heard.  If  you  stutter 
or  know  someone  who 
does,  write  or  call  for  our 
free  informative  brochures 
on  prevention  and 
treatment  of  stuttering. 


Stuttering 
Foundation 
of  America 

FORMERLY  SPEE(  HFOl  NDATION  OF  AMERK  \ 

A Non-Profit  Organization 
Since  1947 — 

Helping  Those  Who  Stutter 


P.O.  Box  11749  • Memphis,  TN  38111-0749 
1-800-992-9392 


THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 


(214)  767-1640 
Captain  Cheryl  Carson 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 
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Culture  clash 

Understanding  your  patients  cultural  beliefs  and  practices 
may  be  critical  to  outcomes 

By  Laura  J . Albrecht,  Associate  editor 


A graduate  of  Harvard  Medical  School  crosses 
herself  every  time  she  walks  in  front  of  a 
house  where  she  once  believed  a witch  lived. 
She  doesn’t  believe  in  witches  anymore  but 
still  continues  her  ritual.  Why?  Because  her  grandmother 
often  told  her  as  a young  girl  to  cross  herself  to  ward  off  evil. 


Cultural  beliefs  and  practices  are  driving  forces  in  the 
day-to-day  lives  ot  many  people.  And  such  forces  can  affect 
their  health  and  well-being. 

“Cultural  beliefs  operate  at  a subconscious  level,”  said  J. 
Dennis  Mull,  MD,  of  El  Paso.  “You  will  find  patients  who 
make  choices  and  decisions 
based  on  what  they  were 
taught  as  children  by  their 
grandmothers.” 

Cultural  competence  — 
the  ability  to  understand, 
appreciate,  and  work  with 
other  cultures  and  belief 
systems  — hasn’t  reached 
the  higher  levels  of  medical 
education.  But  patients’ 
cultural  beliefs  can  deter- 
mine their  choices  of 
health-care  providers,  along 
with  how  well  they  accept 
and  comply  with  treatment. 

Some  physicians  may 
cast  off  folk  remedies  in  ex- 
change for  the  purity  of  tra- 
ditional science.  But  Dr 
Mull,  who  has  spent  13 
years  in  1 hird  World  countries,  early  in  life  gained  a special 
interest  in  and  healthy  respect  for  other  cultures. 

“My  own  grandparents  came  from  Sweden,  and  I grew 
up  hearing  a foreign  language  in  my  grandmother’s 
kitchen,”  said  Dr  Mull,  who  once  planned  a medical  career 
in  rheumatology. 

It  wasn’t  until  he  was  sent  to  Vietnam  in  the  early  1960s 


that  he  saw  firsthand  the  effect  strict 
cultural  beliefs  can  have  on  public 
health.  When  he  returned  to  the 
states,  Dr  Mull  decided  to  attend  the 
Harvard  School  of  Public  Health. 

Developing  cultural  sensitivity 

“Physicians  have  to  be  culturally  sen- 
sitive, said  Dr  Mull.  “You  may  have  a 
patient  who  appears  to  be  totally  mainstream  but  has  cer- 
tain beliefs  he  or  she  learned  early  in  life.” 

A patient’s  deep  religious  convictions  cannot  go  unno- 
ticed. 1 he  onset  of  a disease  may,  for  example,  be  per- 
ceived as  punishment  from  God.  Dr  Mull  recalls  a patient 

from  Juarez,  Mexico,  who 
was  diagnosed  with  leprosy. 
The  patient  initially  denied 
to  physicians  that  he  had  the 
disease,  but  it  was  later  deter- 
mined he  knew  exactly  what 
disease  he  had  contracted 
and  saw  his  illness  as  retribu- 
tion from  God. 

“It’s  important  to  ask  a 
patient  what  he  or  she 
thinks  is  causing  an  ill- 
ness,” said  Dr  Mull.  This 
may  reveal  early  if  there  is 
any  connection  between 
the  illness  and  religious  or 
cultural  beliefs. 

Physicians  also  should 
find  out  what  types  of 
treatments  patients  may  be 
undergoing  from  nontradi- 
tional  health-care  providers,  as  well  as  what  types  of  care 
the  patients  believe  would  be  beneficial.  Dr  Mull  says  if 
these  issues  are  not  explored  and  explained,  the  patient 
will  probably  ignore  the  physician’s  instructions  and  seek 
other  avenues  of  health  care. 

“In  many  countries,  patients  will  go  to  three  or  four 
different  health-care  providers,”  said  Dr  Mull.  “A  patient 
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may  see  the  guy  who  injects  different 
colors  of  water  into  his  veins,  and  then 
go  to  a doctor  with  a Western  orienta- 
tion, and  finish  up  the  treatment  with 
a Chinese  herb  doctor.  The  patient  re- 
gards each  health-care  provider  with 
equal  faith  or  suspicion.” 

Dr  Mull  says  most  physicians  find 
themselves  entrenched  in  the  biomed- 
ical model,  which  leaves  little  oppor- 
tunity to  learn  about  cultural  beliefs 
and  practices. 

“You  don’t  have  to  believe  or  do  it,” 
said  Dr  Mull.  “But  you  can  learn  from 
your  patients.  In  medicine,  we  are  not 
accustomed  to  thinking  of  models 
outside  our  own.  We  have  our  own 
ideas  of  what  causes  illnesses,  and  we 
tend  to  control  the  interviews.” 

Clash  of  beliefs 

Ignoring  a patient’s  culture  can  not 
only  lead  to  negative  outcomes,  but 
also  can  impair  the  physician-patient 
relationship. 

Vietnamese  patients  use  a headache 
remedy  known  as  “coin-rubbing,” 
which  leaves  bruise  marks  on  a patient’s 
back  and  forehead,  Dr  Mull  notes. 
Physicians  who  are  not  familiar  with 
the  practice  may  wrongly  suspect  abuse. 

“In  a multiethnic  society,  it  is  nec- 
essary for  us  to  understand  our  pa- 
tients’ cultures,”  said  Randall  D. 
Bloomfield,  MD,  immediate  past 
chair  of  the  American  Medical  Associ- 
ation’s Advisory  Committee  on  Mi- 
nority Physicians.  Dr  Bloomfield,  a 
New  York  obstetrician  and  gynecolo- 
gist, has  studied  the  African  Ameri- 
can, Jamaican,  Haitian,  and  Hispanic- 
Latino  cultures. 
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“We  must  learn  to  be  patient  listen- 
ers,” said  Dr  Bloomfield.  “The  cultural 
principles  that  guide  our  patients  must 
be  understood  in  order  to  develop  the 
necessary  rapport  that  is  so  critical  to 
the  doctor-patient  relationship.” 

El  Paso’s  Laurance  N.  Nickey,  MD, 
who  has  spent  his  life  on  the  Texas- 
Mexico  border,  has  seen  his  share  of  pa- 
tients who  practice  home  health  reme- 
dies stemming  from  strong  cultural  ties. 

“As  medical  professionals,  we  have 
to  remember  that  there  are  people  with 
backgrounds  that  may  not  be  similar  to 
ours,”  said  Dr  Nickey,  chair  ofTMA’s 
Council  on  Public  Health.  “We  have  to 
be  sensitive  to  our  patients’  concerns, 
try  to  teach  them  what  the  best  scien- 
tific medicine  is,  and  help  them  to  un- 
derstand. Physicians  shouldn't  criticize 
or  chastise,  but  educate.” 


Seminar  spotlights 
cultural  diversity 

Culture  and  Clinical  Care,"  a 
symposium  exploring  the 
effects  of  cultural  and  religious 
beliefs  on  medical  practice,  will 
be  presented  on  Friday,  May  19, 
during  TMA’s  128th  Annual 
Session  in  Dallas.  Annual  session 
registration  materials  can  be 
found  on  pp  37-40.  For  more  in- 
formation about  the  symposium, 
contact  Michelle  Malloy  at  (800) 
880-1300,  ext  1466,  or  (312) 
370-1466. 


Commissioner 
reflects  on 
health  condition 
of  state 


From  rabies  to  Medicaid  to  the 
freeze  point  of  milk,  the  state’s 
health  commissioner  faces  a 
head-spinning  array  of  issues  from  day  to 
day.  In  an  interview  with  Texas  Medicine, 
David  R.  Smith,  MD,  reflected  on  his 
first  3 years  with  the  Texas  Department 
of  Health  and  on  the  challenges  ahead  in 
meeting  the  health-care  needs  of  the  na- 
tion’s second-most-populous  state. 

“This  job  is  almost  like  a residency 
because  it’s  so  diverse.  I am  always 
learning,"  said  Dr  Smith.  “There’s  al- 
ways something  new,  and  you  can’t 
dwell  on  one  issue  too  long.  You  have 
to  get  some  insight,  make  a decision 
or  get  some  help,  and  then  move  on  to 
the  next  issue.” 

Children’s  health 

“You  can  get  shot  as  a commissioner 
by  picking  a favorite  health  problem. 
But  my  greatest  personal  concern  is 
the  kids  in  this  state.  They  are  the 
largest  group  of  uninsured.  The  chil- 
dren are  our  future,  and  they  don’t 
have  access  to  medical  homes. 

“The  immunization  program  — 
Shots  Across  Texas  — is  only  part  of 
the  agency’s  effort  to  meet  the  health- 
care needs  of  children.  In  a sense,  it  is 
the  first  stepping  stone  in  the  pond  we 
are  trying  to  cross.” 
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Leadership  and  coalitions 

“In  an  agency  as  large  as  the  Texas  De- 
partment of  Health  and  with  the  is- 
sues we  are  facing,  you  have  to  learn 
how  to  ask  and  know  what  to  ask  for. 
My  greatest  accomplishment  over  the 
past  3 years  has  been  learning  to  work 
with  coalitions.  We  approached  peo- 
ple who  traditionally  never  worked 
with  us  on  public  health  issues.  This  is 
evident  with  the  success  of  Shots 
Across  Texas.  The  leadership  of  the 
Texas  Medical  Association,  along  with 
the  I MA  Alliance,  has  made  a differ- 
ence and  added  credibility.” 

Texas-Mexico  border 

“The  Mexican  word  for  the  border  is 
frontera.  It’s  really  a much  better  word 
than  the  one  we  use  because  “border” 
implies  there  is  a barrier.  The  Spanish 
word  is  much  more  realistic. 

“The  creation  of  the  United  States- 
Mexico  Border  Health  Commission 
came  about  because  forces  like  TMA,  the 
American  Medical  Association,  and  other 
state  associations  came  together.  It  is  trag- 
ic that  some  of  the  focus  on  the  border 
came  because  of  anencephaly.  Many  peo- 
ple thought  the  department  wasn’t  mov- 
ing fast  enough.  But  in  the  long  run,  it 
brought  attention  to  the  region. 

“ I here  will  be  some  attempts  to 
enact  a Proposition  187  like  the  one 
passed  in  California.  But  Texas  is  dif- 
ferent from  California,  and  we  have  a 
different  relationship  with  the  His- 
panic community.” 

Domestic  violence 

“Domestic  violence  is  a public  health 
issue.  It  hurts  and  kills  too  many  peo- 


David  R.  Smith,  MD 

pie.  One  of  the  problems  is  it  has  been 
in  the  closet  too  long,  and  we  really 
don’t  know  how  much  is  occurring. 
We  can’t  solve  the  problem  in  isola- 
tion. In  order  to  have  a successful  pro- 
gram, we  have  to  have  prevention  and 
intervention.  We  are  looking  at  legis- 
lation that  would  require  automatic 
review  of  child  deaths  and  injuries.” 

Medicaid 

“ I he  hassle  factor  has  been  looked  at, 
and  — with  no  new  state  funds  — we 
are  moving  ahead  with  a $20  million 
automation  program.  This  will  allow  a 
physician  to  go  on  line  and  know  if  a 
patient  is  eligible  or  not.  This  will  also 
enable  funds  to  be  transferred  elec- 
tronically back  into  the  physician’s  ac- 
count. Medicaid  is  headed  toward 
managed  care.  Eligibility  needs  to  be 


expanded  and  prolonged  so  physicians 
can  have  meaningful  relationships 
with  patients  instead  of  ones  that  are 
month-to-month. 

School-based  clinics 

“There  have  been  several  basic  mes- 
sages from  this  department  on  school- 
based  clinics:  you  have  to  see  children, 
and  that  includes  preschool;  you  have 
to  accept  Medicaid;  you  have  to  pro- 
vide after-hours  coverage  to  avoid 
emergency  room  visits;  and  the  com- 
munity has  to  be  involved  in  deter- 
mining how  the  clinic  is  structured. 

“ I he  greatest  health  issues  facing 
children  are  hearing,  vision,  and  ane- 
mia. There’s  nothing  controversial 
about  those  things.  Iron  deficiency 
alone  can  drop  a student’s  IQ  by  10 
points.  I know  of  one  case  involving  a 
child  who  was  diagnosed  as  needing 
special  education.  It  was  later  deter- 
mined he  couldn’t  hear.  With  a hear- 
ing aid,  he  didn’t  need  special  educa- 
tion. We  are  missing  some  simple 
things  that  can  make  a difference  in  a 
child’s  life.”  ★ 
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Managed  care  goes  country 

Rural  physicians  strive  to  position  themselves 
for  rapid  changes  in  the  medical  marketplace 

By  R.U.  Steinberg 


n 1928,  writer  and  psychologist  Walter  B.  Pitkin 
published  The  Twilight  of  the  American  Mind,  a pre- 
diction of  sorts  about  where  he  thought  the  country 
was  going  in  the  20th  century.  Among  his  musings 
were  several  passages  about  the  medical  profession,  in  par- 
ticular about  rural  physicians. 

“A  country  doctor  needs  more  brains  to  do  his  work 
passably  than  the  fifty  greatest  industrialists  in  the  world 
require,”  he  said.  “.  . . And  the  old-style  doctor,  like  the 
old-style  farmer  and  old-style  corner  grocer,  worriedly 
wonders  why  he  cannot  make  as  much  money  as  a good 
carpenter  does.  He  knows  something  is  wrong,  but  it  sel- 
dom occurs  to  him  that  his  entire  professional  method 
may  have  become  antiquated.” 


Perhaps  these  are  harsh  words.  But 
in  the  last  decade,  the  traditional  mar- 
ket lor  medical  services  in  Texas  has 
rapidly  eroded  in  the  face  of  managed 
care.  While  change  has  been  slower 
coming  to  rural  Texas  than  to  the 
urban  centers,  it's  coming  now  at  full 
throttle  with  major  insurers  — the 
likes  of  Blue  Cross  and  Blue  Shield  of 
Texas  — setting  up  networks  in 
dozens  of  rural  counties  previously 
untouched  by  managed  care. 

Rural  doctors,  like  their  big-city 
counterparts,  are  fast  learning  that 
they  have  to  position  themselves  dif- 
ferently so  they  can  continue  to  do 
more  of  what  they  love  most  — prac- 
tice medicine. 

Sheri  Talley,  MD,  of  Fort  Stock- 
ton,  says  managed  care  is  especially 
hard  on  rural  physicians  because  it 
goes  against  their  independent  streak. 
“In  our  part  oi  West  Texas  — and  I 
don’t  think  it’s  that  unusual  in  other 
rural  areas  — group  practice  mentali- 
ty is  just  not  there.’’ 

But  Dr  Talley,  like  other  rural 
physicians  who  are  seeing  managed 
care  take  hold  in  their  communities, 
says  the  “lone  wolf  attitude”  just  won’t 
do  anymore.  “A  strong  organized  net- 
work ol  doctors  and  hospitals  is  better 
able  to  deal  with  the  big  bears  when 
they  come  into  town  to  negotiate,” 
she  said. 

Singing  the  blues  about  the  Blues 

Rogers  Coleman,  MD,  president  and 
CEO  of  Blue  Cross  and  Blue  Shield  of 
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Support  for  the  front  lines 

To  support  rural  physicians  involved  in  various  stages  of  managed 
care,  the  Texas  Medical  Association  sponsored  an  intensive  semi- 
nar this  February  titled  “Network  Development  in  Rural  Texas.” 
Presented  by  TMA’s  Committee  on  Rural  Health  and  endorsed  by  the 
TMA  Hospital  Medical  Staff  Section  and  the  Texas  Hospital  Association, 
the  course  explored  the  steps  to  developing  a rural  health  clinic;  different 
types  of  networks;  strategies  for  positioning  rural  physician  practices  and 
hospitals  lor  managed  care  contracting;  and  other  topics  related  to  net- 
works and  managed  care. 

Depending  on  physician  interest,  TMA  may  offer  a series  of  managed 
care  seminars  geared  to  rural  medicine  in  fall  1 995.  And  TMA  currently  is 
conducting  a market  audit  of  managed  care  activity  in  Texas  and  how  it  is 
affecting  physician  practice.  TMA  will  use  the  findings  of  the  audit  to  help 
determine  what  kind  of  managed  care  services  should  be  developed. 

“ I he  association  plans  to  develop  a menu  of  services  to  help  physicians 
position  their  rural  practices  for  managed  care,”  said  Karen  Batory,  direc- 
tor of  TMA’s  health-care  delivery  department.  “Some  physician  groups 
may  need  little  support,  while  others  may  need  TMA  to  help  them  design 
their  networks  from  beginning  to  end. 

“The  bottom  line  is  that  if  you’re  a physician  in  a rural  area,  we  want 
you  to  know  that  TMA  is  behind  you,”  she  said.  “Were  going  to  help  you 
with  technical  assistance  and  managed  care  support  activities  so  you  can  be 
part  of  a delivery  system  that  is  physician-driven.  ” 


Texas,  Inc,  says  he  knows  where  rural 
doctors  are  coming  from  because  he’s 
been  there.  “In  addition  to  my  own 
experience,  my  dad  started  in  1929  in 
Vernon  and  practiced  there  until 
1965,  he  said. 

“I  think  managed  care  will  work 
hand-in-hand  with  what  rural  doctors 
want,"  Dr  Coleman  said.  “Rural  doc- 
tors don’t  understand  what  managed 
care  requires  ol  them.  They  think  it’s 
some  lesser  kind  of  care.  I say  it’s  a 
greater  quality  of  care.” 

Dr  Coleman  says  that  although 
many  doctors  would  rather  not  partic- 
ipate in  managed  care,  there  are  hun- 
dreds who  would.  “Rural  doctors  in 
my  generation  — I'm  63  — would 
rather  not  even  hear  about  managed 
care,”  he  said.  “I  guess  what  I’d  say  to 
them  is,  'It’s  coming.’  How  quickly,  I 
couldn’t  say.  Five  years  ago,  I would 
have  told  you  it  was  not  coming  to 
rural  Texas,  but  today  I’m  saying  it  is. 

“11  you  don’t  want  to  participate  in 
managed  care,  you’ll  always  have  that 
choice,”  said  Dr  Coleman.  “But  I can 
tell  you  that  there’ll  be  someone  in 
your  community  or  someone  moving 
into  your  community  who  will.” 

Following  a recent  reorganization, 
Blue  Cross  began  a major  expansion 
ol  managed  care  into  rural  Texas.  The 
company’s  new  Greater  Texas  Geo- 
graphical Business  Unit  (GTGBU) 
covers  165  rural  counties.  Although 
Blue  Cross  is  not  the  only  managed 
care  provider  to  expand  beyond  urban 
areas  in  the  state,  it  is  probably  the 
most  ambitious. 

Alan  Gorlewski,  chief  operating  of- 
ficer for  GTGBU,  says  his  company  is 


actively  trying  to  adapt  managed  care 
to  meet  the  state’s  diverse  needs. 

“The  needs  and  the  wants  of  med- 
ical communities  in  various  parts  of 
the  state  are  all  a little  bit  dilferent,” 
he  said.  “Our  locus  is  to  understand, 
learn,  and  work  with  providers  within 
a section  of  a state  so  they  get  what 
they  need  and  want.” 

Mr  Gorlewski  says  Blue  Cross  has 
tried  to  be  sensitive  to  rural  physi- 
cians’ concerns.  “Were  not  going  to 


just  take  what  somebody  else  did  and 
apply  it  here,”  he  said.  “If  you  try  to 
import  a model  from  another  state,  it 
may  only  apply  to  one  part  ol  Texas. 
The  landscape  continues  to  trans- 
form, and  we  need  to  manage  that 
change,”  he  said. 

To  help  rural  physicians  learn 
about  the  changing  landscape  of 
health  care,  Mr  Gorlewski  says  that 
his  company  offers  seminars  and 
workshops,  one-on-one  contacts, 
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newsletters,  and  enrollment  and  edu- 
cational meetings.  “We  try  to  give 
them  as  much  attention  as  they  need,” 
he  said. 

Despite  such  efforts,  there  are 
those  who  remain  skeptical.  David 
Hilgers,  JD,  a health-care  attorney  lor 
Hilgers  and  Watkins  in  Austin,  says 
that  what  he’s  seen  so  far  hasn’t  been 
encouraging. 

“The  Blues  recently  went  to  Lub- 
bock to  set  up  a capitated  HMO,  but 
they  gave  physicians  only  2 weeks  to 
look  at  and  approve  the  contract,”  he 
said.  “Physicians  out  there  don’t  know 
much  about  capitated  rates  to  begin 
with.  What  they’re  doing  in  Lubbock 
is  not  a good  sign  of  how  they’ll  go 
into  rural  areas.” 

The  ABCs  of  RHCs 

For  physicians  who  qualify,  having 
their  practices  certified  as  rural  health 
clinics  (RHCs)  may  be  a good  first 
step  toward  positioning  themselves  lor 
the  arrival  of  managed  care,  many  ex- 
perts say.  Apart  Irom  the  obvious  eco- 
nomic benefits  of  cost-based  reim- 
bursement for  Medicare  and  Medic- 
aid, RHCs  in  some  ways  ease  the  tran- 
sition from  lee-for-service  to  managed 
care  and  capitated  payment. 

“Physicians  in  RHCs  are  already 
learning  to  work  within  global  bud- 
gets, manage  resources  more  efficient- 
ly, and  deal  with  the  kinds  of  parame- 
ters and  protocols  required  with  man- 
aged care,”  said  James  L.  May,  presi- 
dent of  May  & Associates,  a firm  spe- 
cializing in  the  management  of  tamily 
practices  and  RHCs. 

Another  link  connecting  RHCs 


and  managed  care  is  the  use  of  midlev- 
el practitioners.  “In  the  interests  ol 
cost  savings,  many  managed  care 
plans  are  moving  in  the  direction  of 
using  physician  assistants  and  nurse 
practitioners,”  Mr  May  said.  “RHCs 
are  already  doing  that.” 

Even  the  switch  to  capitated  pay- 
ment, or  a fixed  rate  of  reimbursement 
per  patient,  seems  more  natural  (if  not 


For  physicians  who 
qualify,  having  their 
practices  certified  as 
rural  health  clinics  may 
be  a good  first  step 
toward  positioning 
themselves  for  the 
arrival  of  managed  care. 


necessarily  more  desirable)  for  physi- 
cians already  lamiliar  with  RHC  glob- 
al payment  caps. 

Mr  May  says  some  rural  physi- 
cians may  actually  benefit  from  the 
switch  to  capitated  reimbursement. 
“Under  a capitated  rate  of  $12  to  $1 4, 
which  is  fairly  low,  physicians  can  do 
as  well  as  under  RHCs’  cost-based  re- 
imbursement,” he  said. 

And  despite  some  analysts’  con- 
cerns that  the  state’s  expected  move  to 
a Medicaid  managed  care  system 


could  jeopardize  the  economic  viabili- 
ty of  some  RHCs  (see  related  story  on 
p 12),  Mr  May  is  optimistic.  “I  think 
that  when  Medicaid  goes  statewide 
under  managed  care,  the  state  will 
contract  back  with  RHCs  because  it 
will  be  cost-effective,”  he  said. 

Physician-hospital  solidarity 

Big-city  hospital  corporations  com- 
pete fiercely  with  physician  groups  in 
the  managed  care  wars.  In  rural  Texas, 
the  physician-hospital  relationship 
takes  a different  twist.  Some  rural 
physicians  and  their  community  hos- 
pitals, who  historically  have  had  colle- 
gial relationships,  are  forming  success- 
ful physician-hospital  organizations 
(PHOs)  — often  to  ward  off  the  in- 
trusion of  the  giant  outside  corpora- 
tions trying  to  move  in. 

Wayne  Ogburn,  of  Mount  Pleas- 
ant, chief  executive  officer  of  Titus 
Regional  Medical  Center,  sees  the  40- 
physician  PHO  he  helped  form  as  “a 
natural  progression  of  the  relationship 
between  medical  staff  and  the  hospi- 
tal. It’s  also  a necessary  and  appropri- 
ate business  tactic,”  he  said. 

Mr  Ogburn  notes  that  when  the 
largest  employer  in  Titus  County  de- 
cided to  form  its  own  in-house  net- 
work a lew  years  back,  PHO  members 
declined  to  participate.  “When  they 
came  back  to  us  the  second  year,  they 
said  that  if  we  didn’t  participate,  they 
wouldn’t  give  our  specialists  any  refer- 
rals,” he  said.  “At  that  point,  we  decid- 
ed to  play.” 

Mr  Ogburn  says  that  many  mem- 
bers are  still  uncomfortable  with  the 
PHO  concept.  “In  fact,  we’re  still  try- 


22 


TEXAS  MEDICINE  ★ MARCH  1995 


Medical  Economics 


ing  to  convince  them  that  this  isn’t 
some  kind  of  communist  plot,”  he 
said.  “But  in  the  long  run,  the  PHO 
will  benefit  the  physicians.  Now,  we’re 
ready  for  whatever  happens  next.” 

Lessons  to  learn 

While  they  may  not  make  rounds  on 
horseback  or  take  payment  in  country 
eggs  too  often  anymore,  most  rural 
physicians  have  a tradition  of  close  ties 
with  their  patients.  Many  are  worried 
that  tradition  will  suffer  under  man- 
aged care. 

Ronald  Munson,  MD,  of  Mathis, 
who  chairs  the  Texas  Medical  Associa- 
tion’s Committee  on  Rural  Health,  is 
concerned  that  managed  care  is  limit- 
ing rural  patients’  access  to  physicians. 

People  who  were  once  my  patients  are 
telling  me  that  now  they  have  to  drive 
40  or  50  miles  into  Corpus  Christi,” 
said  Dr  Munson,  who  so  far  does  not 
participate  in  any  managed  care  plans. 

I recently  got  a call  from  a patient 
whose  mother  had  fallen  and  was  in- 
jured,” he  said.  “When  I got  to  the 
house,  the  woman  was  lying  on  the 
kitchen  floor.  I doubt  there’s  a man- 
aged care  doctor  in  Corpus  who  would 
have  come  all  the  way  out  here  to  treat 
her.  Somehow,  we  need  to  make  man- 
aged care  work  for  all  of  us.” 

William  Cantrell,  MD,  of  Green- 
ville, who  has  been  in  rural  practice  for 
3 1 years,  participates  in  managed  care 
but  has  seen  his  share  of  problems,  too. 
“HMOs  are  still  on  a steep  learning 
curve  dealing  with  RHCs,”  he  said. 
“It’s  a two-way  street,  but  HMOs  have 
a lot  more  to  learn  about  RHCs  than 
RHCs  have  to  learn  about  HMOs.”  ★ 
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Texas  Medicine 
Law 


It  was  the  middle  of  an  ordinary 
working  day  for  San  Antonio 
psychiatrist  Clifton  Barnhart, 

ND.  Halfway  through  the 
afternoon’s  outpatient 
schedule,  he  approached  the 
waiting  room  to  greet  his  next 
patient  and  came  eye-to-eye 
with  a smiling,  brown-dad 
sheriff’s  deputy.  The  messenger 
politely  introduced 
before  handing  over 
the  dreaded  paper. 


By  Deri  Moran 
Associate  editor 
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being 
sued, 
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document 
unceremoniously 
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Although  he  immediately  recognized  the  name  of 
one  of  his  most  difficult-to-manage  patients,  he  was 
nonetheless  stunned.  “I  was  completely  blindsided, ” 
Dr  Barnhart  said.  “1  honestly  couldn’t  figure  out  why 
1 was  being  sued.  I knew  of  no  negative  outcome  hed 
had  because  of  my  treatment.” 

And  as  any  physician  who  has  been  there  knows, 
the  minute  Dr  Barnhart  was  served  that  citation,  he 
stepped  onto  an  emotional  roller  coaster  ride  of  a 
lifetime  — an  expensive,  drawn-out,  and  tortuous 
ordeal  that  is  shared,  whether  justly  or  unjustly,  by 
numerous  members  of  his  profession. 


I ^ epending  on  how  you  look  at  it,  it’s  both  dis- 
I heartening  and  somehow  comforting  for 
I physicians  like  Dr  Barnhart  to  know  they  are 
I not  taking  that  ride  alone,  given  the  increas- 
I ing  number  of  physicians  who  have  been  sued 
I for  medical  malpractice  in  recent  years.  What 
I V has  been  coined  a “tort  explosion”  by  some  is 
a phenomenon  that  defies  any  consensus  explanation. 

Back  in  1980,  just  716  Texas  physicians  were  sued 
for  medical  malpractice,  according  to  the  Texas  State 
Board  of  Medical  Examiners  (TSBME).  That  num- 
ber jumped  to  4,918  physicians  by  1993. 

As  a mechanism  to  compensate  victims  of  true  neg- 
ligence, few,  if  any,  physicians  would  sanction  the  abol- 
ishment of  medical  professional  liability.  What  most 
disturbs  physicians  and  liability  insurance  carriers  is 
the  large  number  of  malpractice  lawsuits  they  say  are 
downright  frivolous.  Nuisance  cases,  they  call  them. 

Apparently  supporting  this  claim  is  the  substan- 
tial number  of  cases  that  are  closed  with  no  payment 
made  to  the  plaintiff.  In  1992,  82%  of  every  medical 
malpractice  claim  was  disposed  of  that  way,  accord- 
ing to  TSBME. 

Gary  Snyder,  vice  president  of  claims  at  American 
Physicians  Insurance  (API),  says  API  ultimately  pays 
no  indemnity  at  all  in  at  least  70%  of  the  malpractice 
lawsuits  it  defends.  Yet  carriers  spend  an  average  of 
$12,000  in  expenses  per  malpractice  claim  no  matter 
what  the  merit. 

“Unfortunately,  were  getting  far  too  many  frivo- 
lous lawsuits,”  Mr  Snyder  said.  “They  just  cost  us  a 
lot  of  money  to  defend  and  are  usually  disposed  of  by 
summary  judgment  or  automatic  dismissal.” 

On  top  of  that,  physicians  win  more  malpractice 


trials  than  they  lose.  Mr  Snyder  says  API  is  one  of 
several  carriers  serving  Texas  that  have  a better  than 
92%  win  record  for  malpractice  cases  that  do  make  it 
all  the  way  to  trial. 

But  because  going  to  trial  is  often  considerably 
more  expensive  than  settling  out  of  court  — even 
when  physicians  have  clearly  not  been  negligent  - 
at  least  90%  or  more  of  all  malpractice  lawsuits  are 
either  settled  or  dropped  and  never  tried  before  a 
jury,  according  to  Donald  P.  Wilcox,  JD,  Texas  Med- 
ical Association  general  counsel. 

“It’s  risky  as  well  as  expensive  to  try  a malpractice 
case,”  Mr  Wilcox  said.  “Most  cases  are  not  clear-cut; 
they  are  in  a sort  of  mystery,  never-never  land  where 
the  patient  had  a poor  outcome,  but  for  reasons  that 
medical  experts  on  both  sides  will  assert  are  different. 

“Avoiding  that  added  expense  and  risk  is  a power- 
ful incentive  for  insurance  carriers  to  recommend 
settling,”  he  said. 

Accessing  an  insurance  company’s  “deep  pockets” 
is  all  many  patients  believe  they  are  doing  when  they 
sue,  thinking  they’re  not  really  hurting  their  doctors. 
“The  truth  is,  it  can  affect  a physician’s  practice.  Not 
only  must  lawsuits  be  reported  to  TSBME,  they  also 
can  result  in  increased  premiums  and  loss  of  insur- 
ance coverage,  not  to  mention  the  time,  expense,  and 
stress  involved  in  litigation  defense,”  he  said. 

“Physicians  who  have  been  sued  also  have  to  pro- 
vide detailed  explanations  and  documentation  when 
seeking  hospital  staff  privileges  and  managed  care 
contracts,”  he  added. 

These  days,  physicians  say  they  face  the  possibili- 
ty of  getting  sued  for  any  less-than-perfect  patient 
outcome,  regardless  of  the  quality  of  care  they  render. 
And  whether  or  not  that  care  was  flawless,  any  mal- 
practice lawsuit  is  bound  to  evoke  common  emo- 
tional responses  in  physicians. 


Starting  with  a jolt 


Once  Dr  Barnhart  got  over  the  shock,  indig- 
nation set  in.  His  patient  had  accused  him 
of  something  that  documented  lab  tests 
clearly  disproved.  “I  was  very  angry  because 
I knew  objectively  I was  right,  that  I was 
accused  of  something  I didn’t  do,"  Dr 
Barnhart  said. 

A naive,  false  sense  of  confidence  soon  added  to 
his  outrage,  a sense  that  it  was  all  a dumb  game,  he 
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said.  “I  expected  the  case  would  be  pitched  in  a trash 
can,  and  I really  wasn’t  ready  to  take  it  seriously.” 

But  when  he  saw  that  it  wasn’t  going  to  go  away 
and  that  worse  yet,  it  was  moving  forward,  reality  set 
in.  Then  came  lengthy  visits  with  his  attorney  and 
protracted  inquisitions  by  the  plaintiff’s  attorney,  as 
weeks  dragged  into  months.  “I  got  my  head  pulled 
out  of  the  sand  real  fast,”  he  said.  “It’s  a helpless  feel- 
ing — I couldn’t  sue  the  patient  back;  all  I could  do 
was  defend  myself.” 

Although  this  case  eventually  ended  in  a summary 
judgment  in  his  favor  several  years  ago,  Dr  Barnhart 
remembers  how  it  shook  his  confidence  so  thorough- 
ly that  he  considered  throwing  in  the  towel  and  get- 
ting out  of  direct  patient  care. 

“You  assume  your  value  has  been  denigrated,”  he 
said.  “And  the  stress  and  distraction  of  defending 
yourself  can  cause  you  to  doubt  yourself  almost  to 
where  you  believe  the  allegations  in  the  suit.” 

For  Austin  gynecologist  and  obstetrician  Jerry 
Mankovsky,  MD,  postlawsuit  self-doubt  permeated 
his  practice  to  such  a degree  that  he  says  he  second- 
guessed  himself  silly  for  almost  a year  after  his  first 
lawsuit  and  obsessed  over  the  medical  questions  the 
case  brought  up. 

“After  the  initial  anger,  I started  scurrying  through 
medical  journals,  analyzing  and  digging,  constantly 
asking  myself,  ’What  could  I have  done  differently?”’ 
Dr  Mankovsky  was  first  sued  early  in  his  solo  practice 
from  a death  case  he  had  team-treated  2 years  before 
as  an  obstetrics/gynecology  chief  resident. 

But  he  doesn’t  regret  having  obsessed  on  “could- 
have-done’s,”  because  all  his  research  confirmed  a be- 
lief that  the  patient’s  death  was  beyond  his  control. 
“It’s  important  to  come  to  terms  with  yourself,”  he 
said,  “to  absolve  yourself  of  guilt.” 


uilt,  anger,  self-doubt,  and  depression  are  just 
a few  of  the  natural  responses  to  being  sued 
for  malpractice,  according  to  Lubbock  psy- 
1 chiatrist  Ross  Taylor,  MD,  who  frequently 
lectures  on  the  subject  and  spoke  at  a TMA- 
sponsored  malpractice  seminar  in  Houston 
last  fall.  “A  lawsuit  will  give  you  pause  to  re- 
examine your  personal  and  professional  identity.” 

And  as  one  of  the  most  traumatic  events  in  a physi- 
cian’s life,  carrying  on  can  be  a real  struggle.  A good 


“Truth  and  justice  have  absolutely 
nothing  to  do  with  a lawsuit.  It’s 
theater,  and  if  you  think  about  it  as 
a theatrical  production,  you’ll  do  a 
lot  better.  It’s  the  other  side’s  job  to 
make  you  look  like  the  biggest  idiot 
in  the  world,  who  made  the  worst 
mistake  ever  in  medical  history.” 


first  step,  before  your  deposition,  is  to  mentally  pre- 
pare for  how  the  legal  system  operates,  Dr  Taylor  says. 

“Truth  and  justice  have  absolutely  nothing  to  do 
with  a lawsuit,”  Dr  Taylor  said.  “It’s  theater,  and  if 
you  think  about  it  as  a theatrical  production,  you’ll 
do  a lot  better.  It’s  the  other  side’s  job  to  make  you 
look  like  the  biggest  idiot  in  the  world,  who  made 
the  worst  mistake  ever  in  medical  history.” 

As  your  lawyer  works  just  as  diligently  to  exoner- 
ate you,  it  makes  the  going  much  smoother  if  you  al- 
ready have  good  rapport  and  feel  comfortable  with 
him  or  her,  Dr  Taylor  says.  “It’s  going  to  be  real  hard 
to  put  up  with  the  emotional  abuse  you’ll  go  through 
in  a lawsuit  if  you  don't  get  along  with  your  lawyer.” 

If  that  is  not  true  for  the  lawyer  your  carrier 
arranges  for  you,  ask  for  a new  one  or  get  another  on 
your  own,  Dr  Taylor  says.  “And  don’t  be  defensive,” 
he  said.  “This  person  has  a sworn  ethical  duty  to  pre- 
sent the  best  case  possible  for  you  and  will  ask  you 
the  tough  questions  the  plaintiff’s  lawyer  will.” 

Probably  the  first  piece  of  advice  from  a lawyer’s 
lips  will  be  a command  for  you  to  zip  yours,  an  ad- 
monition not  to  discuss  the  case  with  anyone.  Ignore 
it,  Dr  Taylor  says  — at  least  partly.  “Seek  support 
from  colleagues  — we’ve  all  been  sued.  Get  ideas  and 
tips  on  how  they  dealt  with  it  because  much  can  be 
shared  without  discussing  the  case’s  every  detail.” 

Dr  Mankovsky  found  himself  withdrawing  after 
he  was  sued.  “I  just  wanted  to  be  left  alone,”  he  said. 
“But  I found  that  talking  was  the  most  therapeutic 
thing.  It’s  tremendously  helpful  to  have  someone  else 
who’s  gone  through  it  who  can  empathize  with  you.” 

Dr  Taylor  advises  physicians  to  stay  alert  for  such 
“red  Hags”  of  depression  — withdrawing  and  neglect- 
ing patient  care  or  family  life.  “It  can  literally  take  over 
your  thoughts,  and  that’s  not  good,”  he  said.  Openly 
communicating  with  loved  ones  and  colleagues  helps 
alleviate  depression  and  obsessing  about  the  case. 

Most  importantly,  Dr  Taylor  says,  try  not  to  let 
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the  anger  spill  over  on  family,  stall,  or  patients.  “The 
minute  you  get  angry  at  another  patient,  you’re  invit- 
ing yet  another  lawsuit,”  he  added. 


m’t  buy  a ticket  for  the  ride 


ftudy  alter  study  has  shown  that  when  a physi- 
cian is  sued,  it’s  usually  over  a breakdown  in 
the  physician-patient  relationship,”  Dr  Taylor 
said.  “It  isn’t  malpractice.” 

One  such  study,  published  in  the  November 
23/30,  1994,  issued  The  Journal  of  the  American 
Medical  Association , concluded  that  the  quality  of 
the  physician-patient  relationship  was  a much  stronger 
indicator  ot  a physicians  chances  of  getting  sued  than 
was  the  quality  of  care  rendered.  Patient  polls  in  the 
study  showed  that  physicians  having  the  highest  fre- 
quency ol  lawsuits  rated  consistently  lower  on  their  pa- 
tients’ bedside  manner  scale,  even  when  their  care  was 
as  good  as  care  provided  by  other  physicians. 

The  patients'  most  common  complaints  were  leel- 
ing  their  doctors  were  unavailable,  rushed,  uncon- 
cerned, or  poor  at  communicating. 

Simply  put,  patients  will  tolerate  a lot,  Dr  Taylor 
says,  including  some  bad  mistakes,  if  you  communi- 
cate with  them.  Scheduling  enough  time  to  sit  with 
patients  and  listen  to  their  problems  is  a must.  And  ii 
you  have  an  angry,  potentially  litigious  patient, 
spend  even  more  time  with  him  or  her,  he  says. 

And  always  keep  meticulous  records  lor  every  pa- 
tient. “There’s  nothing  more  Tightening  than  getting 
on  the  witness  stand  and  not  being  able  to  read  your 
own  handwriting,”  Dr  Taylor  said.  He  advises  going 
one  step  lurther  and  writing  in  patients’  records  your 
reasoning  and  thinking  lor  the  treatments  and  proce- 
dures you  choose. 


Patients  will  tolerate  a lot, 
including  some  bad  mistakes,  if  you 
communicate  with  them.  Scheduling 
enough  time  to  sit  with  patients  and 
listen  to  their  problems  is  a must. 
And  if  you  have  an  angry,  potentially 
litigious  patient,  spend  even  more 
time  with  him  or  her. 


Another  significant  contributor  to  lawsuits  is  the 
fact  that  patients  often  appear  to  give  informed  con- 
sent without  a clear  grasp  of  what  they’re  getting 
into,  he  says.  “People  don’t  want  to  appear  stupid, 
and  they  may  well  agree  with  a course  of  treatment 
even  when  they  don’t  understand.  Take  extra  care  to 
make  sure  they  do.”  Yet,  even  with  a stellar  physi- 
cian-patient relationship,  a patient  who  has  a poor 
outcome  might  sue.  And  although  the  number  of 
physicians  sued  in  Texas  has  grown  every  year,  advo- 
cates lor  tort  reform  say  hope  is  on  the  horizon. 


rganized  medicine  and  tort-reform  groups 
have  worked  diligently  lor  years  to  effect 
legislative  and  judicial  changes  in  Texas. 
And  1995  might  just  be  the  year  physicians 
get  some  relief,  according  to  Kim  Ross, 
TMA’s  director  of  public  affairs. 

Last  year’s  election  brought  changes  in  the 
Senate’s  composition  that  broke  a longstanding  stale- 
mate between  opposing  sides  in  the  tort  reform  de- 
bate — a stalemate  that  had  always  obstructed  re- 
form efforts.  “The  balance  of  power  has  shifted,”  Mr 
Ross  said.  “We  now  have  nearly  a two-thirds  majori- 
ty of  senators  who  will  support  reform.” 

Even  more  significant  is  the  new  governor’s  posi- 
tion on  tort  reform.  “Governor  Bush  campaigned  on 
the  issue  and  has  verbally  assured  us  he  plans  to  fol- 
low through,”  Mr  Ross  said.  Governor  Bush  has,  in 
fact,  promised  to  exert  one  of  his  greatest  gubernato- 
rial prerogatives.  “There  are  two  magic  words  that 
virtually  ensure  significant  advances  in  tort  reform 
laws  in  this  session  of  the  legislature  — ’special  ses- 
sion,” Mr  Ross  said. 

With  the  Senate  changes  and  the  governor’s  com- 
mitment to  call  a special  session  if  Texas  legislators 
drag  their  feet  on  tort  reform,  all  that’s  left  is  ham- 
mering out  legislation  that  everyone  can  agree  on.  As 
tall  of  an  order  as  that  is,  the  legislative  climate  is  at 
least  amenable  to  it. 

As  an  inherent  risk  in  practicing  the  art  of  healing, 
physicians  will  always  face  the  possibility  of  being 
sued,  even  if  the  frequency  of  frivolous  lawsuits  can  be 
reduced.  But  those  who  have  been  through  it  say  that 
although  complete  recovery  may  be  slow  and  painful, 
there  is  “life  after  lawsuit.”  The  roller  coaster  ride  does 
finally  end,  and  self-confidence  can  be  restored.  ★ 
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S Hi  I he  day  actually  started  out  pretty  well.  It’s 
''Mi  only  10  am.  Rounds  are  done.  Have  1 forgot- 
|J»j  ten  something?  Oh,  yeah,  that  damn  deposi- 
1^1  tion.  What  a bizarre  case.  One  of  the  most 
I A j hyperactive  men  I’ve  ever  seen  turns  out  to  be 
f 1 a cocaine  abuser,  and  now  he  says  I made  him 
!.  - i toxic  on  lithium,  even  though  his  blood  level 
was  subtherapeutic! 

I can’t  believe  he  even  found  a lawyer  to  take  his 
case;  but  he  did,  and  he’s  suing  me.  I wonder  if  I re- 
ally forgot  about  this  deposition,  or  if  this  is  the  re- 
pression I’m  always  pointing  out  to  my  patients. 

I’ve  never  been  sued  before.  But  I have  been  an 
expert  witness,  so  I should  know  how  this  works.  My 
lawyer  says  I need  to  be  there  to  hear  his  testimony. 
An  unpleasant  task,  no  doubt,  but  I can  handle  it. 
Actually,  I’ll  probably  learn  a lot.  It  will  be  worth  the 
day  in  the  office  canceled.  What  a rationalization! 

It  was  an  awkward  beginning.  Maintaining  eye 


metamorphosis  began,  and  I could  sense  its  subtle 
beginning.  I had  never  been  called  “inept”  before. 

I was  supposed  to  be  detached,  objective.  At 
worst,  mad.  I tried  to  conjure  up  those  emotions,  but 
all  I could  feel  was  hurt.  I know  it  sounds  corny. 
What’s  a guy  who  makes  a living  dealing  with  distor- 
tions of  reality  doing  getting  his  feelings  hurt  when 
somebody  sees  something  differently? 

The  hours  dragged  on,  and  the  demoralization 
grew.  It  wasn’t  the  witness  doing  it  to  me;  I could 
hardly  hear  what  he  was  saying  anymore.  The  dia- 
logue in  the  room  was  drowned  out  by  my  own  in- 
ternal interrogatory:  Why  would  I subject  myself  to 
this?  Was  the  effort  to  help  this  rather  unmotivated 
soul  really  worth  the  humiliation  I was  now  experi- 
encing? It  became  a bitter  examination  of  human  na- 
ture and  the  more  I pondered,  the  more  cynical  I 
seemed  to  become. 

My  thoughts  wandered  even  farther  off  the  occa- 


Reflections  on  a deposition 


A personal  account  of  what  it’s  like  to  be 


By  Clifton  Barnhart,  ND 


contact  was  harder  than  I had  reckoned.  My  attorney 
was  supportive,  reminding  me  of  all  the  facts  — all 
my  research  and  her  expert  witnesses  on  my  behalf. 

Why  was  I so  anxious?  It  was  bound  to  be  the 
simple  lack  of  familiarity  with  the  situation.  Intellec- 
tually, I knew  I was  in  the  right.  Like  every  physician, 
I had  made  my  share  of  errors,  but  this  case  wasn’t 
one  of  them.  True  — the  chart  was  a mess,  but  it  was 
next  to  impossible  to  keep  precise  notes  on  a guy 
who  called  incessantly  and  who  frequently  showed 
up  in  the  office  without  an  appointment. 

Why  didn’t  that  explanation  make  me  feel  more 
comfortable  about  that  chart? 

The  more  I listened,  the  more  complicated  the  ar- 
gument seemed  to  get.  For  the  first  few  hours,  it  was 
purely  a matter  of  assimilating  the  words.  Then  the 

Clifton  Barnhart,  M D , is  a psychiatrist  and  medical 
director  of  Villa  Rosa  Hospital  in  San  Antonio. 


sion  at  hand.  How  much  money  is  in  that  pension 
plan  now?  Perhaps  we  could  live  on  less  if  we  cut  a 
few  more  corners.  And  the  cost  of  living  in  the  Col- 
orado mountains  isn’t  that  high  anyway.  It  might  be 
nice  to  be  known  simply  as  Mr  Barnhart.  I have  a 
friend  who  went  to  medical  school  with  me  but  is 
now  an  artist,  and  he  seems  happy  being  called  “Mr.” 

The  lawyer’s  words  interrupted  my  daydream.  “I 
have  no  further  questions,  counsel.”  I gathered  my 
notes,  taking  one  final  look  at  the  scrawl  I had  writ- 
ten to  my  lawyer  that  now  seemed  to  be  little  more 
than  an  absurd  flow  of  my  paranoia.  We  walked 
down  the  hall,  my  attorney  and  I,  neither  speaking. 

The  drive  back  to  the  hospital  that  evening  was  a 
detached  experience.  I was  watching  the  road,  but 
the  act  of  driving  was  more  automatic  than  usual  as  I 
saw  myself  returning  to  the  scene  of  the  crime.  The 
nephrologist  had  insisted  I come  see  the  patient  as 
soon  as  possible,  and  it  was  obvious  from  the  tone  of 
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his  voice  on  the  phone  that  he  meant  it  couldn’t  wait 
until  tomorrow. 

The  young  woman,  a recent  kidney  transplant  pa- 
tient, had  been  admitted  on  an  emergency  basis.  She 
had  been  acutely  psychotic,  and  there  had  been  no 
question  that  it  was  induced  by  the  prednisolone  she 
had  been  taking  for  immunosuppression.  She  had 
presented  in  the  emergency  room  with  paranoia  and 
severe  agitation. 

The  attending  physician  responded  to  this  appro- 
priately, prescribing  haloperidol  intramuscularly.  Her 
symptoms  failed  to  abate  after  several  more  doses.  In 
fact,  she  appeared  to  have  worsened,  becoming  virtu- 
ally catatonic. 

I arrived  to  find  a worried  family  trying  desperate- 
ly to  reassure  their  loved  one,  while  muttering  their 
doubts  and  fears  to  each  other  behind  her  back.  One 
man  stepped  forward  as  I introduced  myself,  and 
normally  the  questions  he  asked  would  have  not 
seemed  so  annoying.  I’d  heard  this  sort  of  stuff 
dozens  of  times  before.  “Why  do  they  send  a psychol- 
ogist at  this  hour?  Can’t  you  see  she  can’t  even  talk? 
How  do  you  expect  to  counsel  her?  We  think  she 
needs  to  see  an  MD.” 

That  tired  and  still  angry  part  of  me  was  tempted 
to  respond,  “Good  question.  I’ll  just  be  going  now. 
You  can  ask  your  doctor  to  call  a psychologist  in  after 
he  makes  rounds  in  the  morning.”  That  would  have 
gotten  me  out  of  there  and  on  my  way  home,  and  I 
could  simply  say  the  family  wasn’t  cooperative. 
What’s  more,  that  would  be  one  less  potential  lawsuit 
to  worry  about.  Instead,  I began  the  often  recited  dis- 
course psychiatrists  use  to  defend  and  define  their  po- 
sition in  the  medical  profession. 

Once  that  was  done,  I injected  a vial  of  Benadryl 
intravenously,  and  within  minutes,  her  acute  dystonia 
was  resolving.  She  blinked  a few  times  and  smiled.  By 
the  time  I had  completed  my  note  in  the  chart,  she 
was  asking  for  a drink.  The  family  was  acting  like  I 
had  performed  a miracle,  and  the  nurses  wanted  to 
know  more  about  antipsychotic  medication.  I must 
confess  I tarried  a bit,  basking  in  the  success  of  the 
moment,  so  refreshing  after  the  day’s  events. 

As  I left  the  hospital,  I was  grateful  it  was  so  late 
because  my  colleagues  might  have  perceived  the 
bounce  in  my  step  as  an  air  of  arrogance.  The  drive 
home  offered  yet  another  chance  to  reflect  upon  the 
day,  and  somehow  the  late  hour  had  become  far  less 
important.  A creeping  sense  of  self-satisfaction  began 
to  permeate  my  cynicism.  Even  though  no  one  was 
around  to  see  me,  I smiled  as  I thought,  “It  really 
wasn’t  such  a bad  day  after  all.”  ★ 
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The  Physician’s  Life 

Boning  up  on  bedside  manner 

In  an  era  of  high-tech  medicine  and  managed  care , 
physician-patient  communication  is  more  important  than  ever 

By  Johanna  Franke 


medical  resident  feels  drawn  to  the  room  of  a 
lonely,  dying  patient.  During  the  visit,  the 
young  doctor  suddenly  feels  anxious  and 
frightened  with  so  little  to  say.  Tomorrow  she 
will  be  too  busy  to  stop  by  the  same  room  again. 


A business  executive  makes  an  appointment  with  his  in- 
ternist. He  is  embarrassed  about  problems  with  sexual  perfor- 
mance, and  he  leaves  that  complaint  until  last.  The  subject  is 
briefly  discussed  but  never  mentioned  again,  even  though  its 
the  real  reason  for  the  visit. 


TFiese  examples,  cited  in  literature  from 
the  American  Academy  on  PFiysician 
and  Patient,  sfiow  two  obvious 
problems  in  physician-patient 
communication.  Patient  sur- 
veys reveal  there  are  countless 
others.  Many  patients  be- 
lieve their  doctors  are  cold 
and  uncaring,  and  have  little 
time  to  listen.  But  commu- 
nication is  a two-way  street. 

How  do  physicians  feel  about 
their  patients? 

Most  physicians,  of  course, 
are  just  as  perplexed  as  their 
patients  by  poor  communica- 
tion. According  to  a recent 
survey  of  1,000  physicians 
sponsored  by  Medical  Adver- 
tising News,  67%  of  the  respon- 
dents felt  less  than  fully  satisfied 
with  the  amount  of  time  they 
have  to  spend  with  patients.  More 


JOHANNA  Franke  is  a freelance  writer 
based  in  Austin. 


than  90%  said  patients  have  trouble 
following  their  directions  and  advice. 
Less  than  a quarter  of  the  respondents 
felt  their  medical  school  training  in 
communication  was  adequate  (1). 

“It’s  stressful  for  the  physician,” 
said  William  Mygdal,  EdD,  director 
of  the  Family  Practice  Faculty  Devel- 
opment Center  in  Waco.  “An  unsatis- 
factory encounter  can  cause  a lot  of 
dissonance,  discomfort,  and  frustra- 
tion, which  I think  most  physicians 
sincerely  want  to  change.” 

Doctor-patient  communication 
and  the  medical  interview  are  the 
most  important  functions  of  medi- 
cine, says  Mack  Lipkin,  MD,  who 
is  president  of  the  American 
Academy  on  Physician  and  Pa- 
tient. From  them,  physicians 
get  the  data  on  which  they 
determine  diagnoses. 

“If  the  information  so- 
licited is  complete,  then  the 
need  for  excessive  testing  and 
procedures  is  decreased  and, 
therefore,  risk  and  cost  are  de- 
creased,” said  Dr  Lipkin,  a gen- 
eral internist  and  director  of 
primary  care  at  New  York  Uni- 
versity Medical  Center. 

Patients  more  often  judge 
the  quality  of  care  they  receive 
by  their  doctor’s  communica- 
tion skills  than  by  which  antibi- 
otics their  doctor  prescribes  or 
which  journals  he  or  she  reads, 
says  Susan  Rudd  Wynn,  MD, 
chair  of  the  Texas  Medical  Associa- 
tion Council  on  Communication. 
“Patients  feel  more  satisfied  when 
they  think  they’ve  got  a partner  in  illness,”  said 
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The  Physician’s  Life 


Gary  Gross,  MD,  an  oncologist  at 
Tyler  Hematology  and  Oncology.  “You 
want  patients  to  come  to  trust  you  and 
respect  you,  and  respect  doesn’t  neces- 
sarily come  from  being  right  all  the 
time.  It  comes  from  patients’  knowing 
that  you  care  about  them.’’ 

Physician-patient  communication, 
or  bedside  manner,  has  always  been  im- 
portant to  physicians,  says  Dr  Wynn,  a 
Fort  Worth  allergist.  But  recent  tech- 
nological developments  have  knocked 
it  out  of  the  spotlight  of  the  medical 
community.  Patients  want  it  back. 

Robert  Lehmann,  MD,  a Nacog- 
doches ophthalmologist,  says  good 
physician-patient  communication  starts 
with  treating  the  whole  patient.  “If  a 
doctor  is  to  be  successful,  he  or  she  has 
to  treat  more  than  the  disease,”  he  said. 
“ There  was  a time  when  a doctor  could 
rest  on  respect  and  credentials,  and  pa- 
tients would  put  up  with  poor  bedside 
manner  because  they  wanted  to  get  the 
best  doctor.  Now,  with  the  multitude 
of  subspecialists,  you  can’t  disregard  a 
patient’s  feelings  and  expect  to  remain 
successful.” 

Learn  to  listen 

Once  physicians  have  adopted  the 
standpoint  of  treating  the  whole  pa- 
tient, they  should  learn  to  listen,  ac- 
cording to  Drs  Gross  and  Lehmann. 
“I  heard  that  most  people  have  an  av- 
erage of  four  questions  for  their  doc- 
tor, and  they  always  feel  like  they  get 
an  average  of  one  and  a half  an- 
swered,” Dr  Gross  said. 

Listen  to  what  your  patients  have  to 
say,  Dr  Lehmann  advises.  Avoid  cut- 
ting patients  off  in  midsentence.  But  if 


a patient  goes  off  on  a tangent,  direct 
him  or  her  back  on  course,  he  adds. 

“Try  to  address  the  reason  the  pa- 
tient is  there.  You  might  find  a num- 
ber of  other  things  that  may  require 
more  attention,  but  don’t  neglect  the 
thing  that  brought  the  patient  there,” 
Dr  Lehmann  said.  “Don’t  just  com- 
pletely ignore  it  or  trivialize  it.” 

Pay  attention  to  body  language  and 
facial  expressions,  which  can  clue  you 
in  on  potential  communication  prob- 
lems, Dr  Gross  says. 

The  lack  of  questions  can  be  a 
warning  sign  that  good  communica- 
tion has  not  been  established,  Dr 
Wynn  notes.  “Instead  of  assuming 
that  everything  is  fine  because  patients 
don’t  ask  questions,  physicians  should 
assume  the  patients  are  so  completely 
overwhelmed  that  they  need  to  start  at 
ground  zero,”  she  said. 

Dr  Gross  encourages  family  mem- 
bers to  come  with  patients  to  the  first 
appointment  and  some  follow-up  vis- 
its to  voice  any  concerns  they  might 
have.  “My  rooms  are  full  of  people  — 
frequently  two,  sometimes  three,  and, 
once  or  twice,  four  generations  ol 
family  members  — for  the  big,  open- 
ing-day conference.” 

Ask  the  right  questions 

After  listening  to  all  of  the  patient’s 
concerns,  Dr  Gross  begins  his  line  of 
questioning  with,  “What  do  you 
think  is  causing  this  problem?”  This 
may  lead  to,  “Is  there  anything  that’s 
happened  in  your  life  that  I need  to 
know  about  since  I last  saw  you?” 
Such  questions  can  solicit  some  im- 
portant information,  but  be  careful  to 


get  answers  without  being  overly 
pushy,  he  warns. 

At  the  end  of  a medical  interview, 
Dr  Gross  asks,  “Is  there  anything  else 
we  need  to  talk  about?”  and  “Is  there 
anything  I can  do  for  you  before  I see 
you  again?”  He  asks  these  questions  of 
family  members  present  as  well. 

Patients  also  may  have  to  be  en- 
couraged to  ask  their  own  questions  if 
they  are  concerned  about  taking  up  a 
physician’s  time.  Dr  Wynn  says.  She 
tells  her  patients,  “The  only  dumb 
question  is  the  unasked  question.” 

Avoid  jargon 

“Physicians  are  terrible  about  using 
medical  terminology  with  patients,” 
Dr  Wynn  said.  “1  would  rather  insult 
a patient’s  intelligence  than  go  over 
his  head.” 

Dr  Lehmann  admits  he  sometimes 
catches  himself  using  medical  terms 
when  speaking  to  patients.  “If  you 
start  to  get  into  the  jargon,  the  patient 
has  no  clue  what  you  just  told  him  or 
her.  Communication  has  really  ceased 
at  that  point,”  he  said. 

When  dealing  with  a disease  as 
devastating  as  cancer.  Dr  Gross  has 
found  that  analogies  often  simplify 
descriptions  for  patients.  Sometimes 
the  patients  themselves  construct 
analogies  that  help  them  better  under- 
stand the  course  of  their  disease. 

When  describing  how  cancer 
spreads  from  the  lungs  to  the  bones,  Dr 
Gross  once  explained,  “Cancer  cells  can 
break  off  and  travel  in  the  blood  just 
like  a piece  of  wood  down  a river.”  He 
knew  he  had  connected  with  a patient 
who,  when  told  his  cancer  had  spread. 
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replied,  “Oh,  you  mean  a chunk  of  it 
broke  off  and  went  downstream." 

Offer  choices 

“Part  of  why  I get  along  with  my  pa- 
tients is  I do  everything  I can  to  give 
them  freedom  and  choices,  and  not 
just  a list  of  must  do’s,”  said  Dr  Gross. 
“Cancer  is  a debilitating  illness,  and 
one  of  the  frustrations  of  it  is  you  pro- 
gressively have  freedoms  and  control 
of  your  life  taken  away  from  you.” 

Dr  Gross  says  he  tries  to  give  his 
patients  freedom  by  offering  them 
choices  of  diet  and  activities,  but  med- 
ication is  another  matter. 

Dr  Lehmann  reminds  patients  to 
always  bring  their  medicine  to  office 
visits.  This  gives  him  a chance  to  make 
sure  patients  have  the  right  medicine 
and  are  following  their  prescriptions. 

“Every  once  in  awhile,  you'll  find  a 
bottle  of  eye  drops  that’s  still  full  and 
shouldn’t  be,”  Dr  Lehmann  said.  “Or 
you’ll  find  the  patient  has  his  neigh- 
bor’s eye  drops  and  not  what  you’ve 
given  him.” 

Dr  Lehmann  tries  to  give  his  expla- 
nations for  diagnoses,  prognoses,  and 
treatments  to  the  patient  and  any  ac- 
companying family  members.  His  as- 
sistants also  repeat  directions  for  the 
patient  and  may  follow  up  with  a 
phone  call  to  make  sure  the  patient  is 
complying  with  Dr  Lehmann’s  orders. 

Show  signs  of  caring 

Sometimes  just  touch  — shaking  a pa- 
tient’s hand  or  putting  a hand  on  the 
patient’s  shoulder  — will  show  you 
care,  Dr  Lehmann  says.  Making  eye 
contact  during  the  medical  interview 


and  sitting  on  the  edge  of  the  bed  dur- 
ing hospital  rounds  also  can  foster 
good  doctor-patient  communication. 

“If  you  stand  at  the  end  of  the 
room,  with  one  hand  on  the  door- 
knob, and  spend  10  minutes  talking 
with  the  patient,  you  will  give  that  pa- 
tient the  impression  that  you  spent 
less  time  with  him  or  her  than  if  you 
sat  down  in  the  room  and  talked  for  3 
minutes,”  Dr  Lehmann  added. 

Many  of  Dr  Lehmann’s  patients  are 
awake  and  alert  during  operative  proce- 
dures and  go  home  about  an  hour  after 
the  operation,  so  he  likes  to  give  them  a 
call  that  evening  to  see  how  they  are 
doing.  If  he  does  not  call  them  personal- 
ly, a representative  from  his  office  does. 

Design  a patient-friendly  office 
The  office  Dr  Gross  shares  with  his 
two  partners  in  Tyler  has  six  examin- 
ing rooms  and  one  laboratory  room 
surrounding  a nurses’  pod.  Even  if  pa- 
tients come  in  only  to  complete  blood 
tests,  they  will  recognize  their  nurse 
and  vice-versa  because  of  the  open  of- 
fice design,  he  says. 

“It  makes  it  very  pleasant  to  work 
there,  and  the  patients  love  it.  There’s 
this  constant  feedback  going  on  and 
recognition  of  the  importance  of  the 
patient.  It’s  a family,”  Dr  Gross  said. 

Patients  receive  chemotherapy  in  a 
large  room  with  half  a dozen  chairs  in- 
stead of  isolated  private  rooms. 
“There’s  nothing  that  helps  patients 
through  [chemotherapy]  as  much  as 
hearing  the  experiences  of  other  peo- 
ple,” Dr  Gross  said. 

“A  lot  of  our  patients  are  there 
sometimes  6 hours  to  take  a treat- 


ment, and  they  are  surrounded  by 
people.  They  start  the  day  as  total 
strangers,  but  by  the  time  they’ve  been 
through  this  kind  of  experience  to- 
gether, they’ve  really  bonded.” 

Back  to  school 

“If  you  were  to  ask  a graduate,  even  of 
a very  good  residency  training  pro- 
gram, ‘What  are  the  10  most  impor- 
tant articles  written  in  the  past  3 years 
about  doctor-patient  communica- 
tion?’ he  or  she  would  probably  look 
at  you  like  you  were  crazy.  Whereas,  if 
you’d  ask  the  same  question  about  as- 
pirin and  stroke,  the  graduate  could 
probably  give  you  some  kind  of  an- 
swer,” Dr  Lipkin  said. 

Several  surveys  of  internists  con- 
ducted about  10  years  after  complet- 
ing their  medical  school  educations 
showed  that  the  number  one  topic 
they  would  have  liked  included  in 
their  training  but  did  not  have  was 
doctor-patient  communication  and 
psychosocial  medicine,  Dr  Lipkin  says. 

Dr  Lipkin  calls  the  American 
Academy  on  Physician  and  Patient, 
which  he  helped  create  3 years  ago, 
the  “invisible  college”  for  people  inter- 
ested in  the  doctor-patient  relation- 
ship. Academy  offerings  include  a fac- 
ulty development  program,  training  at 
medical  schools  across  the  country, 
and  workshops  and  symposia  con- 
ducted at  various  national  meetings. 
The  academy  also  has  compiled  an  ex- 
tensive electronic  database  on  the  doc- 
tor-patient relationship  and  the  med- 
ical interview. 

In  Texas,  a progressive  program  on 
the  doctor-patient  relationship  is  offered 
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Breaking  the  language  barrier 
to  improve  bedside  manner 


¥he  beeper  lets  out  a loud  scream.  Instructions 
are  a phone  call  away.  “We’ve  got  a lady  here 
who’s  about  to  have  a baby,”  a nurse  says.  “She’s 
dilated  to  a seven.  We  need  you  now.” 

The  beeper  does  not  belong  to  an  obstetrician;  it  be- 
longs to  an  interpreter.  Physicians  in  big-city  emergency 
departments  and  offices  across  Texas  have  known  for 
awhile  that  Spanish-speaking  interpreters  are 
invaluable  additions  to  their  staffs.  As  the 
Hispanic  population  in  Texas  grows,  doctors 
in  smaller  communities  are  also  seeing  the 
need  lor  interpreters  to  help  them  communi- 
cate with  some  of  their  patients. 

“A  very  important  part  of  what  we  do  is 
take  patient  histories,  and  that’s  almost  im- 
possible [for  Spanish-speaking  patients]  if 
you  don’t  know  Spanish,”  said  Edwin  Ferren, 

MD,  an  orthopedic  surgeon  at  the  Nacog- 
doches Bone  & Joint  Clinic.  “I  don’t  know 
how  you  could  treat  a Spanish-speaking  pa- 
tient without  an  interpreter  if  you  didn’t 
speak  the  language.” 

Almost  3.5  million  of  Texas’  nearly  17 
million  citizens  speak  Spanish  or  Spanish 
Creole.  Nearly  3,000  Spanish-speaking  peo- 
ple reside  in  Nacogdoches  County,  while  almost  5,000 
live  in  neighboring  Angelina  County,  according  to  the 
1990  Census. 

Dr  Ferren  says  he  could  have  misdiagnosed  some  of  his 
patients  without  the  help  of  his  interpreter,  Veronica  Mar- 
tinez, a senior  majoring  in  Spanish  at  Stephen  F.  Austin 
State  University  in  Nacogdoches.  Ms  Martinez  began 
working  for  Dr  Ferren  7 years  ago  as  a file  clerk.  Since 
then,  she  has  taken  several  courses  in  nursing  and  has 


beefed  up  her  foreign  languages  skills  to  become  an  asset 
to  the  Bone  & Joint  Clinic  as  well  as  Memorial  Hospital. 

“When  we  realized  Veronica  was  bilingual,  she  be- 
came a terrific  resource  for  us,”  Dr  Ferren  said.  “It 
seems  like  everyday  we’re  in  the  office,  we  see  at  least 
one  or  two  people  that  she  has  to  help  us  with.  She  def- 
initely makes  the  Hispanic  patients  feel  much  more 
comfortable,  and  managed  care  companies 
ask  specifically  if  we  have  someone  who  can 
speak  Spanish.” 

At  the  hospital,  Ms  Martinez  is  one  of 
four  interpreters  who  translate  for  Spanish- 
speaking patients  not  only  in  the  emergency 
department  but  also  on  the  floors,  where  she 
helps  explain  surgery  permits  and  other  hos- 
pital forms.  Ms  Martinez  also  has  cleared  up 
a few  misunderstandings  at  the  hospital. 

“Miscommunication  happens  all  the 
time,”  Ms  Martinez  said.  She  notes  that  in  the 
past,  nurses  who  knew  a little  Spanish  tried 
their  best  to  interpret  for  patients.  “Their  in- 
formation was  generally  not  accurate,”  Ms 
Martinez  said.  “There’s  got  to  be  someone 
there  to  bridge  the  communication  gap.” 
Though  she  helps  Dr  Ferren  and  the  hos- 
pital avoid  misunderstandings,  Ms  Martinez  says  the 
most  rewarding  part  of  her  job  is  what  she  does  for  pa- 
tients. “They  feel  more  comfortable  speaking  to  me  be- 
cause they’re  not  intimidated,”  she  said.  “It  makes  me 
feel  good  when  I know  they  are  more  at  ease.” 

One  family  was  so  grateful  to  Ms  Martinez  for  her 
help  with  the  delivery  of  their  daughter  that  they  named 
the  child  after  her,  she  says.  “Every  time  Veronica 
Cuarenta  gets  sick,  I always  help  her  out.” 
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at  the  Family  Practice  Faculty  Develop- 
ment Center  (FDC)  in  Waco.  FDC  is  a 
division  of  the  McLennan  County 
Medical  Education  and  Research 
Foundation,  and  is  affiliated  with  The 
University  of  Texas  Southwestern  Med- 
ical School  and  Baylor  University 
School  of  Education. 

Dr  Mygdal,  FDC  director  and  an 
assistant  professor  of  family  practice 
and  community  medicine  at  Ud 
Southwestern,  says  the  medical  inter- 
view is  one  of  the  topics  covered  in 
FDC  training  programs. 

“We  review  some  of  what  we  know 
about  the  interview  — what  its  func- 
tions are,  for  instance,”  Dr  Mygdal 
said.  “We  do  this  not  only  to  gather 
information,  but  also  to  establish  rap- 
port with  the  patients  and  to  persuade 
them  to  change  their  behavior.” 

While  effective  communication 
skills  may  come  naturally  for  some 
physicians,  education  can  always  im- 
prove them.  Dr  Lipkin  says.  “There  is 
very  clear  evidence  that  participating  in 
good  education  in  this  area  improves 
skills,  outcomes,  and  satisfaction.  Re- 
gardless of  how  talented  you  are,  you 
can  get  better  if  you  work  at  it.” 

For  more  information  about  the 
American  Academy  on  Physician  and 
Patient,  contact  Dr  Mack  Lipkin  at 
(212)  263-8291.  For  more  informa- 
tion on  the  Family  Practice  Faculty  De- 
velopment Center,  contact  Dr  William 
Mygdal  at  (817)  752-2636. 
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MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services,  Inc.,  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


W e are  a dedicated  group  of 

professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician’s  claim  history,  specialty 
or  previous  problems. 


Medical  Insurance  Services,  Inc. 

For  additional  information,  contact: 

James  T.  Rubino,  Executive  Director 
Aberdeen  Medical  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd.,  Suite  900  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery'  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 
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ONE  GRAND  ROOF. 
ONE  GREAT  CONVENTION! 


lay  18-21,  1995 


news  Anatole  Hotel, 


Your  best  opportunity  to  meet  your  formal  CME  requirement  for  medical  license  renewal  in  Texas- 
all  under  the  impressive  roof  of  Loews  Anatole — a magnificent  hotel  as  big  as  a small  village. 


® Annual  Session 

INTERLINK  FOR  PATIENT  CARE 


SCHEDULE  OF  EVENTS 


WEDNESDAY  - May  17 


1 pm 

Golf  and  Tennis  Tournaments 


THURSDAY  - May  18 


7  am 

Fun  Run 


8-9:30  am 

House  of  Delegates 


8  am-5:30  pm 

Exhibits 


9  am-5  pm 

Texas  Academy  of  Family  Physicians 


10  am-1  pm 

Reference  Committees 


Scientific  Sections 
9 am-12  pm;  2-5  pm 

Diseases  of  the  Chest 
Endocrinology  (8:30-12:15) 
Family  Practice 
Internal  Medicine 
Neurology  (2-5) 

Neurological  Surgery 
Obstetrics  and  Gynecology 
Occupational  Medicine  (8:15-5) 
Ophthalmology  (9-5:30) 
Otolaryngology 
Plastic,  Reconstructive  and 
Maxillofacial  Surgery 
Psychiatry 
Public  Health 
Surgery 


Scientific  Sections 
Digestive  Diseases  (8:30-12) 


Symposia 

Emergency  Medicine  (9-1 ) 
Medicine  and  the  Law  (9:30-12:30) 
Rheumatic  Diseases  (11-12) 
Transfusion  Medicine  (2-5) 


Symposia 

Diabetes/Endocrinology  (2-5 : 30 ) 
Culture  and  Clinical  Care  (2-4:30) 
Rheumatic  Diseases  (11-12) 
Spoils  Medicine  (8-12) 

Violence  (2-5) 


1:30-4  pm 

General  Session 


After  6 pm 
Alumni  Events 

County  Medical  Society  Receptions 
Specialty  Society  Functions 


2-5  pm 

Risk  Management  Workshop 

5:15-7  pm 

TMA/TMAA  Presidents’  Installation 
and  Reception 

8-11:30  pm 

TMA  Foundation  Benefit 
( Dinner/Entertainment ) 


SATURDAY  - May  20 


8 am-5:30  pm 

Exhibits 


8 am-2:30  pm 

Exhibits 


9 am-12  pm;  2-5  pm 

House  of  Delegates 


Specialty  Societies 

Texas  Dermatological  Society  (1:30-5) 
Texas  Orthopaedic  Assn/Texas 
Society  of  Sports  Medicine  (1:30-5) 


Specialty  Societies 
Texas  Dermatological  Society  (9-4) 
Texas  Orthopaedic  Association  (8-3) 
Texas  Society  of  Anesthesiologists 
(7:50-4:45) 


Scientific  Sections 
Allergy,  Asthma  and  Clinical 
Immunology  (9-4:30) 

Colon  and  Rectal  Surgery  (9-12:15) 
Neurological  Surgery  (9-12) 
Neurology  (9-5) 

Nuclear  Medicine  (9-12) 
Oncology/Texas  Pain  Society/Texas 
Cancer  Pain  Initiative  (9-1) 
Ophthalmology  (8-12) 
Otolaryngology  (9-12) 

Pathology  (8:30-12:30) 

Pediatrics  (8-12) 

Physical  Medicine  and 
Rehabilitation  (8:30-12) 

Plastic,  Reconstructive  and 
Maxillofacial  Surgery  (9-3) 


Symposia 

Addictive  Diseases/Physician  Health 
(8-4:30) 

Adolescent  Health  (9-12) 
Cardiovascular  Diseases  (9-5) 
Controversies  in  Preventive 
Medicine?  (9-12) 

Diabetes  (9-12) 

Geriatrics  (8:30-5) 

Rheumatic  Diseases  (11-12) 
“Unconventional”  Treatment  of 
Chronic  Pain  (2-5) 


House  of  Delegates  Sections 
Hospital  Medical  Staff  (8-12) 
Medical  Student  (9-12) 
Resident  Physician  (2-5) 

Young  Physician  (2-5) 


After  6 pm 

Alumni  Events 

Specialty  Society  Functions 
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Texas  Dermatological  Society 
(8:30-12) 


For  more  details, 
watch  your  mail  for 
the  ADVANCE  PROGRAM 


No  general  registration  fee  ftnfTjviA  members 
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PHYSICIANS  CARING  FOR  TEXANS 

TEXAS  MEDICAL  ASSOCIATION 

401  WEST  15TH  STREET 
AUSTIN,  TEXAS  78701-1680 
Fax  #(51 2)  370-1635 
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Annual  Session 
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128th  Annual  Session 
May  18-21,  1995 
Loews  Anatole  Hotel,  Dallas 


Complete  registration  form  following  steps  1 through  12  and  return  by  mail  with  check  or  by  fax  (512)  370-1635  with  credit  card 
information.  Pick  up  tickets  and  badges  at  the  registration  area  in  Dallas  at  the  Loews  Anatole  Hotel. 

Name  Member  ID# 

Address 

City State Zip Specialty 

Phone  ( ) Fax  ( ) 


Please  check  all  applicable  spaces  below: 


O TMA  Councilor  U 

□ TMA  Vice  Councilor 

□ TMA  Board  Member  J 

□ Chairman  O 

tma  ^.ele9ate  n | t ° SchataHn"  O AMA  Member 

TMA  Alternate  Delegate  t,u™Mla" 


Physician 

Intern/Resident/Fellow 
Medical  Student 
TMA  Officer 


TMA  Committee  Member 

□ Chairman 
TMA  Trustee 

TMA  Foundation  Board  Member 

□ Chairman 


□ AMA  Delegate 

O AMA  Alternate  Delegate 

□ Speaker 

□ Scientific  Exhibitor 

□ Past  President 

□ HMSS  Representative 


□ TEXPAC 

□ TEXPAC  300  Club 

□ MSS  Executive 
Council 

□ MSS  Chapter  Officer 

□ MSS  Chairman 


□ RPS  Executive  Council 

□ RPS  Chairman 

□ RPS  Councilor 

□ YPS  Chairman 

□ YPS  Governing  Board 

□ CMS  Officer 


Registration  Fees 

MEMBER 

NONMEMBER 

Speaker 

TMA  Member's  Family 
(attach  names) 

County  Medical  Society  Staff 
and  Family  (attach  names) 
Physician 

Intern,  Resident,  Fellow 
Medical  Student 
Allied  Health  Personnel 
Approved  Visitor 
Nonmember's  family  over 
age  21  (attach  names) 

Golf  Tournament 

Wednesday,  May  17,  1 pm 
Lakewood  Country  Club 
Average  score  or  handicap 


Fee  Quantity  Subtotal 


0 0 

waived  0 

waived  0 

waived  0 


$100 
$ 10 
$ 10 
$ 10 
$ 50 

$ 10 


$ 75 


Tennis  Tournament 

Wednesday,  May  17,  1 pm 
Verandah  Club,  Loews  Anatole  Hotel 

$ 15 

Level  of  ability 


Check  box  to  receive  information  and  registration 
form  for  professional,  full  service,  on-site  child  care. 

Medical  Student  Sponsorships 

Help  a medical  student  participate  by  $ 

donating  $75,  $50  or  $25.  Funds  will  be 
used  to  defray  travel  and  housing  costs 
for  medical  students  through  the  Medical 
Student  Section. 

A Supreme  Evening  with  Mary  Wilson 

presented  by  the  TMA  Foundation  to  benefit 
the  TMA/TMAA  domestic  violence  prevention 
program,  Friday,  May  19,8-11 :30  pm,  Loews 
Anatole  Hotel.  Dinner  and  entertainment. 

Seating  is  limited.  Pick  up  tickets  at  registration 
by  5 pm,  or  at  the  door  after  6:30  pm,  Friday, 

May  19. 

$125  each  x (#) = Benefit  Ticket  Subtotal  $ 


$65  per  ticket  is  tax  deductible. 

QtOTAL  FEES  {Steps  1-10)  = 


□ Enclosed  is  my  check  for  $ payable  to  TI\ 

Charge  to  my  □ Visa  □ Mastercard  Amount  $ 

Acct.  No. Exp.  Date 


Fun  Run 

Thursday,  May  18,  7 am 
Verandah  Club,  Loews  Anatole  Hotel 

0 0 

TMA  Alliance  Luncheon 

featuring  Mary  Wilson  of  the  Supremes 
Friday,  May  19,  11:15  am-1  pm 

Loews  Anatole  Hotel  $ 40  

Advance  Copy  of  Final  Program 

which  contains  presentation 
summaries  and  complete 

details  (available  late  April)  $ 8 


Name  on  Card 

Signature 

No  refunds  given  after  May  3. 

Return  form  and  registration  fees  to  TMA  Annual  Sessioi 
401  West  15th  Street,  Austin,  TX  78701-1680,  or  fax  (51 
370-1635  with  credit  card  information. 

□ Check  here  if  special  assistance  is  required  to  fully  participate.  We  will 
contact  you  to  discuss  your  needs.  We  cannot  assure  the  availability  of 
disability  assistance  without  prior  notification  of  need. 

Questions?  Call  TMA  Annual  Session  Department, 

(800)  880-1300  or  (512)  370-1300,  Ext.  1451  or  1453. 


RESERVATION 
DEADLINE: 
APRIL  19 


Texas  Medical  Association 
I 28th  Annual  Session 
May  18-21,  1995 
Dallas, Texas 


Official  Housing  Request  Form 

* Please  print  or  type  all  items  to  assure  accuracy. 

% Complete  each  part  helow  in  detail  for  correct 
and  rapid  processing. 

* Phone:  800/428-8854 

* Fax:  214/702-2924 


i'W  Tex 

L 


TexasMedical 

Association 


*PCe£Ue  re^uedt  actcUtaHtaC  <ut  a defawuzte  cofiy  tfad  fawn, 

lend  confirmation  to: 

Ci  me 

'iame  of  Company  or  Firm 

itreet  Address  or  P.O.  Box  Number  


uty State  (Country) Zip  Code 

laytime  Phone  ( ) Fax  ( ) 


4vtivat  *Date 


'Defeantune  *Date 


'tyoteC 

|st  choice 

nd  choice 

ird  choice  

□ Triple  (3  ppl,  2 beds) 

□ Quad  (4  ppl,  2 beds) 

□ P + 1(1  bedroom  suite) 

□ P + 2 (2  bed  room  suite) 


I Single  (1  person,  1 bed) 
I Double  (2  ppl,  1 bed) 

I Dbl-Dbl  (2  ppl,  2 beds) 


Sfrecuzt  1R.e^ccedtd: 

□ Nonsmoking 

□ Handicapped  Accessible 

□ Guarantee  for  late  arrival 
(after  6 pm) 

Stuvie  ‘70ct&: 


khmi,  ctefcadit  id  %equined 
atC  ledenowtiortd. 


(owi) 


1995  HOUSING  FORM 

Texas  Medical  Association 
1 28th  Annual  Session 
May  18-21,  1995  • Dallas, Texas 


'ftyotetb  <zact 

\ ui 

\ 3 

wjk  **  Loews  Anatole  Hotel  , 2201  Stemmons  Frwy 
$105  Single  $115  Double 

Stouffer  Dallas  Hotel,  2222  Stemmons  Frwy 
$99  Single  $99  Double 

X.  * 

Courtyard  by  Marriott  — Market  Center 
r * 

$97  Single  $97  Double 

*Rates  apply  only  until  April  19  and  do  not  include  13%  hotel  tax. 
**Headquarters  Hotel 


APPAREL 


MARKET 


HALL 


faid 


WORLD 
TRADE 
CENTER . 


INFO 


MART 


TO 

DOWNTOWN 


Place 

Stamp 

Here 


Dallas  Convention  & Visitors  Housing  Bureau 
15770  N.  Dallas  Parkway,  Suite  1060 
Dallas,  TX  75248 


fatd 


cutd 


All  cancellations,  changes  or  corrections  prior  to 
April  19  should  be  made  directly  with  the  Housing 
Bureau.  Beginning  April  19  contact  hotel  directly. 


A deposit  of  $100  is  required  per  room  by  credit 
card  or  check/money  order. 


Reservation  acknowledgements  will  be  sent  by  the 
Housing  Bureau.  Room  confirmations  will  be  senl 
by  individual  hotel. 


Before  April  19  refunds  issued  by  Housing 
Bureau.  After  April  19  refunds  issued  by 
individual  hotel.  No  deposit  refunds  issued  within 
72  hours  of  schetluled  arrival  date. 


Credit  Card# Expiration  Date Name 

□ American  Express  □ Master  Card  □ Visa  Payment  by  □ check  or  □ money  order 

Please  make  check/money  order  payable  to:  Dallas  Housing  Bureau 

15770  N.  Dallas  Parkway,  Ste.  1060 
Dallas,  Texas  75248 


Medicine’s 


‘Employee’  of  the  future 
making  waves,  friends 
at  Baylor  Medical  Center 

By  Sharon  Carter 


IF  THIS  IS  THE  WAVE  OF  THE 
future,  your  employee  benefits  list 
may  someday  include  an  oil  can. 
Meet  Bart,  the  Baylor  Automated 
Robotic  Technician.  About 
\A  times  the  size  of  a club 
refrigerator  and  looking  a bit 
like  R2D2  on  steroids,  Bart 
is  a recent  addition  to  the 
Baylor  University  Medical 
Center  work  force.  Bart’s  job 
is  to  deliver  medications 
from  the  pharmacy.  As  he 
moves  through  the  halls  of 
the  medical  center,  talking, 
summoning  elevators,  and 
opening  doors,  staff  quickly 
come  to  respond  to  the  robot 
as  if  he  is  human. 

Bart  ends  all  his  transac- 
tions with  “Thank  you.”  And 
invariably,  people  respond 
“You’re  welcome,”  says 
Denise  Kile  Walton,  with  the 
Baylor  Public  Relations 
Department.  “Really,  I think 
the  nurses  and  clerks  think  of 
Bart  as  a colleague,”  said  Ms 
Kile  Walton. 

Bart  begins  his  rounds  at 
the  pharmacy,  where  he  is 
loaded  with  medications  for  delivery 
and  his  route  is  programmed.  He  says, 


Sharon  Carter  is  a freelance  writer 
based  in  Irving. 


in  a digitized  voice,  “1  am  about  to 
move.  Please  stand  clear.”  Then  he 
begins  his  progress,  rolling  along  the 
halls  at  about  the  pace  of  a brisk  walk. 

rhe  robot  can  sense  turns  in  the 
hall  and  adjust  accordingly.  Bart  also 
can  sense  if  someone  is  standing  in  his 
path  and  will  stop.  Explained  Douglas 
Smith,  Baylor  operations/automated 
systems  specialist,  “If  he  is  stopped  for 


more  than  a brief  pause,  the  monitor 
will  signal  a problem  and  someone 
can  go  see  about  him  — which  usual- 
ly involves  chasing  off  kids  who  have 
him  surrounded. 


At  every  nurses’  station,  a sign 
announces  “Robot  parking  area  — 
please  do  not  block.”  Bart  makes 
known  his  arrival  at  a station  with  a soft 
chime.  After  staff  take  supplies  from  the 
robot’s  interior,  he  goes  on  his  way. 

Bart  summons  the  elevator  electroni- 
cally and  makes  a soft  horn  sound  before 
entering.  He  is  a gentleman  — anyone 
who  enters  the  elevator  at  the  same  time 
will  go  to  his  or  her  floor  first, 
before  Barfs  destination. 

Bart  can  open  doors  that 
have  push  plates  by  using 
infrared.  Where  he  must 
enter  a locked  door,  he  rings 
the  bell  for  admission  the 
same  way. 

The  robot  doesn’t  carry 
controlled  substances.  What  if 
someone  tried  Bart-napping 
anyway?  “They  really  couldn’t 
do  it,”  said  Gary  Collins, 
Baylor  pharmacy  director.  “He 
is  programmed  to  stay  on  the 
route  for  each  delivery.  If 
someone  tried  to  force  him  off 
it,  the  monitor  screen  would 
flash  red  and  his  system  would 
shut  down.  Since  he  weighs 
about  600  pounds,”  he  added, 
“you  couldn’t  just  tuck  him 
under  your  arm  and  run  for  it.” 

Built  by  Transitions  Re- 
search Corp  (TRC),  in  Dan- 
bury, Conn,  Bart  is  the  only 
robot  of  his  kind  in  Texas. 
“There  are  a few  on  the  East  Coast, 
three  or  four  on  the  West  Coast,”  Mr 
Collins  said.  “Bart  is  the  only  other  one. 

The  robot’s  list  price  is  $67,000. 
Why  pay  so  much  for  something  to 


Douglas  Smith,  operations/ automated  systems  specialist,  instructs 
Roberta  Reed,  RN,  on  how  to  operate  Bart. 
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PRACTICE  FINANCING 


Available  for: 

• Leasehold  Improvements 

• Practice  Acquisitions,  Expansions,  Start-ups 

• $100,000+  with  no  Financials 


Working  Capital 
New  or  Used  Equipment 
Flexible  Payment  Programs 


MERICOM 


-A* 

£ A LEASING,  INC. 

To  apply  or  request  information  contact  John  or  Ron 

713/680-8822 

800/477-LEASE 


You’re  in  a state  of  need. 
Wre  in  a state  of  readiness. 
We’re  both  in  the  state  of  Texas. 
Maybe  we  should  talk... 


...about  physician  staffing 

When  the  need  for  qualified  physicians  is  immediate,  look  to  EmCare  Physician  Staffing 
Services.  We're  a Texas-based  company  dedicated  to  finding  the  right  physician  for  your 
medical  center  or  practice. 

EmCare  Physician  Staffing  Services  is  ready  to  provide... 

• Locum  Tenens 

• Physician  Search 

• Low  Volume/Acuity  ED  Practice  Management 

• Radiology  Department  Practice  Management 

For  qualified  staffing  services,  look  to  a company  who  understands  your  state.. .of  need 
For  More  Information  Please  Call:  800/535-9535 

EmCare 

Physician  Staffing  Services 

The  Choice  Is  Yours 

1717  Main  Street  • Suite  5200  • Dallas,  Texas  75201 


do  one  of  the  simplest  jobs  in  the  hos- 
pital? Responded  Mr  Collins,  “Bart 
works  24  hours  a day,  7 days  a week, 
365  days  a year.  Think  how  many 
employees  it  would  take  to  get  that 
same  coverage.” 

He  also  doesn’t  get  headaches, 
backaches,  or  sinus  problems;  have 
arguments  on  the  phone  with  teenage 
children;  have  a car  that  won’t  start;  or 
have  a cat  that  needs  to  go  to  the  vet- 
erinarian. He  doesn’t  engage  in  office 
gossip,  ask  for  raises,  or  call  in  sick  on 
Super  Bowl  Sunday. 

According  to  Mr  Smith,  Bart  was 
— fancy  price  tag  and  all  — a cost- 
cutting move  on  Baylor’s  part.  “To 
survive  and  offer  the  best  care,  med- 
ical facilities  have  to  be  financially 
lean  and  mean  these  days,”  Mr  Smith 
said.  “Bart  will  pay  for  himself.  He’s 
definitely  worth  the  money.” 

When  it  was  announced  that  Bart 
was  coming  to  Baylor,  some  pharmacy 
employees  were  wary.  Reactions 
ranged  from  “I'm  not  touching  that 
thing”  to  “There  goes  my  job.” 

Mr  Smith  acknowledges  the  latter  is 
a valid  worry.  “Automation  will  be  doing 
a lot  of  our  jobs  in  the  future.  There’s  a 
robot  out  there  with  my  job  on  it.  To 
stay  working,  people  are  going  to  have 
to  change  with  technology,”  he  said. 

But  somehow  Bart  doesn’t  seem 
very  threatening.  His  robot  voice,  sup- 
plied by  one  of  the  TRC  engineers,  is 
always  most  polite. 

A Baylor  physician  recently  com- 
mented that  Bart  needs  a girlfriend, 
and  he  might  get  one.  The  next  Baylor 
robot  (there  are  plans  for  1 1 more)  is 
expected  to  have  a female  voice. 
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1 00  Years  Ago  in  Texas  Medicine 


Manh  189S 

The  late  meeting  of  the  Texas  State  Medical  Association 

THE  27TH  ANNUAL  MEETING  WAS  HELD  in  the  fourth  story 
of  the  [Dallas]  City  Hall;  up  four  flights  of  steps  ye  delegates  and 
members  had  to  climb  — old  and  young;  there  was  no  elevator,  and 
we  can  vouch  for  the  assertion  we  heard  more  than  one  man  make,  — 
“it  makes  a fellow  tired.’’  . . . 

The  President  called  attention  to  the  steady  yearly  decadence  of  the 
Association,  and  in  his  “address  and  recommendations”  suggested  the 
appointment  of  a committee  to  report  upon  the  best  means  of  arresting  it  . . . 
The  committee,  through  its  chairman,  Dr  Wooten,  reported  as  follows: 

In  our  judgement  the  first  and  fundamental  requisite  for  reviving 
and  extending  the  usefulness  and  efficiency  of  the  organization  is  an 
intelligent  and  practical  understanding  of  its  objects  and  reasons  for 
existence. 

The  purpose  of  the  State  Medical  Association  is,  to  promote  scien- 
tific research  and  investigation  in  the  profession,  with  a view  to  the 
practical  application  of  the  great  principles  of  medical  science  to  the 
daily  needs  of  humanity  and  the  current  practice  of  the  physician.  To 
that  end  its  meetings  should  be  devoted  to  terse,  pertinent  and  vigor- 
ous discussion  of  recent  discoveries,  approved  experience  and  well- 
attested  facts  in  the  domain  of  medicine  and  its  allied  branches. 

It  was  never  the  intention  that  the  time  and  attention  of  the  mem- 
bers should  be  consumed  in  idle  speculations,  imaginary  exploits  or 
vapid  generalizations.  Neither  was  it  contemplated  that  essential  and 
fundamental  principles  should  be  reiterated  and  renewed  at  every  ses- 
sion, and  in  prolix  and  prosy  dissertations  on  elementary  topics  with 
which  every  intelligent  and  properly-equipped  doctor  is  presumed 
already  familiar.  . . . 


(Texas  State  Journal  of  Medicine.  1 895 ; 1 0 [ 1 1 ] :595— 596) 


HEALTH 

CARE 

FRAUD 

CRIMES 


Douglas  C.  McNabb 

Federal  Criminal  Defense  Attorney 

Recognized  as  one  of  Texas'  leading 
federal  criminal  defense  attorneys, 
Douglas  C.  McNabb  has  earned  a reputa- 
tion for  his  aggressive  representation  and 
knowledgeable  preparation  in  defending 
the  rights  of  individuals  charged  with 
federal  crimes.  He  limits  his  practice  to 
defending  people  who  are  being  investi- 
gated by  federal  agencies  such  as  the  FBI, 
DEA,  ATF,  IRS,  Secret  Service,  or 
Customs. 

Mr.  McNabb  has  been  involved  in 
numerous  high  profile  cases  that  have 
been  the  subject  of  several  books  and 
movies.  He  is  licensed  to  practice  before 
the  U.S.  Supreme  Court  and  other  federal 
courts  throughout  the  United  States. 

•Health  Care  Fraud  Crimes 
•Tax  Crimes 

•Mail /Wire  Fraud  Crimes 
•Conspiracy  Crimes 
•Money  Laundering  Crimes 
•Export/ Import  Crimes 
•Drug  Crimes 
•Environmental  Crimes 

Douglas  C.  McNabb 

Texas  Commerce  Tower 
600  Travis  - 62nd  Floor 
Houston,  Texas  77002 

(713)  237-0011 

Not  certified  by  the  Texas  Board  of  Legal  Specialization 
No  designation  has  been  made  by  the  Texas  Board  of 

Legal  Specialization  for  a Certificate  of  Special 
Competence  in  these  areas. 
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PRIMARY  CARE  PHYSICIAN 
OPPORTUNITIES 


If  you  thought 
you  knew 
Humana  Health 
Care  Plans , take 
another  look. 

66  Humana  Health  Care  Plans 
makes  doctoring  easier.  Like 
most  of  you,  I became  a 
physician  to  practice  medicine. 

With  Humana,  I don’t  have  to 
market  myself  to  referral  sources, 

I’m  spared  the  headaches 
connected  with  billing  and 
someone  else  takes  care  of 
administrative  details.  The  operational  support 
services  from  Humana  allow  me  to  manage  the 
business  of  providing  medical  care.  Through  the 
years  1 have  been  exposed  to  a variety  of  practice 
situations,  with  each  situation  offering  its  share 
of  pros  and  cons.  What  I have  gained  with 
Humana  far  outweighs  any  sacrifice.  I have  been 
a Humana  provider  since  1983  and  I’m  still 
happy  with  my  decision.?  9 

- Bellur  Ramanath,  M.D. 

Pediatrician 

West  Lakes  Health  Center 


The  dedicated  professionals  at  Humana  Health 
Care  Plans  would  like  to  work  along  with  you 
to  provide  quality  medical  service  to  our 
patients. 

Our  goal  is  simple:  To  make  the  administrative 
side  of  your  business  easier  and  faster,  allowing 
you  to  focus  on  what’s  really  important  - the 
critical  job  of  providing  quality  health  care. 

We  assist  you  by  providing: 

• Electronic  claims  submission 

• A simple  referral  process 

• Complete  staff  - clinical  and  clerical 


There's  a new  spirit  of  partnership  at 
Humana  Health  Plan  San  Antonio ! 

For  Primary  Care  Physician  Opportunities,  please  contact 
Wally  Rich,  8431  Fredericksburg  Road,  Suite  370, 

San  Antonio,  TX  78229,  (210)  617-1041,  FAX:  (210)  617-1940 

•Humana' 

Health  Care  Plans 


New  TMA  video  promotes 
mini-internship  programs 


YOU  CAN  TELL  PEOPLE  WHAT 
it’s  like  to  practice  medicine,  but 
they  will  never  understand  until 
they  see  for  themselves.  That’s 
why  several  county  medical  societies  in 
Texas  are  using  mini-internship  pro- 
grams to  give  community  leaders  and 
media  professionals  an  up-close  look  at 
a typical  day  in  the  life  of  a physician. 

And  now  the  Texas  Medical  Asso- 
ciation is  offering  a new,  free  video 
showing  county  medical  societies  how 
to  set  up  mini-internship  programs  and 
demonstrating  their  benefits  for  physi- 
cians and  their  communities. 

Produced  by  TMA’s  Public  Rela- 
tions Department,  the  video  focuses 
on  a recent  mini-internship  program 
conducted  by  the  Travis  County 
Medical  Society.  Austin  Mayor  Bruce 
Todd  and  other  leaders  from  govern- 
ment, business,  the  news  media,  and 
the  clergy  accompanied  several  physi- 
cians on  their  daily  routines.  These 
leaders,  or  “interns,”  followed  the 
doctors  as  they  saw  patients  in  their 
offices,  made  rounds  in  hospitals,  per- 
formed surgery,  or  treated  patients  in 
emergency  departments. 

The  video,  which  runs  under  10 
minutes,  includes  highlights  of  the 
activities  and  interviews  with  physicians 
and  “interns”  about  their  experiences. 

“The  mini-internship  program  is 
designed  to  give  community  leaders 
an  idea  of  what  it  is  like  to  be  a physi- 
cian and  what  it  means  to  deliver 
health  care  in  a variety  of  settings,” 
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said  I MA  Media  Relations  Director  : 
Ken  Ortolon.  “It  allows  participants  j 
to  establish  a relationship  with  physi-  • 
cians  and  see  what  they  face  on  a daily  : 
basis.  It  gives  them  a realistic  perspec-  j 
tive  on  what  medicine  is  all  about  and  • 
on  what  it  is  like  to  be  a doctor.” 

The  Travis  County  Medical  Society  j 
has  done  three  mini-internship  pro-  • 
grams.  Austin  anesthesiologist  Cathy  : 
Scholl,  MD,  chair  of  the  society’s  : 
Public  Relations  Committee,  says  all  \ 
three  have  been  eye-opening  experi-  : 
ences  for  the  participants.  “The  major  j 
thing  that  I have  been  impressed  with  • 
is  that  each  class  has  gained  some  : 
appreciation  for  the  hassle  factors  of  j 
medicine.  They  see  now  that  medicine  • 
involves  more  than  being  with  : 
patients,  and  that  a lot  ol  time  is  spent  : 
getting  insurance  approval  to  do  j 
things  and  getting  paid.  It  has  added  a : 
whole  new  dimension.”  : 

Another  benefit,  Dr  Scholl  says,  is  • 
that  physicians  have  come  away  from  : 
the  program  with  a new  appreciation  j 
of  what  they  do.  “You  get  tunnel  j 
vision  because  you  get  so  used  to  : 
doing  things  every  day.  When  you  j 
bring  in  somebody  who  has  a new  ; 
look  at  things,  you  realize  you  do  : 
something  neat,”  she  said.  : 

Dr  Scholl  says  physicians  interest-  • 
ed  in  a mini-internship  program  : 
should  urge  their  county  medical  soci-  j 
eties  to  set  one  up  and  volunteer  to  • 
participate.  • 

The  video  is  available  by  calling  : 
Mr  Ortolon  at  (800)  880-1300,  ext  j 
1392,  or  (512)  370-1392,  or  by  writ- 
ing  to  him  at  TMA,  401  W 15th  St,  j 
Austin,  TX  78701-1680.  : 


^ERMATOPATHOLOGY 


BORATORIES 


FREEMANBCOCKERELL 

□ 
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Commentary 

Meaningful  reform  demands 
individual  responsibility  for 
health-care  expenditures 

By  Norman  H.  Rappaport,  MD 


PARADOXICALLY,  EFFORTS  TO 
control  health-care  costs, 
whether  in  the  form  of  legisla- 
tively mandated  health-system 
reform  or  the  rapid  growth  of  man- 
aged care  in  the  private  sector,  have 
focused  primarily  on  avoiding  rather 
than  resolving  the  problem. 

True,  health-system  reform  would 
once  again  engage  patients  as  payers 
and  thus,  in  collaboration  with  their 
physicians,  could  lead  them  to  become 
more  economical,  responsible  decision- 
makers in  the  direction  of  their  own 
care.  However,  Medicare,  Medicaid, 
and  the  typical  managed  care  plan  all 
disengage  patients  from  the  economic 
consequences  of  their  decisions  to  seek 
care  and  substitute  micromanagement 
and  regulation  of  health-care  delivery 
in  general  and  of  the  patient-physician 
relationship  in  particular. 

Insurance  policies  that  offer  first- 


N orman  H.  Rappaport,  MD,  is  a 
Houston  plastic  surgeon. 


dollar  coverage  best  exemplify  the 
problem.  Insurance  is  supposedly  the 
sharing  of  risk  through  insurance  pre- 
miums. But  to  the  extent  that  first- 
dollar  coverage  is  offered,  the  princi- 
ple of  insurance  is  undermined. 

However  laudable  it  may  appear  to 
offer  coverage  of  routine  preventive 
services  that  large  numbers  of  people 
use  or  should  use,  such  coverage 
increases  the  cost  of  those  services  by 
adding  all  of  the  administrative  costs 
of  collecting  premiums  and  paying 
claims  for  services  that  individuals  and 
families  could  less  expensively  include 
in  their  budgets.  Moreover,  when  pay- 
ment comes  from  the  patient’s  own 
pocket,  both  the  physician  and  the 
patient  have  incentives  to  spend 
money  prudently  and  keep  prices  and 
overall  costs  within  reasonable  limits. 

The  proper  role  of  insurance  is  to 
cover  expenditures  that  are  beyond 
the  capacity  of  the  average  family  to 
budget,  eg,  the  serious  or  catastrophic 
illness  or  the  extremely  expensive  but 
necessary  medical  test. 

Means-testing  health  insurance 
through  sliding-scale  deductibles  will 
do  more  to  contain  costs  than  any 
regulatory  approach  or  private  sector 
effort  to  “manage”  care.  Moreover, 
government  payment  programs  have 
the  additional  responsibility  of  pro- 
viding for  the  poor.  But  the  role  of 
insurance  and  the  role  of  government 
programs  should  not  obscure  indi- 
vidual responsibility  for  health  and 
for  payment  of  services. 

Following  are  three  measures  that 
are  critical  to  meaningful  health-sys- 
tem reform: 
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• People  should  be  educated  to  both 
the  importance  of  preventive  ser- 
vices and  of  budgeting  for  those  ser- 
vices rather  than  relying  on  insur- 
ance companies  to  budget  for  them. 
It  is  essential  to  foster  the  under- 
standing that  first-dollar  coverage 
does  not  in  fact  pay  for  services  that 
people  routinely  use;  it  only  returns 
their  own  premium  dollars  minus  a 
hefty  administrative  fee. 

• Means-testing  the  Medicare  pro- 
gram will  help  preserve  Medicare’s 
fiscal  integrity.  Because  70%  of  all 
Medicare  beneficiaries  have  supple- 
mental insurance  that  covers  all  of 
their  copayments  and  deductibles 
and  another  1 0%  — the  poorest  of 
the  elderly  — have  Medicaid  cov- 
erage for  those  charges,  Medicare 
has  become  a first-dollar  coverage 
program  for  four  out  of  five 
patients.  The  alternative  to  means- 
testing is  a stifling  government 
control  of  prices  and  medical  prac- 
tice that  will  very  quickly  threaten 
quality  of  care. 

• Retirement  planning  should 
include  provisions  for  predictable 
medical  care.  Mechanisms  such  as 
medical  savings  accounts  would 
give  individuals  the  opportunity 
for  accumulating  the  necessary 
funds  over  a period  of  years  and 
would  also  give  them  a greater 
decision-making  role  in  their  own 
care  as  they  age. 

These  reforms  illustrate  the  direc- 
tion in  which  health-system  reform 

needs  to  head:  away  from  the  expecta- 
tion that  the  government  or  the  private 
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health  insurance  industry  will  take  care 
of  all  Americans  and  toward  a realistic 
assumption  of  individual  responsibility. 
The  measures  listed  here  are  by  no 
means  comprehensive,  but  they  do  rep- 
resent a new  direction  that  will  address 
cost  issues  without  devastating  the 
health-care  system  through  overdepen- 
dence on  government.  ★ 
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Sometimes  it  seems  nobody  follows  doctor’s  orders. 
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Proportional  differences  in  births  and  infant  mortality 
rates  among  the  triethnic  population  in  Texas  from 
1984  through  1986 


Birth  at  preterm  gestation  and/or  with 
low  birth  weight  is  a major  predictor  of 
the  infant  mortality  rate,  which  is  twice 
as  high  in  African-American  as  in  Anglo 
and  Hispanic  infants  in  Texas.  This 
study  examined  the  relative  proportions 
of  Anglo , African-American,  and  His- 
panic births  that  occurred  in  Texas  at 
specific  gestational  ages  and  birth 
weights,  and  the  neonatal,  postneonatal, 
and  infant  mortality  rates  associated 
with  those  births.  African-American 
infants  showed  a systematic  tendency  to 
be  born  at  earlier  gestational  ages  and 
with  lower  birth  weights  than  did  Anglo 
infants,  while  Hispanic-Anglo  differ- 
ences were  limited  to  a small  excess  of 
preterm  but  not  low  weight  Hispanic 
births.  Preterm  and  low-birth-weight 
African-American  infants  had  neonatal 
and  infant  mortality  rates  that  were 
lower  than  those  of  Anglo  infants,  but 
that  benefit  was  inadequate  to  compen- 
sate for  the  greater  proportion  of 
African-American  births  that  were  at 
risk.  No  consistent  difference  could  be 
identified  between  Hispanic  and  Anglo 
infant  mortality  rates.  We  conclude  that 
the  birth  weight  and  gestational  age  pre- 
dictors of  infant  mortality  reflect  the 
combined  effects  of  two  ethnic-specific 
factors:  the  mortality  rates  at  specific 
birth  weights  and  gestational  ages,  and 
the  proportions  of  births  that  are  at 
risk.  The  biological  and/or  sociological 
causes  for  these  ethnic  differences  in 
pregnancy  outcomes  and  mortality  risk 
need  to  be  identified  if  the  mortality  rate 
of  African-American  infants  in  Texas  is 
to  be  reduced. 

From  the  School  of  Public  Health,  1 he 
University  of  Texas-Houston  Health  Science 
Center,  Houston,  Tex.  Send  reprint  requests  to 
Dr  Kerr,  School  of  Public  Health,  The 
University  of  Texas-Houston  Health  Science 
Center,  PO  Box  20186,  Houston,  TX  77225. 
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George  R.  Kerr,  MD 
Michele  Verrier,  MPH 

The  infant  mortality 
rate  (I MR)  is  perhaps  the  best 
single  measure  of  a society’s 
health  and  well-being  (1),  varying  from 
more  than  200  per  1000  live  births  in 
underdeveloped  societies  to  fewer  than 
10  per  1000  in  several  industrialized 
nations  (2).  In  1990,  the  IMR  in  the 
United  States  was  9.2  per  1000,  rank- 
ing about  20th  among  industrialized 
nations;  the  IMR  in  Texas  was  8.1  per 
1000,  ranking  14th  among  the  states 
(3).  Both  the  United  States  and  Texas 
plan  to  reduce  the  IMR  to  7 per  1000 
in  their  Health  Objectives  lor  the  Year 
2000  (4,5),  but  how  this  will  be 
accomplished,  other  than  by  a contin- 
uation of  the  secular  trend  toward 
lower  IMRs  that  accompanies  societal 
development,  is  not  clear. 

This  secular  trend  reflects  the  com- 
bined effects  of  increased  socioeco- 
nomic and  educational  status, 
increased  control  of  environmental 
hazards,  increased  parental  compe- 
tence in  infant  care,  increased  knowl- 
edge of  the  pathophysiologies  of 
pregnancy  and  infancy,  and  increased 
access  of  infants  to  a more  effective 
health-care  system  (6-9). 

IMRs  of  the  United  States  and 
Texas,  however,  reflect  a risk  factor  not 
shared  by  other  industrialized  nations 
— that  of  a large  African-American 
population.  For  reasons  not  ade- 
quately understood,  African-American 
populations  in  the  United  States  and 
Texas  have  had  IMRs  about  twice  as 
great  as  those  of  the  white  population 
for  as  long  as  such  data  have  been  col- 
lected (10,1 1). 

Births  at  preterm  gestational  age 
and/or  with  low  birth  weight  (less  than 
2500  gm)  are  among  the  strongest 
predictors  ol  the  IMR  (12,13);  lor  rea- 
sons that  are  also  unclear,  African- 
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American  infants  in  the  United  States 
tend  to  be  born  sooner  and  smaller 
than  white  infants  (14).  However, 
recent  reports  suggest  that  IMRs  of 
preterm  and  low-birth-weight  African- 
American  newborns  are  actually  lower 
than  those  of  white  newborns  of  the 
same  gestational  age  and  birth  weight, 
while  the  reverse  occurs  in  the  higher 
categories  of  gestational  age  and  birth 
weight  (15).  We  have  confirmed  those 
findings  for  African-American  and 
Anglo  births  in  Texas,  and  have  shown 
that  patterns  of  birth  weight,  gesta- 
tional age  at  birth,  and  IMRs  in 
Hispanic  infants  are  generally  similar 
to  those  of  the  Anglo  population 
(16,17).  This  report  details  the  ethnic 
differences  in  the  proportion  of  resi- 
dent, singleton  births  in  Texas  at  spe- 
cific gestational  ages  and  birth  weights, 
and  the  IMRs  associated  with  those 
pregnancy  outcomes. 

MATERIALS  AND  METHODS 

Computer  tapes  containing  data  from 
birth  certificates  of  all  infants  born  in 
Texas  from  1984  through  1986, 
matched  with  data  from  the  death  cer- 
tificates of  those  who  died  in  infancy, 
were  obtained  from  the  Bureau  of 
Vital  Statistics,  Texas  Department  of 
Health.  Analyses  were  limited  to  resi- 
dent births  (to  eliminate  the  risk  of 
missing  out-of-state  infant  deaths),  to 
singleton  births  (to  eliminate  the 
higher  rates  of  preterm  births,  low 
birth  weight,  and  IMRs  associated  with 
multiple-birth  pregnancies),  and  to  the 
three  main  ethnic  groups  (Anglo, 
Hispanic,  and  African-American). 

Gestational  ages  at  birth  (weeks 
completed  from  the  date  of  the  last 
menstrual  period)  were  grouped  into 
15  categories:  fewer  than  19  weeks,  2- 


big  1.  Differences  in  proportions  between  Anglo  and  African-American  births  in  Texas,  1984  through  1986,  by  birth  weight  and  gestational  age. 
Magnitude  of  difference  is  shown  by  size  and  numbering  of  circles.  Central  vertical  line  separates  low  birth  weight  from  normal  birth  weight;  cen- 
tral horizontal  line  separates  preterm  from  term  births. 
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week  intervals  between  19  through  20 
and  43  through  44  weeks,  and  45 
weeks  or  more.  Birth  weights  were 
grouped  into  ten  500-gm  categories, 
with  extremely  heavy  births  grouped 
into  a further  category  of  5000  gm 
and  over.  The  categories  for  birth 
weight  and  gestational  age  were  com- 
bined into  a matrix  of  165  gestational 
age-hirth  weight  cells  into  which 
births  were  distributed  by  ethnicity 
and  examined  for  proportional  differ- 
ences (percent  of  total  births  for  each 
ethnic  group  in  each  cell).  Ethnic 
comparisons  were  calculated  for  all 
births  in  each  cell,  and,  to  reduce 
comparisons  based  on  small  numbers, 
for  cells  containing  at  least  100  births 
for  each  ethnic  group. 

Mortality  rates  were  calculated  for 
each  gestational  age-hirth  weight  cell 


and  examined  for  ethnic  differences  in 
the  neonatal  mortality  rate  (0  through 
28  days),  the  postneonatal  mortality 
rate  (29  through  365  days),  and  the 
total  IMR.  Both  the  numerator  and 
denominator  of  the  IMR  equation 
presented  computational  difficulties 
in  certain  cells  because  those  with  the 
highest  IMRs  (as  in  very  preterm-very 
low-birth-weight  cells)  tended  to  have 
few  births,  while  cells  with  a large 
number  of  births  tended  to  have  few 
deaths,  and  both  resulted  in  wide  vari- 
ation in  ethnic  IMR  ratios. 

Io  reduce  comparisons  based  on 
small  numbers,  the  following  criteria 
were  selected  for  calculating  ethnic 
IMR  ratios:  for  gestational  age-birth 
weight  cells  containing  fewer  than  100 
births  for  either  ethnic  group,  no  IMR 
comparisons  were  performed;  for  cells 


containing  100  through  999  births  for 
each  ethnic  group,  at  least  5 deaths 
from  each  group  had  to  have  occurred 
to  compare  IMRs;  for  cells  containing 
at  least  1000  births  for  each  ethnic 
group,  IMRs  were  compared  regardless 
of  the  number  of  deaths. 

Numerical  presentations  do  not 
show  adequately  the  pattern  and  mag- 
nitude of  ethnic  differences  in  preg- 
nancy outcomes  and  infant  mortality. 
Consequently,  ethnic  differences  of 
1.5  times  or  greater  between  propor- 
tion of  births  and  IMRs  at  specific 
birth  weights  and  gestational  ages  are 
presented  graphically. 

RESULTS 

From  1984  through  1986,  there  were 
924,843  births  in  the  state.  Of  these, 


VOLUME  91  ★ NUMBER  3 


51 


Fig  2.  Differences  in  proportions  between  Anglo  and  Hispanic  births  in  Texas,  1984  through  1986,  by  birth  weight  and  gestational  age.  Magnitude 
of  difference  is  shown  by  size  and  numbering  ol  circles.  Central  vertical  line  separates  low  birth  weight  from  normal  birth  weight;  central  horizon- 
tal line  separates  preterm  from  term  births. 
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844,092  represented  resident,  single- 
ton  births  that  had  both  gestational 
age  and  birth  weight  reported  on  the 
birth  certificate  and  that  were  from 
the  three  main  ethnic  groups.  There 
were  7344  infant  deaths  among  this 
triethnic  birth  cohort. 

Proportional  distribution  of  births  by 
gestational  age  and  birth  weight 
Numbers  of  births  peaked  at  39 
through  40  weeks  of  gestational  age 
and  3000  through  3300  gm  birth 
weight  in  each  ethnic  group,  but  birth 
weights  at  each  gestational  age  and 
gestational  ages  for  each  birth  weight 
category  varied  widely.  Comparison  of 
the  relative  proportions  of  all  Anglo 
and  African-American  births  that 
occurred  in  specific  gestational  age- 
birth  weight  cells  confirmed  the  sys- 


tematic trend  for  African-American 
infants  to  be  born  earlier  and  lighter, 
with  up  to  a 12-fold  increase  in  the 
proportion  of  African-American 
infants  in  the  very  preterm,  very  low- 
birth-weight  cells  (Fig  la).  Limiting 
comparisons  to  cells  containing  at 
least  100  births  for  each  ethnic  group 
reduced  the  comparisons  in  the  very 
preterm-very  low-birth-weight  cells 
(where  few  Anglo  births  occurred), 
and  in  the  postterm,  high-birth- 
weight  cells  (where  few  African- 
American  births  occurred).  However, 
the  same  pattern  was  apparent,  even  if 
the  differences  were  of  smaller  magni- 
tude (Fig  lb). 

Comparison  of  the  proportions  of 
Anglo  and  Hispanic  births  that 
occurred  in  specific  gestational  age- 
birth  weight  cells  revealed  an  excess  of 


preterm  and  low-weight  Hispanic 
births,  but  of  smaller  magnitude  than 
was  noted  in  the  Anglo-African- 
American  comparisons  (Fig  2a). 
Limiting  comparisons  to  cells  with  at 
least  100  births  for  each  ethnic  group 
reduced  the  differences  to  a cluster  of 
30-  through  36-week  gestational  age 
cells  in  which  a modest  excess  of 
preterm  Hispanic  births  occurred  but 
without  any  excess  in  low-birth- 
weight  cells  (Fig  2b). 

Comparative  neonatal  mortality  rates  in 
relation  to  birth  weight  and  gestational  age 
In  the  very  preterm-very  low-birth- 
weight  cells,  the  largest  proportion  of 
births  and  neonatal  deaths  occurred 
among  African-American  infants. 
However,  the  numbers  of  Anglo  births 
in  those  cells  were  usually  too  small  to 
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Fig  3.  Differences  in  neonatal  mortality  rates  of  singleton,  resident  births  in  Texas,  1984  through  1986,  by  birth  weight  and  gestational  age.  Cells 
with  less  than  100  births  for  both  ethnic  groups  were  not  compared;  cells  with  100-999  births  for  both  ethnic  groups  required  at  least  5 deaths  for 
both  groups  for  comparing  neonatal  mortality  rates. 
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African-American  and  Anglo  ethnic 
groups  had  sufficient  births  and  neona- 
tal deaths  for  comparison,  the  rate  was 
uniformly  higher  in  Anglo  neonates, 
with  the  reverse  seen  in  the  higher  ges- 
tational age-birth  weight  cells  (Fig  3a). 
Differences  between  Anglo  and 
Hispanic  neonatal  mortality  rates  were 
of  smaller  magnitude  and  without  con- 
sistent pattern  (Fig  3b). 

Comparative  postneonatal  mortality 
rates  in  relation  to  birth  weight  and 
gestational  age 

Many  gestational  age-birth  weight 
cells  did  not  contain  a sufficient  num- 
ber of  births  and/or  postneonatal 
deaths  to  meet  the  criteria  for  ethnic 


met  those  criteria,  no  consistent  pat- 
tern could  be  identified,  although  the 
excess  was  for  African-American 
infants  in  9 of  the  12  cells  in  which 
differences  were  noted  (Fig  4a). 
Differences  between  the  postneonatal 
mortality  rates  of  Anglo  and  Hispanic 
infants  were  inconsistent  and  of  small 
magnitude  (Fig  4b). 

Comparative  infant  mortality  rates  in 
relation  to  birth  weight  and  gestational  age 

The  total  IMRs  reflected  the  combina- 
tions of  neonatal  and  postneonatal 
mortality  rates.  The  higher  neonatal 
mortality  rates  of  Anglo  infants  in 
preterm-low-birth-weight  cells  were 
partially  masked  by  the  higher  post- 
neonatal mortality  rates  of  African- 


tality  rates  of  African-American  infants 
in  the  higher  birth  weight-gestational 
age  cells  were  the  main  determinants  of 
ethnic  IMR  differences  in  those  cells 
(Fig  3a).  Anglo/Hispanic  differences  in 
IMRs  tended  to  reflect  also  the  neona- 
tal mortality  rates,  with  no  consistent 
pattern  apparent  (Fig  5b). 

DISCUSSION 

The  IMR  represents  the  sum  of  infant 
deaths  from  a wide  variety  of  specific 
causes  (18),  modified  by  nonspecific 
factors  such  as  income,  education, 
marital  status,  maternal  age,  parity, 
prenatal  care,  personal  health  prac- 
tices, and  access  to  health  care  (19, 
20).  Low-birth-weight  and  preterm 
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Fig4.  Differences  in  postneonatal  mortality  rates  of  singleton,  resident  births  inTexas,  1984  through  1986,  by  birth  weight  and  gestational  age.  Cells 
with  less  than  100  births  for  both  ethnic  groups  were  not  compared;  cells  with  100-999  births  for  both  ethnic  groups  required  at  least  5 deaths  for 
both  groups  for  comparing  neonatal  mortality  rates. 
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births  often  reflect  both  specific  and 
nonspecific  factors  (21-26),  and  are  of 
particular  importance  in  predicting 
the  IMR. 

Previous  studies  with  Texas  births 
during  this  3-year  period  examined 
the  relationship  between  broad  cate- 
gories of  gestational  age,  birth  weight, 
and  a number  of  maternal  and  prena- 
tal factors  (16).  African-American 
infants  tended  to  be  born  earlier,  with 
preterm  birth  rates  of  7.1%,  10.2%, 
and  15.7%,  respectively,  in  Anglo, 
Hispanic,  and  African-American  pop- 
ulations. African-American  infants 
also  tended  to  be  born  lighter,  with 
very  low-birth-weight  (less  than  1500 
gm)  rates  of  0.9%,  1 .0%,  and  2.5%, 
and  low-hirth-weight  rates  of  5.8%, 
6.2%,  and  12.3%,  respectively,  in  the 
same  ethnic  groups.  Young  maternal 


age,  high  parity,  and  inadequate  pre- 
natal care  were  associated  with  higher 
rates  of  preterm  birth  and  low  birth 
weight  in  all  ethnic  groups,  but  the 
rates  were  consistently  higher  in 
African-American  than  in  Anglo  and 
Hispanic  women  of  the  same  age,  par- 
ity, and  prenatal  care  categories. 

Another  study  with  resident,  sin- 
gleton births  in  Texas  during  these 
years  examined  the  relationships 
between  gestational  age,  birth  weight, 
and  maternal  factors  and  the  IMR 
(17).  The  neonatal  mortality  rates 
were  4.6,  4.8,  and  8.0  per  1000  live 
births;  the  postneonatal  mortality 
rates  were  2.8,  3.0,  and  5.3  per  1000; 
and  the  IMRs  were  7.4,  7.8,  and  13.3 
per  1000  live  births,  respectively,  in 
Anglo,  Hispanic,  and  African- 
American  infants.  Mortality  was 


strongly  influenced  by  birth  weight, 
with  IMRs  of  very  low-birth-weight 
infants  being  354,  366,  and  326  per 
1000,  respectively,  among  the  same 
ethnic  groups,  as  compared  to  3.8, 
3.6,  and  5.2  per  1000  among  those  of 
normal  birth  weight. 

Mortality  was  predicted  also  by 
gestational  age  at  birth,  with  IMRs  of 
400-500  per  1000  live  births  in  those 
born  at  23  through  24  weeks  of  gesta- 
tional age,  falling  rapidly  thereafter  to 
reach  levels  of  3—5  per  1000  by  39 
through  40  weeks  of  gestational  age. 
Extremes  of  maternal  age,  high  parity, 
and  inadequate  prenatal  care  were 
associated  with  higher  IMRs,  but  the 
rates  were  consistently  higher  in 
African-American  than  in  Anglo  and 
Hispanic  women  of  the  same  age,  par- 
ity, and  prenatal  care  categories. 
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Fig  5.  Differences  in  infant  mortality  rates  of  singleton,  resident  births  in  Texas,  1984  through  1986,  by  birth  weight  and  gestational  age.  Cells  with 
less  than  100  births  for  both  ethnic  groups  were  not  compared;  cells  with  100—999  births  for  both  ethnic  groups  required  at  least  5 deaths  for  both 
groups  for  comparing  neonatal  mortality  rates. 
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The  increased  mortality  risk  of 
African-American  infants  occurred 
despite  their  lower  gestational  age-spe- 
cific neonatal  mortality  rates  at  24 
through  34  weeks  (sometimes  half 
those  of  Anglo  neonates  of  the  same 
gestational  age).  But  the  beneficial 
effect  of  lower  mortality  rates  of 
African-American  infants  in  those 
high-risk  cells  was  canceled  out  by  the 
larger  proportion  of  African-American 
infants  that  were  born  in  those  cells 
and  by  their  elevated  IMRs  (even  if 
not  elevated  to  the  extent  seen  in 
Anglo  and  Hispanic  infants). 

The  present  study  examined  ethnic 
differences  in  the  distributions  of  preg- 
nancy outcomes  and  IMRs  in  greater 
detail,  using  a matrix  of  gestational  age- 
birth  weight  cells  similar  to  that 
reported  by  Sappenfield  et  al  in 


describing  patterns  of  gestational  age, 
birth  weight,  and  IMRs  among 
African-American  and  white  births  in 
the  United  States  in  1980  (15).  African 
American  infants  tended  clearly  to  be 
born  sooner  and  smaller  than  Anglo 
infants,  with  the  reverse  seen  in  the 
high  gestational  age-birth  weight  cells. 
Anglo-Hispanic  comparisons  revealed 
a quite  different  pattern,  characterized 
by  an  small  excess  of  Hispanic  births  in 
a few  preterm  cells  but  without  any 
increase  in  low  birth  weight. 

Comparing  the  mortality  rates  of 
this  triethnic  population  also  con- 
firmed the  pattern  reported  by 
Sappenfield  et  al  (15):  consistently 
higher  neonatal  mortality  rates  in 
Anglo  than  in  African-American 
neonates  in  the  low  gestational  age- 
birth  weight  cells  and  a higher  risk  of 


African-Americans  in  the  high  gesta- 
tional age-birth  weight  cells.  Where 
differences  in  postneonatal  mortality 
rates  were  apparent  between  Anglo 
and  African-American  infants,  the 
excess  was  usually  in  the  latter  group 
and  regardless  of  their  gestational  age- 
birth  weight  classification.  A consis- 
tent pattern  of  differences  in  neonatal 
and  postneonatal  mortality  rates 
between  Anglo  and  Hispanic  infants 
was  not  apparent  except  for  a few  high 
gestational  age-birth  weight  cells  in 
which  a Hispanic  neonatal  mortality 
excess  was  noted.  And  comparisons  of 
the  total  IMRs  reflected  primarily  the 
neonatal  patterns. 

The  main  conclusion  from  these 
studies  is  that  although  preterm  birth 
and  low  birth  weight  are  major  pre- 
dictors of  infant  death,  the  combined 
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effects  of  ethnic-specific  mortality 
rates  for  each  birth  weight-gestational 
age  cell  and  the  proportion  of  total 
births  in  that  cell  actually  determine 
the  toll.  The  increased  number  of 
neonatal  deaths  of  African-American 
infants  in  the  preterm-low  birth 
weight  cells  is  due  primarily  to  the 
increased  proportion  of  their  births  in 
those  cells,  which  cancels  out  the  ben- 
efit of  the  lower  neonatal  mortality 
rates.  The  increased  number  of  neona- 
tal deaths  of  African-American  infants 
in  the  full  term-high  birth  weight  cells 
is  due  to  their  higher  neonatal  mortal- 
ity rates  outweighing  the  slightly 
lower  proportion  of  births  in  those 
cells.  The  increased  number  of  post- 
neonatal  deaths  of  African-American 
infants  reflects  their  higher  mortality 
rates  in  a number  of  gestational  age- 
birth  weight  cells.  And  both  combine 
to  result  in  higher  IMRs  of  African- 
American  as  compared  with  Anglo 
and  Hispanic  infants. 

If  Texas  and  the  United  States  are  to 
improve  their  IMR  rankings,  we  proba- 
bly need  to  identify  the  factors  (eg, 
increased  risk  for  chorioamnionitis) 
(27)  responsible  for  the  increased  pro- 
portion of  African-American  births  that 
occur  in  the  low  gestational  age-birth 
weight  cells,  which  is  a major  predictor 
for  both  neonatal  and  postneonatal 
mortality.  To  identify  the  factors 
responsible  for  the  lower  mortality  rates 
of  African-American  infants  born  in 
those  high-risk  cells  will  be  helpful; 
these  rates  keep  the  death  toll  from 
being  even  higher.  And  we  need  to  iden- 
tify the  causes  of  increased  mortality  of 
African-American  infants  born  at  full- 
term  gestation  and  with  normal  birth 
weight,  where  the  consequences  of 
preterm  birth  should  not  be  a problem. 

Whether  the  causes  prove  to  be 
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sociological  and/or  biological,  we  have 
major  gaps  in  our  understanding  of 
the  factors  that  result  in  ethnic  differ- 
ences in  birth  outcomes,  and  of  the 
prenatal  and  postnatal  factors  that 
place  African-American  infants  at  ele- 
vated risk.  These  must  be  identified 
and  corrected  if  the  United  States  and 
Texas  are  to  approach  the  IMRs  of 
other  industrialized  nations. 
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HIV  infection  and  associated  sexually  transmitted 
diseases  in  women 


We  determined  the  prevalence  of  other 
sexually  transmitted  diseases  (STDs)  in 
56  women  infected  with  the  human 
immunodeficiency  virus  (HIV)  and 
compared  the  usefulness  of  this  preva- 
lence to  that  of  standard  risk  assessment 
alone  in  identifying  HIV-infected 
women.  Of  the  56  women  studied,  54 
were  infected  with  HIV.  These  women 
received  instruction  as  to  the  modes  of 
transmission  and  were  then  placed  in 
standard  risk  groups  based  on  their  own 
assessments.  A history  of  previous  or  cur- 
rent STD  was  obtained  and  followed  by 
appropriate  testing.  We  found  that  com- 
bining standard  risk  assessment  with  a 
current  or  previous  STD  enabled  us  to 
identify  a greater  percentage  of  women 
who  are  infected  with  HIV. 


Dr  Jacobson  and  Ms  Harris,  Department  of 
Obstetrics,  Gynecology,  and  Reproductive 
Sciences,  and  Dr  Doyle,  Department  of 
Pediatrics,  Lyndon  B.  Johnson  General 
Hospital,  The  University  of  Texas  Health 
Science  Center  at  Houston.  Send  reprint 
requests  to  Dr  Jacobson,  Department  of 
Obstetrics  and  Gynecology,  Medical  College 
of  Ohio,  3000  Arlington  Ave,  Box  10009, 
Toledo,  OH  43699-0008. 
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Risk  assessment  alone 
fails  to  identify  a large  per- 
centage of  women  infected 
with  human  immunodeficiency  virus 
(HIV).  Adding  a current  or  previous 
sexually  transmitted  disease  (STD)  to 
risk  assessment  may  improve  the  iden- 
tification rate. 

As  of  October  1993,  the  Centers 
for  Disease  Control  and  Prevention 
had  received  reports  of  334,344  cases 
of  acquired  immunodeficiency  syn- 
drome (AIDS).  Women  accounted  for 
43,019  (13%)  of  these  cases  (1). 
Women  with  AIDS  are  the  fastest 
growing  subset  of  AIDS  patients,  and 
AIDS  has  become  the  fifth  leading 
cause  of  death  in  women  of  childbear- 
ing age.  Early  diagnosis  provides 
many  benefits  to  both  the  patient  and 
her  family,  enabling  the  patient  to 
make  intelligent  decisions  about 
future  fertility  as  well  as  to  begin  anti- 
retroviral therapy  and  testing  of  other 
family  members. 

Infection  with  HIV  can  be  trans- 
mitted sexually  and  may,  therefore, 
increase  with  the  occurrence  of  other 
STDs  as  well  (2,3).  Furthermore,  the 
presence  of  other  STDs  may  identify 
patients  at  risk  for  HIV  infection.  We 
describe  the  prevalence,  by  history  or 
current  diagnostic  methods,  of  other 
STDs  in  women  infected  with  HIV. 


MATERIALS  AND  METHODS 

HIV  infection  was  confirmed  in  34  of 
56  women  (referred  with  an  enzyme- 
linked  immunosorbent  assay  positive 
for  HIV),  by  Western  Blot  analysis 
(Roche  Laboratories,  Raritan,  NJ) 
between  August  1,  1991,  and  January 
31,  1993,  at  the  Lyndon  B.  Johnson 
Hospital.  Each  patient  received  inten- 
sive pre-  and  posttest  counseling  in 

TEXAS  MEDICINE  ★ MARCH  1 9 9 5 


her  native  language  by  a multidiscipli- 
nary team.  Patients  were  counseled  on 
the  various  modes  of  HIV  infection 
and  were  given  an  opportunity  to  ask 
questions.  Patients  were  then  catego- 
rized on  the  basis  of  the  Centers  for 
Disease  Control  and  Prevention  risk 
assessment,  which  includes  intra- 
venous drug  use;  sex  with  an  intra- 
venous drug  user,  bisexual,  or  known 
HIV-infected  partner;  or  a history  of 
blood  transfusion  prior  to  1987. 

Patients  were  asked  about  prior 
STDs  including  gonorrhea,  chlamy- 
dia, genital  herpes  simplex,  syphilis, 
pelvic  inflammatory  disease,  hepatitis 
B,  and  abnormal  Papanicolaou’s 
smears.  Positive  histories  were  con- 
firmed by  record  review.  Screening  for 
syphilis  was  performed  using  the 
Rapid  Plasma  Reagin  test  (Becton 
Dickinson  Laboratories,  Cockeysville, 
Md)  and  confirmed  by  Microhemag- 
glutination-Treponema pallidum  test- 
ing (Ames  Laboratories,  Elkhart,  Ind). 
Screening  for  hepatitis  B was  con- 
ducted also  (Ortho  Laboratories, 
Raritan,  NJ).  A cervical  evaluation  for 
gonorrhea  and  chlamydia  (Gen- 
Probe,  San  Diego,  Calif)  was  per- 
formed and  a Papanicolaou’s  smear 
was  obtained  at  the  time  of  pelvic 
examination.  Cultures  for  genital  her- 
pes simplex  were  performed  if  patients 
presented  with  lesions  or  complaints 
(Bartels  Diagnostics,  Issaquah,  Wash). 

RESULTS 

Eight  (15%)  of  the  54  infected 
women  were  presumed  to  have  been 
infected  with  HIV  through  intra- 
venous drug  usage;  another  8 (15%) 
through  sex  with  an  intravenous  drug 
user.  Twenty-six  (48%)  were  thought 
to  have  been  infected  through  sex 


table  I.  Sexually  transmitted  diseases:  history  or  current  infection  in  54  women.* 


History  Current 

No.  (%)  No.  (%) 


Gonorrhea 
Chlamydia 
Herpes  simplex 
Syphilis 

Pelvic  inflammatory  disease 
Abnormal  Papanicolaou’s  smear 
Hepatitis  B 

‘Patients  may  have  had  more  than  1 STD. 

Only  evidence  of  dysplasia  or  human  papilloma 


with  a known  HIV-infected  partner 
and  2 (4%)  through  sex  with  a bisex- 
ual male.  T hree  (6%)  were  presumed 
to  have  become  infected  through 
blood  transfusions  obtained  before 
1987.  Several  patients  had  more  than 
one  risk  factor.  Seventeen  (31%) 
reported  no  known  risk  factors  for 
infection  but  were  sexually  active. 
Table  1 shows  the  results  for  STDs. 

DISCUSSION 

The  high  percentage  (31%)  represent- 
ing the  17  of  54  women  who  failed  to 
acknowledge  any  risk  factors  for  HIV 
infection  agrees  with  several  other 
studies  that  have  looked  at  the  failure 
of  risk  assessment  in  identifying  HIV- 


1 1 (20) 

0(0) 

2(3.5) 

2 ( 3.5) 

5(9) 

0(0) 

12  (22) 

5 (13) 

4(7) 

0 ( 0) 

8 (15) 

3 (6) 

3(6) 

0 (0) 

virus  was  included. 


infected  women  (4-7).  The  aim  of  this 
study  of  54  women  already  infected 
with  HIV  was  to  determine  whether 
risk  assessment  alone  would  be  as 
accurate  as  risk  assessment  including  a 
previous  or  current  STD  in  identifying 
infected  women  (Table  2). 

Thirty-seven  of  the  women  had  a 
positive  risk  assessment;  13  had  only  a 
current  or  previous  STD,  ie,  negative 
risk  assessment;  and  23  had  both. 
Only  4 (7%)  women  had  neither  a 
positive  risk  assessment  nor  evidence 
of  prior  or  current  STDs. 

The  most  frequently  identified 
STD  was  syphilis.  I he  presence  of 
ulcerative  disease  of  the  genitalia  facil- 
itates transmission  of  the  HIV  from  an 
infected  partner.  Within  the  group  of 


Table  2.  Identification  profile  of  54  women  infected  with  HIV. 


No.  (%) 

Positive  risk  assessment 

37  (69) 

Negative  risk  assessment 

17(31) 

Current  or  previous  STD  and  positive  risk  assessment 

23  (43) 

Current  or  previous  STD  and  negative  risk  assessment 

13  (24) 

Total  number  of  women  identified  (positive  risk  assessment 
and  current  or  previous  STD) 

50  (93) 

1 7 women  with  a negative  risk  assess- 
ment, syphilis  occurred  in  5 (29%). 
The  addition  of  nonsyphilitic  STDs  to 
this  subgroup  resulted  in  an  additional 
8 (47%)  being  identified.  Thirteen 
(76%)  of  the  17  women  with  a nega- 
tive risk  assessment  were  identified  by 
a previous  or  current  STD. 

Fifty  (93%)  of  the  54  women  with 
HIV  infection  were  identified  by  the 
addition  of  an  STD  evaluation  to  a 
positive  risk  assessment.  Only  37 
(69%)  were  identified  when  risk 
assessment  alone  was  used. 

The  low  incidence  of  current  or 
previous  hepatitis  B infection  indicates 
that  many  of  our  patients  were  suscep- 
tible to  hepatitis  B and  were  given 
recombinant  hepatitis  B vaccination. 
Because  hepatitis  B is  a sexually  trans- 
mitted disease,  we  recommend  suscep- 
tibility determination  and  vaccination 
to  all  women  infected  with  HIV. 

CONCLUSION 

Women  are  the  fastest  growing  subset 
of  AIDS  patients.  Early  identification 
of  HIV  infection  allows  immediate 
interventions  in  the  course  of  the  dis- 
ease; these  include  intensive  counseling 
and  education,  curtailing  risky  behav- 
iors such  as  unsafe  sex  and  needle  shar- 
ing, instituting  antiretroviral  and  other 
therapy  in  a timely  manner  (8-10), 
providing  psychosocial  support,  identi- 
fying other  infected  family  members, 
and  making  informed  decisions  about 
future  fertility  and  contraception. 

Until  universal  testing  is  offered  to 
all  women,  guidelines  used  to  identify 
women  infected  with  HIV  must  be 
broadened.  Standard  risk  assessment 
developed  by  the  Centers  for  Disease 
Control  and  Prevention  fails  to  iden- 
tify a significant  percentage  of  infected 
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women.  Adding  current  or  previous 

STD  to  the  standard  risk  assessment 

may  further  identify  women  at  risk  for 

HIV  infection. 
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R.  Craig  Saunders,  MD 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  210  226-2424 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of 5%  is  allowed  for  six 
months  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Denise  Kotson, 
TEXAS  MEDICINE,  401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the  month 
preceding  publication  month. 
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Texas  Medicine 


Opportunities  Available 

Emergency  Medicine 

TEXAS:  Well  established  regional  group  has  opportunities 
available  in  EDs  ranging  from  12,000  to  50,000  visits 
annually.  Earn  the  industry’s  maximum  compensation  as  an 
independent  contractor  without  the  day-to-day  hassles  of 
managing  your  own  practice.  Send  CV  to  Emergency  Med- 
icine Consultants,  PA,  1525  Merrimac  Circle,  Suite  107, 
Fort  Worth,  TX  76107;  or  call  (817)  336-8600. 


San  Antonio,  Texas  — Emergency  Physicians 
Affiliates  has  opportunities  for  qualified  emer- 
gency physicians  to  work  in  the  emergency 
departments  of  a prestigious  five  hospital  system. 
This  system  consists  of  Level  II  full-service  com- 
munity hospitals  with  an  excellent  medical  and 
nursing  staff,  double  and  triple  coverage,  and  ED 
dictation  system.  Fee-for-service  remuneration  of 
$155,()00-$205,00()  annually.  Applicants  must  be 
BC/BP  in  EM  or  a primary  care  specialty.  San 
Antonio  is  a great  place  to  live,  has  a culturally 
rich  environment,  and  you  can  enjoy  a relaxing 
lifestyle.  Please  send  CV  to  Tom  Tidwell, 
Emergency  Physician  Affiliates,  16414  San 
Pedro,  Suite  #355,  San  Antonio,  Texas  78232- 
0330  or  call  (210)495-9860. 


(800)  880-1395 

Get  the  latest  news  on  health 
and  medical  legislation  before 
the  Texas  Legislature.  The  brief 
recorded  message  is  updated 
each  weekday  at  1 0:30  a.m. 

A service  of  the  Texas  Medical 
Association  Media  Relations 
Department,  in  cooperation  with 
the  Division  of  Public  Affairs. 


EMERGENCY  MEDICINE  OPPORTUNITIES 


HCA  Highland  Hospital 
Shreveport,  LA 
1 16  Bed  Facility 
ED  Annual  Visits:  9,000 
Needs:  full-time 

Lakewood  Hospital 
Morgan  City,  LA 
93  Bed  Facility 
ED  Annual  Visits:  17,000 
Needs:  part-time 

Val  Verde  Memorial 

Del  Rio.  Texas 

93  Bed  Facility 

ED  Annual  Visits:  16,000 

Needs:  Director,  full-time,  part-time 

Lewisville  Medical  Center  Hospital 
Lewisville,  Texas 
148  Bed  Facility 
ED  Annual  Visits:  20,000 
Needs:  full-time,  part-time 

Brazosport  Memorial  Hospital 
Lake  Jackson,  Texas 
163  Bed  Facility 
ED  Annual  Visits:  20,000 
Needs:  full-time,  part-time 

McKenna  Memorial  Hospital 
New  Braunfels,  Texas 
1 1 8 Bed  Facility 
ED  Annual  Visits:  18,000 
Needs:  part-time 


Angleton-Danbury  General  Hospital 
Angleton,  Texas 
64  Bed  Facility 
ED  Annual  Visits:  13,000 
Needs:  full-time 

Hill  Country  Memorial  Hospital 
Fredericksburg,  Texas 
61  Bed  Facility 
ED  Annual  Visits:  7,00 
Needs:  part-time 

Knapp  Medical  Center 
Weslaco,  Texas 
180  Bed  Facility 
ED  Annual  Visits:  22,000 
Needs:  full-time,  part-time 

HCA  Medical  Center  Hospital 
Houston,  Texas 
281  Bed  Facility 
ED  Annual  Visits:  4,000 
Needs:  Director 

Village  Oaks  Medical  Center 
San  Antonio,  Texas 
1 12  Bed  Facility 
ED  Annual  Visits:  17,000 
Needs:  part-time,  Phy.  Asst. 

Metropolitan  Hospital 
San  Antonio,  Texas 
273  Bed  Facility 
ED  Annual  Visits:  16,000 
Needs:  part-time 


Sterling  Healthcare  Group,  Inc.  provides  a highly  competitive  com- 
pensation, paid  malpractice  insurance  with  extended  coverage,  dis- 
counted disability  coverage  (30%  off  premium).  In  addition,  there 
are  NO  RESTRICTIVE  COVENANTS  in  our  agreements  with 
Independent  Contracting  physicians.  Please  contact  Pat  Smith  at 
800-874-4053  for  further  information  on  the  above  opportunities. 

We  look  forward  to  hearing  from  you! 

BESTERLING 

mf  1 HEALTHCARE  GROUP 
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Emergency  Medicine 


TEXAS  OPPORTUNITIES 

Fort  Worth  area 

Practice  Emergency  Medicine  in  a hospital  that  was  voted  one  ot  the  top  100  nationally 
just  south  of  Fort  Worth.  Qualified  candidates  must  be  BP/BC  Primary  Care  with 
excellent  patient  relations  skills. 

Near  Midland 

Excellent  practice  opportunity  at  client  facility  near  Midland.  Beautiful  hospital  built  on 
a mountain.  Directorship  available.  9.000  volume  ED.  Approximate  annual 
remuneration  at  $ 1 4 1 . 1 20. 

West  Texas 

Emergency  Medicine  practice  opportunities  available  in  the  Panhandle  ot  Texas. 

Volumes  range  from  2,000  to  45,000  with  remuneration  competitively  set. 

Vernon,  Texas 

Emergency  Medicine  opportunity  in  this  charming  town  located  just  northwest  of 
Wichita  Falls.  Hospital  ED  is  modern  facility  seeing  7,000  patients  per  year.  Most 
major  specialties  are  represented  and  back-up  is  outstanding  at  this  98-bed  facility. 
Approximate  annual  remuneration  begins  at  $1 10,880.  Primary  as  well  as 
intermittent  physicians  are  needed. 

• Flexible  scheduling 

• Malpractice  insurance  procurement  assistance 

For  additional  information  on  these  as  well  as  other  opportunities,  please  contact: 

Cheryl  Armstrong 

Coastal  Physician  Services  of  the  West 
3010  LBJ  Freeway,  Suite  1300 
Dallas,  Texas  75234 
(800)  745-5402;  FAX  (214)  484-4395 


Endocrinology 

TEXAS  - 100%  ENDOCRINOLOGY!  Areas  premier 
hospital  seeks  BC/BE  endocrinologist  to  develop 
endocrinology  service.  Strong  administrative  support,  two- 
year  guarantee,  comprehensive  benefits.  Relaxed  lifestyle, 
university,  abundant  cultural/recreational  options!  Call  or 
send  CV  to  Jane  Vogt,  800-765-3055,  222  S.  Central,  Suite 
700,  St.  Louis,  MO  63105,  Fax  314-726-3009. 


Family/General  Practice 

AMARILLO  AREAS:  Emergency  room  and  clinic  oppor- 
tunities for  primary  care  physicians.  Full  and  part-time  flex- 
ible schedules.  Texas  license,  BCLS  & ACLS  required. 
ATLS  and/or  PALS  a plus.  Malpractice  is  available.  Con- 
tact: ANNASHAE  CORPORATION,  Healthcare  Manage- 
ment & Staffing:  1-800-245-2662. 


INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an  affili- 
ate of  The  University  of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas.  Must  be  board  certified  or  have  met  the  edu- 
cational requirements  to  be  certified  by  the  American  Board 
of  Family  Practice.  Obstetrical  training  (or  experience) 
desired.  Duties  may  include  teaching,  direct  patient  care, 
and  research.  Send  C.V.,  cover  letter,  and  3 letters  of  refer- 
ence to  D.  Clifford  Burross,  MD,  Wichita  Falls  Family 
Practice  Residency  Program,  1301  Third  St.,  Wichita  Falls, 
TX  76301.  An  Equal  Opportunity  Employer. 


INTERNAL  MEDICINE  AND  FAMILY  PRACTICE,  BOARD 
CERTIFIED  OR  BOARD  ELIGIBLE.  UNIQUE  OPPORTU- 
NITY with  primary  care  group  to  provide  hospital  inpatient 
or  office  outpatient  services  for  Baylor  University  Medical 
Center  (depending  on  physician  preference  for  hospital  or 
office  practice).  Very  attractive  compensation  package 
includes  salary,  plus  benefits  and  financial  incentives  to  pro- 
mote individual  achievement  and  group  goals.  The  positions 
require  NO  ON-CALL  RESPONSIBILITY.  This  is  a physician- 
managed  group  with  strong  Baylor  affiliation,  including  full 
support  from  subspecialty  attending  staff  and  administra- 
tion. For  additional  information,  contact  Brenda  Lancaster, 
TPCA,  c/o  EmCare,  1717  Main  Street,  Suite  5200,  Dallas,  TX 
75201;  214/712-2018.  


FAMILY  MEDICINE  PHYSICIAN 

Board  Certified 

Needed  in  private  multidisciplinary 
practice  in  Humble,  Texas;  Excellent 
opportunity  for  Texas  licensed  physi- 
cian includes  benefit  package. 
Contact:  Georgia  Watts, 
International  Family  Medical  Center 
(713)  446-9333;  FAX  (713)  446-6143 


OUTSTANDING  OPPORTUNITIES 
IN  FAMILY  PRACTICE  all  located  in  a 
community  nestled  amid  towering  pine 
trees,  gently  rolling  countryside,  lakes, 
rivers,  and  a wonderful  year-round  climate. 
A small  town  atmosphere,  low  cost  of  liv- 
ing, low  crime  rate-yet  close  to  big  city 
amenities.  Choose  your  preferred  practice 
style.  Select  a solo  practice  with  coverage  or 
group  practice  with  unlimited  income 
potential  and  a generous  income  guarantee, 
or  if  you  prefer,  select  an  excellent  salaried 
position  with  benefits  assisting  a 360  bed 
regional  medical  center  in  the  establishment 
of  community  family  practice  clinics. 

Call  Sharon  Hirst  (800)  253-4116  or 
send  your  C.V.  to  Legacy  Healthcare 
Resources,  16415  Addison  Road, 

Dallas,  Texas  75248.  FAX  (214)  735-0525. 
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Family/General  Practice 


AUSTIN,  TEXAS 

Family  Practice  Physicians-The  City 
of  Austin,  Texas/Travis  County  Health 
and  Human  Services  Department  has 
excellent  opportunities  for  Family 
Practice  Physicians. 

Austin  has  been  on  the  1 0 most  desirable 
cities  list  to  live  in  for  many  years  and 
always  receives  high  marks  in  the  quality 
of  life  issues-especially  environment, 
arts/entertainment  and  recreation.  We  are 
seeking  physicians  who  are  dedicated  to 
providing  community  health.  Will  be 
providing  care  in  Women’s  Health, 
Pediatric,  and  Adult  in  one  of  our  com- 
munity based  clinics. 

Excellent  salary  and  benefits,  including 
paid  malpractice  insurance,  memberships 
and  CME  allowance. 

Contact;  Philip  Brown.  Recruiter 
2100  E.  St.  Elmo 

Austin.  TX  78744 
512-707-3288 
512-707-5403  FAX 
1-800-299-0265 
EOE/M/F/D 

Immediate  and  projected  openings  for  BC/BE 
primary  care  physicians  available  nationwide, 
with  a focus  on  the  South.  Specialty  needs 
include  Medical  Oncology,  Allergy,  OB/GYN, 
and  Dermatology.  Excellent  compensation 
packages  include  incentives,  marketing  sup- 
port, relocation  assistance  and  more.  Contact: 
Professional  Healthcare  Insource 
6900  Fannin,  Ste  240 

Houston,  TX  77030 
800-289-5902;  fax  (713)  790-9333 

Physician  Opportunity  is  available  in  Dallas/Fort  Worth. 
Low  stress,  office  based  practice.  No  nights,  no  emergencies, 
and  no  hospital  work.  Paid  malpractice.  M-F,  8-5.  Lucrative 
salary  and  benefits.  Call  Lisa  Cole  at  1-800-254- 
6425,  or  fax  CV  to  2 1 4-256- 1181. 


AUSTIN, TX  - FP  Directorship  for  community-based 
program;  Capitol,  University,  Highland  Lakes  area  of  Texas; 
medical  school  clerkship  affiliation;  full-time  position  with 
admin/teaching/research/direct  patient  care  opportunities; 
BC;  preferably  more  than  5 years  experience  in  a family  prac- 
tice residency  program;  18-20  FP  residents  interact  in  munic- 
ipal hospital  with  Internal  Medicine,  Ob/Gyn,  Surgery,  Pedi- 
atrics and  Transitional  programs.  Salary/benefits  competitive. 
Direct  CV/inquiries  to  Earl  Matthew,  M.D.,  Central  Texas 
Medical  Foundation,  601  East  15th  Street,  Austin,  TX 
78701;  512-480-1872;  FAX  512-477-8933. 


FP  physicians  needed  in  Dallas,  Ft. 
Worth,  Houston,  El  Paso,  Harlingen, 
McAllen,  etc.  Top  end  reimbursement, 
excellent  benefits.  1000’s  of  positions 
also  available  nationally.  Call  The 
Curare  Group,  Inc.  1-800-880-2028. 

Family  Practice 

IF  YOU  WANT  TEXAS  new,  attractive  FP 
group  openings  in  Denton,  San  Antonio, 
Corpus  Christi;  major  hospital  affiliations; 
attractive  income  guarantees;  reply  confi- 
dentially to  Phil  Kelbe,  Fox  Hill  Associates, 
(800)  338-7107;  Fax:  (414)  785-0895. 

FAMILY  PRACTICE  PHYSICIAN  NEEDED  full- 
time to  share  prime  office  space  in  North 
Dallas.  B/E,  B/C  preferred:  HM0/PP0  affilia- 
tion a plus.  Reasonable  Rent;  Excellent  Staff; 
X-Ray/Lab/  and  Call  Coverage.  No  O.B.  Call: 
Gabriel  Fried,  MD  at  (214)  387-0155  or  mail 
C.V.  to:  Family  Medical  Center,  15111 
Preston  Road,  Ste  103,  Dallas,  TX  75248. 

Physician  with  Texas  license  needed  to  work  in  a primary 
care  medical  clinic  on  the  campus  of  the  University  of 
North  Texas.  Experience  required  in  a primary  care  prac- 
tice. No  call  duty.  Excellent  benefits.  Salary  is  determined 
by  experience  and/or  certification  in  a primary  care  spe- 
cialty. Contact  Sheila  Moyer,  Director,  University  of  North 
Texas  Health  Center,  PO.  Box  5158,  Denton,  TX  76203, 
817-565-2786.  Equal  Opportunity/Affirmative  Action 
Employer. 

SAN  ANGELO  STATE  SCHOOL:  Seeking  a General 
Practitioner  for  care  of  mentally  handicapped  adults.  8-5;  M- 
F;  rotating  call.  Salary  negotiable.  Excellent  State  benefits. 
Contact:  (915)  465-4391,  Ext.  219.Fax:  (915)  465-8112. 


Internal  Medicine 

Internal  Medicine,  Carroll,  Iowa  - Outstanding  profes- 
sional opportunity  for  an  internal  medicine  physician  in  a 
progressive,  safe  and  clean  community  of  10,000  located  in 
west  central  Iowa,  90  miles  from  Des  Moines,  Iowa  or 
Omaha,  Nebraska.  This  opportunity  is  available  for  either- 
an  in-practice  internal  medicine  physician,  or  the  internal 
medicine  physician  just  beginning  practice.  Excellent 
schools,  (Catholic  and  public),  quality  hospital  featuring  a 
radiation  oncology  center,  dialysis  center,  and  a new  32,000 
sq.  ft.  outpatient  addition.  Significant  income  potential 
available.  For  more  information,  call  Randy  Simmons,  Vice 
President,  at  1-800-382-4197  or  write  St.  Anthony 
Regional  Hospital,  South  Clark  Street,  Carroll,  LA  51401 . 


GREENVILLE  INTERNAL  MEDICINE,  P.A..  A premier 
single  specially  is  currently  recruiting  a BE/BC  INTERNIST. 
This  excellent  opportunity  may  be  particularly  attractive  to 
those  who  value  maximum  family  and  personal  life  and 
minimum  call  responsibility'.  Our  administration  handles  all 
daily  business  operations  while  YOU  PRACTICE  MEDICINE 
For  immediate  consideration,  submit  CV  to: 

PO  Box  8301 
Greenville,  TX  75404 


IM  physicians  needed  in  Dallas,  Ft. 
Worth,  Houston,  El  Paso,  Harlingen, 
McAllen,  etc.  Top  end  reimbursement, 
excellent  benefits.  1000’s  of  positions 
also  available  nationally.  Call  The 
Curare  Group,  Inc.  1-800-880-2028. 


INTERNAL  MEDICINE  AND  FAMILY  PRACTICE.  BOARD 
CERTIFIED  OR  BOARD  ELIGIBLE.  UNIQUE  OPPORTU- 
NITY with  primary  care  group  to  provide  hospital  inpatient 
or  office  outpatient  services  for  Baylor  University  Medical 
Center  (depending  on  physician  preference  for  hospital  or 
office  practice).  Very  attractive  compensation  package 
includes  salary,  plus  benefits  and  financial  incentives  to  pro- 
mote individual  achievement  and  group  goals.  The  positions 
require  NO  ON-CALL  RESPONSIBILITY.  This  is  a physician- 
managed  group  with  strong  Baylor  affiliation,  including  full 
support  from  subspecialty  attending  staff  and  administra- 
tion. For  additional  information,  contact  Brenda  Lancaster, 
TPCA,  c/o  EmCare,  1717  Main  Street,  Suite  5200,  Dallas,  TX 
75201:  214/712-2018. 


BAYLOR  COLLEGE  OF  MEDICINE, 
DEPARTMENT  OF  MEDICINE  AND 
BEN  TAUB  GENERAL  HOSPITAL 

Are  seeking  a BC/BE  Internist  with  an  interest 
in  Emergency  Medicine  and  urgent  care. 
Responsibilities  include  patient  care,  housestaff 
supervision,  and  teaching.  Clinical  research  is 
encouraged.  Send  CV  and  letter  of  interest  to  J.L. 
Zimmerman,  MD,  1504  Taub  Loop.  Houston.  TX 
77030;  FAX  (713)  799-1017. 

Baylor  College  of  Medicine  is  an  Affirmative 
Action/Equal  Opportunity  Equal  Access  Employer. 
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Locum  Tenens 


Mastered  the  nuances  of  professional  staffing 
and  recruitment  yet? 

We’ve  found  a better  way.  of  a service  before  you  recruit. 

CompHealth  gives  you  short-  and  Call  us  today  to  work  out  a staffing 

long-term  access  to  qualified  physicians,  and  recruitment  plan  that  fits  your  needs 
full  credentialing  and  logistical  suppon,  and  budget,  and  helps  you  lower  your 
and  the  flexibility  you  need  to  • cover  staff  overall  staffing  costs, 
shortages  immediately  • combine  intenm 
coverage  with  a permanent  search  • take 
the  nsk  out  of  recruiting  • maintain  a 

smaller  base  staff,  and  ‘test  the  expansion  your  hfalth  Care  Resource 

800-328-3016 

4021  South  700  East,  Suite  300,  Salt  Lake  City,  UT  84107 


Int  rim 

Physicians® 

In  Texas  since  1982  ' 

Helping 

provide  continuity 
of  patient  care. 

\&f  Locum  Tenens 

Wf  Permanent  Placement 

• Tamily  Practice 

• Radiology 

• Pediatrics 

• OB/GYM 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Plan  ahead,  call  today! 

1-800-531-1122 

(formerly  PRN) 


CLASSIFIED  ADVERTISING  CATEGORIES 

Aller.  & Immuno 

Hematology 

Ophthalmology 

Entertainment 

Anesthesiology 

Internal  Medicine 

Ortho/Ortho  Surg. 

Medical  Equip 

Cardiology 

Locum  Tenens 

Otolaryngology 

Office  Space 

Dermatology 

Neonatology 

Pathology 

Practices 

Emergency  Medicine 

Neurology 

Pediatrics 

Property 

Endocrinology 

Neurosurgery 

Phys.  Med. /Rehab 

Travel 

Family/Gen  Pract. 

Occup  Medicine 

Plastic  Surgery 

Vacation  Homes 

Gastroenterology 

Ob/Gyn 

Psychiatry 

Cont  Education 

Geriatrics 

Oncology 

Radiology 

Business  & Financial 

Rheumatology 

Services 

Urology 

TEXAS  MEDICINE 
CLASSIFIED  DIRECTORY 
DEADLINES 


ISSUE 
May  1995 
June  1995 
July  1995 
August  1995 


DEADLINE 
March  31, 1995 
May  1, 1995 
June  1, 1995 
June  30, 1995 


September  1995  August  1,1995 
October  1995  September  1, 1995 
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Locum  Tenens 


PHYSICIANS 

K^llniuriited 


* Nationwide  Locum 
Tenens  Staffing. 

* Highly  qualified,  dedicated 
physicians. 

* Personal  attention  from 
our  experienced  locum 
tenens  professionals. 

* Fair  client  rates  & excellent 
physician  compensation. 


1-800-227-0316 
Houston  - 867-8510 
Fax  - 713-867-8591 


Neurology 

NEUROLOGIST  NEEDED  For  pleasant,  low-stress,  office 
based  practice  in  Dallas/Fort  Worth.  Mostly  diagnostic  neu- 
rology. Lucrative  salary  plus  benefits.  Paid  malpractice.  Reg- 
ular office  hours.  No  call  and  no  weekend  work.  Please  call 
Lisa  Cole  at  1-800-254-6425  or  fax  CV  to  214-256-1181. 

GENERAL  NEUROLOGIST  - Northeast  Texas;  long 
established,  respected  multi-specialty  group;  Immediately 
full  practice;  call  coverage  with  high  quality,  well-liked 
neurologists;  excellent  guarantee  and  long  term  potential, 
outstanding  benefits.  For  details,  call  Melissa  McMurray, 

1-800-765-3055. 

Ob/Gyn 

TEXAS  - Rio  Grande  Valley  - BC/BE  OB/GYNs  needed! 
Subspecialty  support,  flexible  hours,  two-year  guarantee, 
comprehensive  benefits.  Fastest  growing  area  in  TX.  Uni- 
versity, diverse  cultural/recreational  activities.  Call  or  send 
C.V.  to  Jane  Vogt,  1-800-765-3055,  222  S.  Central,  Suite 
700,  St.  Louis,  MO  63105,  FAX  314-726-3009. 


OB/GYN  physicians  needed  in  Dallas, 
Ft.  Worth.  Houston,  El  Paso,  Harlingen, 
McAllen,  etc.  Top  end  reimbursement, 
excellent  benefits.  1000's  of  positions  also 
available  nationally.  Call  The  Curare 
Group,  Inc.  1-800-880-2028. 


OB/GYN  - DALLAS,  TX  AREA:  Top  99th  percentile 
income  potential,  partnership  offered.  Strong  need  for  addi- 
tional OB/GYN.  Call  Melissa  McMurray  at  1-800-765-3055 
for  details. 

Orthopedics 

SOUTH  TEXAS:  Top-notch  Orthopedic  Surgeon  seeks 
partner  to  join  busy  established  practice.  Strong  interest  in 
spine  or  hand  preferred.  Income  potential  S500K  plus. 
Fastest  growing  area  in  TX.  University,  diverse 
cultural/recreational  activities.  Guarantee,  incentives,  part- 
nership. Call  or  send  C.V.  to  Jane  Vogt  1-  800-765-3055, 
222  S.  Central,  Suite  700,  St.  Louis,  MO  63105,  FAX 
314-726-3009. 

ORTHOPAEDIC  SURGEON  - Thriving  solo  practice 
seeking  BC/BE  Orthopaedic  Surgeon  to  take  over  fully 
established  practice  in  Houston,  TX.  Confidential  replies  to 
Candace  Collier  or  Michael  Stockage,  Southwestern 
Resources,  Inc.,  12825  Gulf  Freeway,  Houston,  TX  77034- 
4807,  (713)  922-5882  or  fax  CV  to  (713)  481-4033. 

Pediatrics 

CORPUS  CHRISTI  - BC/BE  Pediatrician  needed  for 
Ambulatory  Pediatrics  faculty  position  at  children’s  hospital 
with  approved  residency.  Active  Adolescent,  Behavioral, 
General  services.  Contact  James  L.  Lukefahr,  MD,  Driscoll 
Children’s  Hospital,  P.O.  Box  6530,  Corpus  Christi,  TX 
78466;  512-850-6418;  FAX  512-851-68 67. 

TEXAS  - Rio  Grande  Valley  - BC/BE  Pediatricians 
needed!  Subspecialty  support,  flexible  hours,  two-year  guar- 
antee, comprehensive  benefits.  Fastest  growing  area  in  Texas. 
University,  diverse  cultural/recreational  activities.  Call  or 
send  C.V  to  Jane  Vogt,  1-800-765-3055,  222  S.  Central, 
Ste.  700,  St.  Louis,  MO  63105,  FAX  314-726-3009. 


Psychiatry 


BILOXI  VA  MEDICAL  Center  has 

openings  for  two  adult  psychiatrists  to 
practice  in  expanding  Psychiatry  Service. 
Must  be  Board  Certified/Board  Eligible.  No 
routine  after  hours  or  on-call  duties. 
Excellent  benefits  package.  Located  on  the 
beautiful  Mississippi  Gulf  Coast.  Contact 
George  Tipton,  M.D.,  Chief  of 
Psychiatry,  Biloxi  VA  Medical  Center, 
Biloxi,  MS  39531-2410;  601-867-2865. 
Dept,  of  Veterans  Affairs  is  an  Equal 
Employment  Opportunity  Employer. 


Radiology 


RADIOLOGY  SERVICES 
TO  RURAL  HOSPITALS 


RADIOLOGY 

RTVKTTTTVOVq 


1-800-523-9955 


VOLUME  91  ★ NUMBER  ) 


67 


Classified  Directory 


Radiology 


RADIOLOGY 


Radiology  Resources,  Inc.,  the  Locum  Tenens  and  Permanent 
Placement  specialists,  are  pleased  to  announce  the  expansion 
of  services  to  Atlanta  and  the  Southeast  . 

New  offices  in  Atlanta,  under  the  direction  of  Bob  Kee,  region- 
al vice  president,  will  offer  the  same  services  and  new  innova- 
tions that  have  been  so  successful  in  Texas  and  the  Southwest. 

Radiology  Resources  now  offers  opportunities  in  Teleradiology, 
Comprehensive  Management,  Purchasing  of  Established 
Practices,  and  Partnerships. 

For  a personal  and  confidential  review  of  the  many  opportuni- 
ties available  to  you,  call  1-800-523-9955. 


Atlanta  Regional  Offices 
Bob  Kee 

680  Hillcrest  Road,  Suite  300 
Lilbum,  Georgia  30247 
404  923-7655 
Fax  404  923-7295 


Dallas  Corporate  Offices 
Elizabeth  Ice  & Niki  Nichols 
3466  Gillespie 
Dallas,  Texas  75219 
214  443-9955 
Fax  214  443-9960 


800  523-9955 


Other  Opportunities 


ATTN:IPAs/LEAD  DOCTOR 
NETWORKS/PHOs/MSOs 


We  are  publishing  a national 
directory  of  physician  networks. 
Please  submit  listing  info  to: 

AAPN  - 8255  NW  64  Street  - Miami, 
FL  33166  or  call  (305)  591-1935. 

Seeking  MD  or  DO  to  be  Medical  Director  for  multiple 
clinic  operation.  Limited  hours  per  week.  Excellent  bene- 
fits. Call  (214)  388-3454  or  send  resume  to  Clinic  Director, 
P.O.  Box  17336,  Dallas,  TX  75217. 


PRACTICE  OPPORTUNITIES:  I nvasive  Cardiologist, 
Internist,  Family  Practitioner.  Spanish-speaking  an  asset.  Growing 
community.  Rio  Grande  Valley.  Excellent  future.  Compensation 
guaranteed  according  to  qualifications.  Please  respond  to  Ad  Box 
830,  Texas  Medicine,  401  W.  15th  St.,  Austin,  TX  78701. 


Full-Time  Medical  Director  sought  by 

LifeMed.  Medical  Physician  position  available 
full  and  part  time.  No  evenings  or  weekends. 
Top  salary  and  benefits.  Salary  range  for  full- 
time position:  $6,500  - $10,000  per  month  rela- 
tive to  experience  and  qualifications.  Part- 
time  positions  also  available.  Positions  entail 
Physical  Examination  clearance  for  rehab  and 
some  occupational  medicine.  Fax  resume  to 
(915)  581-7003  or  send  to: 

LifeMed 

6330  N.  Mesa,  El  Paso,  Texas  79912 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  I -800-284-4560  / Houston  713-493-2797 


Or  send  CV  to: 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  713-493-2234 


Reuben 
B r o n s t e i n 

& Associates 


DALLAS 

FAMILY  PRACTICE 
INTERNAL  MEDICINE  (BE/BC) 

Exciting  new  opportunity  for  family 
practitioners/internists  to  staff  newly 
devfeloped  suburban  Primary  Care 
Centers.  Base  salary  plus  incentive 
bonus  and  comprehensive  benefit  pack- 
age offered.  Facilities  and  medical 
equipment  provided.  Fee-for-service 
with  participation  in  managed  care  plans. 

Please  forward  CV  to  Susan  Cogburn, 
Physician  Recruiter,  Methodist  Hospitals 
of  Dallas,  P.O.  Box  655999,  Dallas,  TX 
75265-5999  or  call  (214)  947-4579. 

Fax:  (214)  947-4501. 


HOUSTON,  TEXAS 
ORTHOPEDIC  SURGEONS  AND 
GENERAL  PRACTITIONERS 
WANTED 

LUCRATIVE,  INDEPENDENT 
OPPORTUNITIES  IN  INDUSTRI- 
AL MEDICINE.  DIVERSE  CITY, 
AMENITIES,  GUARANTEED 
CASH  FLOW. 

CALL:  713-981-8184 
FAX:  713-981-8118 


We  are  seeking  a physician  for  musculoskeletal  care.  Pre- 
fer GP,  Internist,  or  Physiatrist.  Guaranteed  120K  base, 
plus  bonus.  Excellent  working  environment.  Multiple  loca- 
tions. 37  hour  work  week.  4 weeks  vacation.  No  hospital 
requirement.  Send  vitae  to:  Box  94902  #111,  Wichita 
Falls,  TX  76308. 

DALLAS,  TX  - Physician  needed  for  pleasant,  low  stress, 
office-based  practice.  No  nights,  call,  hospital,  obstetrics,  or 
emergencies.  Regular  office  hours.  Paid  malpractice.  Please 
call  W.  Max  Frankum,  MD  at  214-484-8008. 
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Other  Opportunities 


For  Excellent  Practice  Opportunities 

Contact  the  TEXAS  Specialists 


Endorsed  by  the 

TEXAS  MEDICAL  ASSOCIATION 


FOR  SALE  OR  LEASE 

Office  Space 

DALLAS:Newly  built  Medical  Office  space,  2400  square 
feet,  which  can  be  subdivided.  Located  at  the  intersection 
of  1-30  and  Beltline.  $6.50/sq  ft.  Contact  Michael  Ledford 
214-771-9001. 

Practices 

ENT  Practice,  SE  Houston.  Near  area  hospital  campus. 
Well  established  with  excellent  reputation  and  earnings. 
Doctor  will  stay  for  transition.  Telephone  Business  & Pro- 
fessional Associates  for  information  at  (713)  468-7198 
TDH-1526. 

CARDIOLOGY  PRACTICE  FOR  SALE:  Corpus 
Christi,  TX.  Large,  mature,  invasive  cardio  practice.  Physi- 
cian retiring.  Financing  available,  For  more  information, 
call:  David  DuMay  at  RH  Medical  Group,  P.O.  Box 
820889,  Houston,  TX  77282-0889,  (713)  496-7777. 

Well  established  Family  Practice  for  sale  in  Dickinson, 
Texas.  Please  contact  Dr.  Joseph  C.  Magliolo,  4020  Liggio, 
Dickinson,  Texas  77539.  Phone:  (713)  337-3511. 

Medical  Equipment 

Used  Pathology  Lab  Equipment.  Negotiable  prices.  Call 
(214)  328-1300. 

NEW  MULTI-USER  MEDISOFT  SYSTEM  - Fileserver, 
IBM  Compatible,  486Dx33,  Enhanced  Keyboard,  Super 
Vga  Monitor,  HP  Lazer  Printer  4L,  Multi-User  Medisoft, 
ICD9  software,  MS  DOS  5.0,  Windows  3.1.  $6,000.  Call 
1-903-455-5654, 

ENT  MEDICAL  & OFFICE  EQUIPMENT  AVAIL- 
ABLE. Single  practice.  50%  current  price.  SMR  cabinets 
and  chairs,  microscope,  audiometer  & booth,  typewriters, 
copier,  filing  cabinets,  etc.  Leave  message.  (713)  332-1578. 

FOR  SALE,  MUST  SACRIFICE:  Beckton/Dickinson  QBC 
Reference  CBC,  Simple  $1,500.  DuPont  Analyst,  serum 
chemistry  $2,500.  Holter  Monitor,  Computer/Recorders, 
Printer-Oxford  Medilos  400,  $3,000.  Please  call:  Jose 
Zamora,  MD  (210)  542-1440,  Fax  (210)  542-2636. 

Business  and  Financial  Services 


Software  Package  for  IPAs 

(Lead  Doctor  Networks)  PHOs  & MSOs 
Claim  professing/U.R./ Capitation 
Payment/E. D. I.  8c  More 

FREE  DEMO  PACKAGE 

(Data  Processing  Services  Available) 

THE  CLAIM  PRO  (c) 

(305)  596-3135 


Academic  Positions  (in 
Family  Practice  and 
Internal  Medicine) 
Correctional  Medicine 
Dermatology 
Family  Practice 


Hematology /Oncology 
Internal  Medicine 
Pediatrics 

Physiatry  (PM  & R) 
Psychiatry 

Pulmonary  Medicine 


(817)  431-9679 
(800)  525-6055 
Fax:  (817)  431-2317 
1342  Johnson  Road 
Keller,  Texas  76248-4205 


PHYSICIAN  SE. 


AND  PLACEMENT 


PHYSICIAN  MANPOWER  NEEDS  ANALYSIS 
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Business  and  Financial  Services 


FINANCIAL  SERVICES 


PHYSICIAN  S SIGNATURE  Loans 

Borrow  up  to  $50,000  unsecured  through 
Physicians  Services  Association,  a division 
of  Trust  Company  Bank.  Since  1891,  Trust 
Company  has  continued  its  heritage  of 
steady  growth  by  extending  consistently 
prompt,  courteous  and  professional  service 
to  our  customers.  Simply  call  to  check  the 
features  of  our  Physicians  Signature  Loan 
Program.  (Special  interest  only  payments 
for  in-training  and  new  practitioners:  may 
qualify  for  up  to  6 years  to  repay).  TOLL 
FREE  (800)241-6905  ATLANTA,  GA. 


Legal  Services 


DISCIPLINE  PROBLEMS? 

Attorney  with  15  years  experience  as  hearings 
officer  and  trial  attorney  for  Board  of  Medical 
Examiners  now  available  to  help  physicians 
manage  their  problems  with  that  agency  or 
their  hospital.  (512)  338-1 143. 

Not  Certified  by  the  Texas  Board  of  Legal  Specialization. 


Real  Estate 


GALVESTON  BEACHFRONT  LOTS 

THE  DUNES:  New  resort  subdivision 
near  Indian  Beach.  Paved  streets, 
landscaped  entry,  underground 
utilities,  highest  dunes,  widest 
beaches  on  west  end.  Terms 
available  Call  JOANNA  DEVINE  * 

(409)  737-3777. 


How’s  Your  "FINANCIAL  HEALTH?" 

I need  investors  for  small,  short  term 
residential  real  estate  investments.  LOW 
RISK  - HIGH  YIELD.  Example:  840,000 
yields  85,000  within  six  (6)  months. 

Ray  McDoniel 

Encore  Mortage  Corporation 
214-719-2545 


RELOCATING  TO  THE  DFW  AREA? 
NEED  INVESTMENT  PROPERTY? 

Are  you  in  the  market  to  purchase  residential  or 
commercial  real  estate  in  the  Dallas/Ft  Worth 
Metroplex?  If  so,  call  the  Real  Estate  Expert. 
Bruce  Hines,  Realty  Executives,  (214)  612-8000 

or  (800)  880-6981 


Travel  & Leisure 

Bed  & Breakfasts/Inns 

SANTA  FE  - MANZANO  HOUSE,  comfortable,  fully- 
furnished  adobe  homes,  available  daily/weekly.  Historic 
eastside  locations.  Accommodations  for  couples,  families, 
reunions!  Attractive  rates.  Brochure,  pictures  available. 
505-983-2054. 

Captivating  2 bedroom  native  stone  house  with  hot 
tub  on  screened-in  porch.  All  amenities.  Seclusion,  ele- 
gance, convenience  to  Kerrville.  210-257-7815. 

Cruises 

Join  TMA  members  on  a cruise  that  traces  the  historical 
time  line  from  age-to-age  on  a 12-night  cruise  of  the 
Mediterranean  and  Adriatic  Seas.  This  voyage  will  take  you 
from  Barcelona,  Spain  to  Venice,  Italy.  Departure  dates: 
June  5-18,  1995  and  September  9-22  (Continuing  Medical 
Education  offered  on  September  9 departure).  Contact 
Jeanette  Prentice,  800  880-1300,  extension  1565. 

Traveling  physicians:  Keep  watching  this  section  for  a 

growing  list  of  special  “getaways.”  We  are  endeavoring  to 
provide  you  with  unusual  travel  opportunities  - from  the 
luxurious  and  exotic  to  the  adventurous  and  bargain-priced! 
Advertisers:  to  list  your  travel  buy  here,  call  the  Advertising 
Department  at  (800)  880-1300. 

Advertising  Rates  & Data  - Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos, 
and  borders  may  be  used  in  display  classified  ads.  Discounts 
are  available  for  display  classified  ads  5 inches  and  larger. 

5 to  9 inches  $85/inch 

10  to  19  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising  with 
Texas  Medicine.  Ad  box  numbers  can  be  substituted  for  for- 
mal addresses  upon  request  at  no  extra  cost.  Name  and 
address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  1st  of  the 
month  (or  the  closest  business  day)  preceding  publication. 
Send  copy  to  Denise  Kotson,  Classified  Manager,  Texas 
Medicine,  401  West  15th,  Austin,  Texas  78701 


Advertising  Directory 


Abelow  Insurance  and  Financial  Services  . .45 


Aberdeen  Medical  Insurance  Serv. 36 

American  Psychiatric  Association  71 

American  Society  of  Bariatric  Physicians  . .71 

Americom  Leasing 42 

Apple  Medical  Leasing  5 

Autoflex  Leasing Inside  Front  Cover 

Beck  Imports  ofTexas 47 

CompHealth 66 

Emcare  Physician  Staffing 42 

Federation  of  State  Medical  Boards 71 

Freeman  & Cockerell  Dermatopathology  . .45 

Humana  Health  Care  44 

Interim  Physicians 66 

International  Symposium,  Inc 71 

McNabb,  Douglas 43 

Medical  Protective  Company  10 

Physician  Resource  Network 69 

Physicians  Unlimited 67 

Prudential  Home  Mortgage 23 

Radiology  Resources  67,68 

Scott  & White Back  Cover 

Texas  Medical  Association  

Annual  Session  37-40 

Practice  Management  9 

Texas  Medical  Association  Insurance  Trust  . . I 

Texas  Medical  Liability  Trust 

Inside  Back  Cover 

The  Sterling  Group 63 

U.S.  Air  Force 8 

U S.  Army 16 

Woodway  Financial  Advisors 23 


Publication  of  an  advertisement  in  Texas  Medicine  is  not  to  be 
considered  an  endorsement  or  approval  by  the  Texas  Medical 
Association  of  the  product  or  service  involved. 
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Educational  Opportunities 


Texas  Medicine 


Federation  of  State  Medical  Boards 
of  the  United  States 
Annual  Meeting 

April  20-22,  1995  San  Antonio,  TX 

WHO  SHOULD  ATTEND?? 
ANYONE  INTERESTED  IN: 

Quality  of  Care,  Regulations,  Medical 
Licensure,  Controversies  in  Discipline, 
Telemedicine  and  Licensure,  and 
Legislative  Updates,  PLUS  Clinical  Skills 
Assessment  Demonstrations. 

SPEAKERS: 

Robert  E.  McAfee,  MD,  Betty  P. 
Stephenson,  MD,  Gerald  J.  Bechamps, 
MD,  Arnold  S.  Reiman,  MD,  Editor-in- 
Chief  Emeritus,  New  England  Journal 
of  Medicine „ and  Jordan  J.  Cohen,  MD, 
President,  Association  of  American 
Medical  Colleges. 

CALL  (817)  735-8445  for  program 
information  or  registration. 


CARDIOLOGY  FIESTA  IN  SAN  ANTONIO 

Update  on  Cardiac  Diagnostic  and 
Therapeutic  Techniques.  April  27-29,  1995. 
San  Antonio,  Texas 

Sponsored  by  American  College  of  Cardiology. 
Program  Directors:  Steven  R.  Bailey,  MD,  FACC; 

Miguel  Zabalgoitia,  MD,  FACC. 

18  Category  1 credit  hours.  For  information,  call 
1-800-2574739;  FAX  301-897-9745. 


THIRD  ANNUAL  SYMPOSIUM  ON  PERINATAL 
MEDICINE  AND  NURSING,  April  26-27,  1995,  South 
Shore  Harbour  Resort,  League  City,  TX.  Presented  by  The 
University  of  Texas  Medical  Branch  at  Galveston,  Depart- 
ment of  OB/GYN,  (409)  772-0994.  CME  credit  available. 


AMERICAN  ASSOCIATION  OF  WOMEN  EMER- 
GENCY PHYSICIANS  8TH  ANNUAL  LEADERSHIP 
CONFERENCE.  April  6-7,  1995.  Dallas,  Texas. 
Topics:  dealing  with  difficult  people,  making  career 
choices,  and  improving  work  environments.  Jointly 
sponsored  and  approved  by  EMSA  Continuing 
Medical  Education  for  10  hours  Category  1 Credit. 
To  register,  call  (919)  490-5891. 


Advertising  Rates  & Data  - Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos, 
and  borders  may  be  used  in  display  classified  ads.  Discounts 
are  available  for  display  classified  ads  5 inches  and  larger. 
Send  copy  to  Denise  Kotson,  Classified  Manager,  Texas 
Medicine,  401  West  15th,  Austin,  Texas  78701. 


CONTINUING 

MEDICAL 

EDUCATION 


Spring  & Summer  Events  Worldwide 

Europe  ■ Australia  ■ USA  ■ Canada 

Topics  Include:  HIV/AIDS  ■ Medical  Update  ’95 


ALASKA  CRUISE  CONFERENCE 

“Psychiatry  for  Non-Psychiatrists” 

July  25  - August  1,  1995  MS  Statendam 


Live  Meetings  Flexible  Self-Study  Format 


International  Symposium  Inc. 

Toll  Free  1-800-668-2248 


Ollices  Worldwide  CANADA  U S A,  EUROPE  AUSTRALIA 


London  Seminar 

July  30 -Aug.  4, 1995 

Medical  Ethics  & The  Law 

Travel  Packages  from  $535  p.p. 
FAX  (412)  741-2428 
Phone  (412)  741-9576 
Health  Care  Consultants 


For  45  years,  only  one  national  medical  special- 
ty society  has  been  teaching  physicians  in  all 
medical  specialties  how  to  treat  obesity  - The 

American  Society  of  Bariatric  Physicians 
(ASBP).  The  ASBP  teaches  how  to  treat  obese 
patients  and  not  obese  rats. 

COME  TO  ASPEN,  COLORADO,  MARCH 
30-APRIL  1,  1995  for  ASBP's  Regional 
Obesity  Course.  Learn  the  clinical  and  business 
aspects  of  adding  bariatric  medicine  as  an 
adjunct  to  your  existing  medical  specialty  and 
how  you  can  successfully  treat  obesity  with  very 
low  calorie  diets,  safe  and  effective  pharmaceu- 
tical agents,  non-pharmaceutical  natural  agents, 
diet,  behavior  modification,  exercise,  group 
therapy,  etc.  Our  program  will  include  some  of 
the  leading  obesity  experts  in  the  world,  as  well 
as  clinicians  with  many  years  of  experience  in 
the  successful  treatment  of  obesity. 

For  program  and  registration  information,  or  to 
find  out  more  about  ASBP.  please  contact: 

American  Society  of  Bariatric  Physicians 
56(H)  S.  Quebec  St,  Suite  109A 
Englewood,  CO  80111 
Phone  (303)  779-4833  Fax  (303)  779-4834 


AMERICAN  PSYCHIATRIC  ASSOCIATION 
1995  ANNUAL  MEETING 
May  20-25,  1995  Miami,  Florida 

• Forums  ‘Symposia  ‘Workshops  ‘CME  Courses  ‘Paper  Sessions 
•Media  Program  ‘Debates  ‘Review  of  Psychiatry  Sessions 
•Expanded  New  Research  Sessions  ‘Clinical  and  Continuous  Case 
Conferences  ‘Distinguished  Speakers  ‘Research  Advances  in 
Medicine  Plus  Many  Other  Educational  Formats  and  Exhibits 

For  further  information,  please  write  to: 

Office  to  Coordinate  the  Annual  Meeting 

American  Psychiatric  Association 
1 400  K Street,  N.W. 

Washington,  D.,C.  20005 
Telephone:  (202)  682-6237 
Fax:  (202)  682-6345 
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ackTalk 

Question 

What  is  your  worst  habit? 


««■  guess  I try  to  be  ‘omnicompetent,'  to  do  every- 
m thing  perfectly  — exercise  perfectly,  work  per- 
fectly, keep  a perfect  house,  be  a perfect  mom,  have  per- 
fect kids,  keep  up  with  reading.  ‘Compulsive’  is  a pretty 
good  description  of  me.” 


Mary  Laughlin,  MD,  40 

family  practice , Austin 


rocrastination.  My  charts  build  up  in  the 
* record  room,  bills  get  paid  at  the  last  minute, 
automobiles  break  down.  And  it’s  an  effort  for  me  to  keep 
up  with  reports  and  correspondence  to  my  referring 
physicians  because  of  it.” 


William  Ullom,  MD,  66 

otolaryngology,  Lubbock 


food 


aybe  overeating  would  be  my  main  problem. 
I fight  that  all  the  time.  No  special  kind  of 
just  food,  period.” 


GuyT.  Denton,  Jr,  MD,  83 

family  practice,  retired.  Alamo 


let  the  magazines  and  journals  pile  up  that  I re- 
■ I ceive  in  the  mail  — you  just  get  so  many  of 
them.  They’re  in  my  study  and  my  bedroom,  and  my  wife 
gets  mad  because  they  accumulate  dust  and  I get  allergic 
to  it.  I need  to  get  rid  of  them;  read  them  and  get  rid  of 
them,  or  build  myself  another  house  to  put  them  in.” 


Luis  Mendiola,  MD,  57 

family  practice,  Wheeler 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone.  We  welcome  suggestions  for  future  topics. 
Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX  78701,  or  fax  them  to 
(512)  370-1632. 
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hat  is  that  word  for  people  who  don’t  know 
when  to  quit?  I can  get  real  obsessed  about 
everything  I do.  I’ll  stay  up  until  two  or  three  in  the 
morning  house  cleaning,  or  when  I exercise  I have  to  do  it 
for  27  hours  and  go  every  day,  and  I’ll  redo  the  linen  clos- 
et if  the  towels  aren’t  folded  perfectly.  It’s  kind  of  a mixed 
thing.  It’s  good  because  it  makes  you  thorough,  but  it’s 
bad  because  you  can  really  over-tire  yourself  and  waste 
time  on  things  that  just  really  aren’t  important.” 

Sharon  Wager,  MD,  36 

family  practice,  Crosby 

guess  not  keeping  my  house  straightened  up.  I’m 
a terrible  housekeeper  and  my  office  looks  about 
the  same;  we  have  stuff  stacked  all  over  everywhere.  I’m 
basically  a pack  rat  and  never  throw  anything  away  so  it 
just  all  piles  up  and  I put  off  cleaning  it  up.  Being  a slob,  I 
guess,  is  a better  way  of  putting  it.” 

George  Dewey,  MD,  53 

diagnostic  radiology,  Victoria 


I 


m too  obsessive-compulsive  in  my  work  and  my 
play,  even  though  usually  I’ll  knock  out  play  in  fa- 
vor of  work  — and  that’s  not  good.  I have  to  watch  myself 
so  I don’t  get  too  carried  away.  Women  tend  to  be  that  way 
in  medicine.  I guess  we  got  where  we  are  because  we  push 
ourselves  to  the  max,  and  that’s  a real  hard  habit  to  break.” 


Karen  Spetman,  MD,  44 

emergency  medicine.  Willow  Park 


ating  potato  chips  during  football  games  and 
getting  them  on  the  carpet,  my  wife  says.” 


Gordon  Barth,  MD,  41 

general  practice,  Yorktown 
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TM  A Recommends 
Autoflex  Leasing. 


(No  Second  Opinion  Needed.) 

The  Texas  Medical  Association  has  found  an  auto  leasing  company  worthy  of 
endorsement:  Autoflex  Leasing.  You  will  discover  a sense  of  integrity  that  is  reflected 
in  superb  service  and  flexible  leasing  plans.  Volume  buying  power  gives  Autoflex 
Leasing  the  edge  over  the  other  leasing  companies  and  new  car  dealers.  This  benefits 
you  in  many  ways;  one  of  these  is  the  “Flexlease.”  It  includes  free  rent  cars,  no  down 
payment,  and  no  deposit.  You  pick  the  car  and  Autoflex  Leasing  will  deliver  it  to 
your  home  or  office  the  next  day!  It’s  that  simple. 

A special  program  has  been  created  for  TMA  members,  so  call  one  of  the  Autoflex 
Leasing  professionals  soon  for  more  information  about  how  you  can  get  your  new 
car.. .over  the  phone!  Whether  you  buy  or  lease,  Autoflex  Leasing  has  the  right 
program  for  you.  The  TMA  believes  in  Autoflex  Leasing,  no  second  opinion  needed! 


Auto flex 

(l  e a s i n g) 

(800)  6344  234 

212  W.  Spring  Valley  • Richardson,  TX  75081  • (214)  234-1234 
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Now  TMAIT  offers  you 
both. 

For  40  years,  your  Texas  Medical 
Association  Insurance  Trust  has 
offered  traditional  indemnity 
insurance  products  for  TMA 
physicians,  family  members,  and  staff. 


Today,  some  of  your  patients  are  choosing 
new  forms  of  insurance  that  provide 
quality  health  care  but  at  a lower  cost. 
Now,  TMAIT  offers  you  the  same  choice. 


Introducing  Group  Plus 
Point-of-Service  Plan 

As  a TMA  physician,  you  can  choose 
traditional  indemnity  plans  or  Group  Plus 
POS.  You  get  the  cost  benefits  of  a 
contemporary  style  plan  or  the  flexibility  of 
indemnity.  Your  choice. 


Group  Plus  POS  Features: 

• Low  co-pays 

• Freedom  to  go  out-of-network  for 
physician  or  hospital 

• Immunization  and  preventive  care 

• More  control  over  costs  because  you 
choose  copays,  level  of  coverage,  and 
deductibles 


For  more  information  on  the  new  TMAIT 
Group  Plus  POS  plan,  write  or  fax  us. 

If  choice  and  control  of  health  care  costs 
are  important  to  you,  call... 

1-800-880-8 1 81. 

Underwritten  by  The  Prudential  Insurance  Company  of  America 
for  26  years  (1969  -1995) 

Prudential  Plaza,  Newark,  N.J.  07102 
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The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 
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TexasMedicine 


With  Texas  Medical  Association  President  Betty 
P.  Stephenson,  AID,  looking  on,  Robert  E. 
McAfee,  MD,  president  of  the  American  Medical 
Association,  presents  via  videotape  his  speech 
titled  “ King  Will  and  the  Foul  Humours:  A 
Fable  for  Reform"  during  the  TALA  Winter 
Leadership  Conference  in  Austin  this  February. 
The  speech  was  taped  during  the  AMA  House  of 
Delegates'  December  1994  meeting  in  Honolulu. 
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Medical  Economics 


That's  the  regret  voiced  by  one  Texas  physician  and 
undoubtedly  shared  by  many  more.  Managed  care 
seems  to  dominate  all  discussions  these  days,  with 
worries  over  capitation,  copays,  deselection,  and 
the  latest  alphabet  soup  plan.  But  how  is  all  this 
affecting  the  real  business  of  medicine,  that  is, 
what  happens  between  doctor  and  patient ? Here’s 
a close-up  look  at  the  lives  of  six  Texas  physicians 
trying  to  cope  with  managed  care. 

BY  LARRY  BESAW 

34 


Legislative  Affairs 

Deader  than  Elvis 20 

OK,  so  we  borrowed  the  comparison  from  a certain  Texas  senator.  But  it’s  an  apt  one  for 
national  health-system  reform,  which  is  going  nowhere  for  the  next  2 years. 

BY  KEN  ORTOLON 


Law 

Anti-kickback 

safe  harbors  revisited... 24 

Another  look  at  the  laws  governing  physician 
referral  practices  reveals  some  exceptions. 

BY  HUGH  M.  BARTON,  JD 
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Science  and  Education 

Beam  me  up, 
doctor 28 


Telemedicine  has  taken  health  care  to 
the  airwaves,  and  in  the  process  it 
has  given  a whole  new  meaning  to 
the  term  " educational  TV.  ” If 
telemedicine  can  garner  the  govern- 
mental support  it  now  lacks,  it  could 
play  a major  role  in  expanding 
health-care  access. 

BY  LARRY  BESAW 


Insulin  Update 31 

BY  ERIC  A.  ORZECK,  MD 


Profile 

Just  call  him  Dr  Joe 42 

Internist  joe  Cunningham,  MD,  is  a radio  and  TV  host,  tree  farmer,  water  buffalo 
herder,  and  accomplished  singer  I songwriter.  And  he’s  as  down-to-earth  as  you'll  find 
for  an  East  Texas  home  boy. 

BY  TERI  MORAN 


Commentary 

Managed  care:  The  Corpus  Christi  story ...  48 

A physician  shares  his  experiences  starting  a health  maintenance  organization. 

BY  F.  JAMES  MCCUTCHON,  MD 
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A Business  Opportunity 


Dear  Doctor: 

Many  CPAs  are  making  the  wrong  diagnosis  for  business 

USE  VEHICLES.  AS  A TAXPAYER,  YOU’RE  ALLOWED  TO  DEDUCT  THE 
PART  OF  EACH  LEASE  PAYMENT  THAT  IS  FOR  BUSINESS  USE. 


IT’S  THE  LAW! 


APPLE 

Medical  Leasing 


. . TO  GET  THE  FACTS 
CALL  US  TODAY. 
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Texas  Medical 
Association 


Proud  to  be  endorsed  by 
the  Texas  Medical  Association 


1 -800-8-  APPLE-8 


1-800-827-7538 


727  Lamar  Blvd.  East  • Arlington,  TX  76011 


Texas  Medicine 


Don’t  Take  Chances 
With  Your  Career, 
Take  Charge  Of  It 


It’s  taken  hard  work  and  determination  to  get  where  you  are  today. 
So  don’t  take  chances  with  your  future.  For  solid  career  opportunities 
call  EmCare  Physician  Staffing  Services. 

• Hospital  Income  Guarantee 

• Group  Practice  with  Partnership  Opportunity 

• Hospital  Affiliated  ( 501 A ) Practice  with  Full  Benefits 

• Ambulatory  and  Urgent  Care  Centers 

• Community  and  Indigen  t Care  Centers 

• HMO 

Take  charge  of  uour  career  today.  Call  EmCare  Physician  Staffing 
Services  800/535-9535. 

EmCare 

Physician  Staffing  Services 
The  Choice  Is  Yours 

1717  Main  Street  • Suite  5200  • Dallas,  Texas  75201  • 800/535-9535 


File  Claims 
Electronically 


• to  multiple  carriers  and  benefit  programs 
• through  one  clearinghouse 
• at  no  cost  to  you 

For  more  information  on  how  the  Texas  Health  Information  Network™ 
can  simplify  your  office  administration  and  save  you  money,  call 

The  Helpline 
(214)  766-5480 


T E X A S 

HEALTH 

INFORMATION  NETWORK'” 


Administered  by  blue  Cross  and  Blue  Shield  of  Texas,  Inc. 

Endorsed  by  I lie  Texas  Medical  Association  and  the  ftptas  Hospital  Association 


Editor’s  Mote 


The  media  have  given 
much  attention  to  the  managed 
care  revolution,  with  extensive 
coverage  of  hospital  takeovers, 
network  megamergers,  and  insurance 
company  high  jinks.  And  the  man- 
aged care  plans  add  to  the  mix  them- 
selves, with  glossy  ad  campaigns  pro- 
moting their  particular  benefits. 

But  lost  in  the  frenzy  for  information 
about  the  economics  of  managed  care  is 
an  understanding  of  how  this  delivery 
system  is  affecting  the  practices  of  indi- 
vidual physicians  and  their  patients. 

For  this  month’s  cover  article, 
Associate  Editor  Larry  BeSaw  takes  a 
close-up  look  at  how  managed  care  has 
changed  the  lives  of  six  Texas  physi- 
cians (pp  34-40).  From  a West  Texas 
doctor  struggling  with  conversion  to  a 
rural  health  clinic  to  a Houston  family 
practitioner  coping  with  the  loss  of 
longtime  patients  to  deselection,  these 
are  stories  that  need  to  be  told. 

When  we  all  look  back,  many  years 
from  now,  to  reflect  on  the  success  or 
failure  of  managed  care  and  any  of  the 
other  delivery  and  reimbursement 
schemes,  it  won’t  matter  much  who 
merged  with  whom  or  what  those 
soup  bowls  of  acronyms  stood  for. 
What  will  matter,  as  always,  is  what 
happened  between  physician  and 
patient.  Were  individual  physicians 
able  to  provide  the  very  best  health 
care  to  individual  patients?  We’ll  see. 

JEAN  PIETROBONO 
Managing  Editor 
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PA  control  creates 
Emergency  Department  mayhem 


I HAVE  RECENTLY  WORKED  IN 
a busy  emergency  department 
(ED)  near  a large  Texas  city,  vol- 
ume about  2,500  to  3,000  patients 
a month,  where  physician  assistants 
(PAs)  were  mandated  by  the  ED  man- 
agement group  and  corporate  hospi- 
tal. Both  volume  and  acuity  were 
high.  Peak  flow  hours  were  covered 
with  one  physician  and  two  PAs  — 
inadequate  physician  coverage  tor 
proper  supervision. 

To  demonstrate  flexibility,  I began 
by  signing  off  on  the  PA  charts  after  a 
glance  and  without  interfering.  In  the 
beginning,  the  PA  charts  appeared 
impressively  “buffed.”  However,  on 
closer  inspection,  there  were  signifi- 
cant discrepancies  between  the  physi- 
cal exam  and  the  record.  In  addition, 
the  treatment  plans  were  frequently 
disagreeable  and  overtly  inappropriate. 

After  one  tragic  and  unnecessary 
patient  fatality  and  many  other  glar- 
ing clinical  errors,  my  policy  of  super- 
vision changed  from  liberal  and  trust- 
ing to  radically  conservative.  Ulti- 
mately, I relegated  the  PAs  to  my  con- 
cept of  a “fast  track,”  since  no  official 


Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a letter,  mail  or  fax  it  to  Texas  Medicine,  TMA, 
401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632. 
Please  type  letters  you  submit  for  publication,  and  keep  the 
length  to  400  words  or  less.  If  necessary,  you  may  include  a few 
references,  preferably  less  than  five.  Letters  are  published  at  the 
discretion  of  the  managing  editor  and  editorial  advisors,  and 
are  subject  to  editing  and  abridgment.  Letters  represent  the 
opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies 
of  the  Texas  Medical  Association. 


departmental  policy  existed  regarding 
their  scope  of  practice. 

The  PAs  resented  this  tremendous- 
ly. They  threatened  that  if  they  were 
only  going  to  work  in  the  minor 
rooms,  then  they  didn’t  want  to  work 
there.  To  me,  this  was  a profound  and 
supremely  arrogant  statement.  They 
demanded  to  take  care  of  trauma  and 
other  major  medical  cases  without 
restraint  or  supervision.  They  were 
trauma  doctor  “imposters,”  working 
without  proper  identification  and  fail- 
ing to  properly  introduce  themselves 
to  patients.  Frequently,  as  I entered  an 
exam  room  and  introduced  myself.to 
the  patient,  I was  met  with,  “Well,  the 
doctor  has  already  been  here.” 

The  PAs,  who  are  notorious  for 
their  political  activity,  sensed  their 
strength  in  the  PA-driven  ED.  They 
complained  successfully  to  the  ED 
management  company  about  excessive 
supervision.  Phis  conflict,  low  morale, 
and  other  matters  resulted  in  ED 
physician  staff  resignation  en  masse. 

The  medical  director  was  in  an 
unenviable  position.  Instead  of  quali- 
ty, the  PA  presence  had  become  the 
focal  point  of  the  relationship  with 
the  hospital  administration.  Because 
of  economic  issues,  loose  supervision 
had  to  continue  to  keep  the  PAs  con- 
tent and  to  preserve  the  ED  contract 
with  the  hospital. 

“Health  care”  corporations  are 
reportedly  planning  and  starting  their 
own  PA  schools,  which  will  surely 
flourish.  The  “physician  extenders” 
already  specialize  widely,  and  have 
metastasized  throughout  primary  care, 
pediatrics,  surgery,  anesthesia,  obstet- 


rics, and  orthopedics,  even  subspecial- 
izing in  cardiology  and  dialysis  clinics. 
Now  corporate  medicine  has  delivered 
them  to  the  emergency  department, 
where  even  the  fast  track  is  a cesspool 
for  potential  disaster  and  litigation. 

I he  existence  of  these  extenders 
represents  much  more  than  another 
annoying  encroachment  on  our  pro- 
fession. This  issue  is  one  of  quality  in 
emergency  medicine. 

Perhaps  as  a result  of  collective 
physician  political  lethargy,  the  only 
remaining  defensive  barrier  to  preserve 
quality  in  medicine  is  the  threat  of 
malpractice  litigation.  However,  the 
corporations  are  no  longer  intimidated 
by  the  burden  of  defending  viable  mal- 
practice litigation.  Their  profit  mar- 
gins are  higher  than  ever.  They  can 
afford  to  defend  lawsuits  — lawsuits 
that  destroy  physicians’  careers. 

My  fear  is  that  without  the  threat  of 
malpractice  litigation,  especially  with 
the  advent  of  tort  reform,  the  physi- 
cian extenders  will  sweep  across  the 
nation  delivering  inadequate  health 
care  in  virtually  every  setting.  Have  we 
physicians  been  “priced  out  of  the 
market,”  or  has  corporate  greed  obvi- 
ated the  need  for  clinical  excellence? 

I used  to  view  plaintiff  ’s  attorneys 
with  disgust.  Ironically,  now  I have 
come  to  view  them  more  as  honorable 
allies.  I rue  the  day  that  tort  reform 
arrives.  On  that  day,  quality  in  health 
care  will  be  further  sacrificed  to  pre- 
serve corporate  profit  margins. 

Gregory  J.  Hall,  DO 

13310  Thornridge 
San  Antonio  TX  78232 
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Upcoming  Specialty 
Society  Meetings. . . 


Annual  Meeting  of  the  ACOG  Texas 
Section  and  the  Texas  Association 
of  Obstetricians  and  Gynecologists 

April  5-7,  1995 

Worthington  Hotel,  Fort  Worth 
Contact  Paula  Rigling,  512-370-1500 

Texas  Radiological  Society 
Annual  Meeting 

in  conjunction  with 
the  American  College  of  Radiology 
April  5-9,  1995 

Hyatt  Hill  Country  Resort,  San  Antonio 
Contact  Jenny  Faltesek,  512-370-1507 

Texas  Medical  Group  Management 
Association  22nd  Annual 
Conference 

April  19-21,  1995 
Tremont  House,  Galveston 
Contact  Connie  Mawer,  512-370-1530 

Texas  Dermatological  Society  Spring 
Meeting 

May  19-21,  1995 
Loews  Anatole  Hotel,  Dallas 
Contact  Paula  Rigling,  512-370-1502 

Texas  Society  of  Plastic  Surgeons 
Annual  Meeting 

May  19-20,  1995 
Loews  Anatole  Hotel,  Dallas 
Contact  Connie  Mawer,  512-370-1511 

Texas  Neurological  Society 
Annual  Meeting 

May  19-20,  1995 
Loews  Anatole  Hotel,  Dallas 
Contact  Jenny  Faltesek,  512-370-1532 

Texas  Allergy  and  Immunology 
Society  Annual  Meeting 

May  20,  1995 

Loews  Anatole  Hotel,  Dallas 
Contact  Jenny  Faltesek,  512-370-1531 


Geriatrics  Symposium 
Jointly  sponsored  by  Texas 
Geriatrics  Society  and  TMA 
Committee  on  Aging  and 
Long-Term  Care 
May  20,  1995 

Loews  Anatole  Hotel,  Dallas 
Contact  Mildred  Bell,  512-370-1503 

Joint  Session:  Section  on 
Oncology/Texas  Pain  Society/Texas 
Cancer  Pain  Initiative 

May  20,  1995 

Loews  Anatole  Hotel,  Dallas 
Contact  Jenny  Faltesek,  512-370-1533 

Texas  Urological  Society 
Annual  Meeting 

June  8-10,  1995 

Sheraton  Bayfront  Hotel,  Corpus  Christi 
Contact  Paula  Rigling,  512-370-1513 

Texas  Pain  Society 
Annual  Meeting 

June  11,  1995 

Texas  Tech  Health  Sciences  Center, 
Lubbock 

Contact  Jenny  Faltesek,  512-370-1533 

Texas  Transplantation  Society 
7th  Annual  Meeting 

June  22-25,  1995 

Lakeway  Inn  & Conference  Center,  Austin 
Contact  Connie  Mawer,  512-370-1512 

Texas  Medical  Group  Management 
Association  Fall  Conference 

September  14-15,  1995 
Four  Seasons  Hotel,  Austin 
Contact  Connie  Mawer,  512-370-1530 


Retired  physician  volunteers 
deserve  emeritus  status 


This  is  directed  to  all 

physicians  — to  those  retired;  to 
those  who  are  about  to  retire;  to 
those  in  active  practice  who  will 
retire  some  day;  to  those  just  about  to 
enter  the  active  practice  of  medicine 
and  who  will  retire  some  day;  and  to 
residents,  interns,  and  medical  students. 

After  discovering  there  were  only 
two  categories  of  license,  active  and 
retired,  I have  attempted  for  the  past 
year  to  have  a third  category  included 
— emeritus. 

The  Texas  State  Board  of  Medical 
Examiners  stated  that  it  was  unable  to 
take  any  action  on  this  matter  because 
it  is  under  the  jurisdiction  of  the  state 
legislature.  Upon  writing  members  of 
the  legislature,  I was  informed  that 
they  could  do  nothing  because  they 
were  not  in  session. 

The  legislature  is  now  in  session. 
Letters  to  all  of  our  legislators  from  all 
physicians  in  the  state  are  vital  in 
order  to  have  the  emeritus  status 
added.  This  for  all  of  us  who  have 
retired  from  active  practice  but  would 
like  to  retain  the  ability  to  continue  to 
volunteer  our  services  in  caring  for  the 
indigent.  This  would  allow  us  to  do 
that  without  having  to  pay  exorbitant 
amounts  for  the  license  and  for  con- 
tinuing education.  As  many  of  you  are 
aware,  of  the  $300-plus  fee,  $200  goes 
into  the  general  revenue  fund,  which 
in  my  estimation  is  another  tax. 

Ever  since  I was  14  years  old  and 
entering  high  school,  I aspired  to  be  a 
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physician.  Like  many  of  you,  upon 
completion  of  my  internship,  1 volun- 
teered and  served  in  the  armed  forces. 
During  my  active  practice  years,  1 
worked  in  clinics,  and  to  my  delight 
was  able  to  help  train  young  physi- 
cians, thus  passing  on  the  tradition. 
(Several  of  the  physicians  I helped 
train  are  now  professors,  and  several 
are  officers  in  our  various  societies.)  I 
also  helped  by  giving  lectures  in  nurs- 
ing school. 

I am  on  the  emeritus  status  at  all  of 
the  hospitals  that  I had  practiced  at, 
had  chaired  the  obstetrics/gynecology 
departments,  and  had  served  on  various 
hospital,  county,  and  state  committees. 

1 have  always  loved  the  art  and 
practice  of  medicine  and  still  do! 

All  of  you  who  read  this  letter 
either  are  retired  or  will  eventually 
retire.  It  is  a fact  of  life.  Some  of  you 
are  active  volunteers  in  charity  clinics 
and  may,  as  I did,  wish  to  continue. 

Please,  please  write  your  represen- 
tatives in  the  state  legislature  asking 
them  to  institute  or  support  legisla- 
tion calling  for  emeritus  status  with 
the  medical  licensing  board. 

Milton  Turner,  MD 

2603  Pecos 
Austin,  TX  78703 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services,  Inc.,  will 
provide  you  with  the  solutions  to  your  ?nedical 
malpractice  insurance  problems. 


W e are  a dedicated  group  of 

professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician’s  claim  history,  specialty 
or  previous  problems. 


Medical  Insurance  Services,  Inc. 

For  additional  information,  contact: 

James  T.  Rubino,  Executive  Director 
Aberdeen  Medical  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd.,  Suite  900  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 
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BORATORIES 


FREEMAN  B COCKERELL 


DERMATOPATHOLOGV  LABORATORIES 


■ Diagnostic  Dermatopathology 

■ Evaluation  of  Margins 

■ Immunofluorescence 

■ Immunohistochemistry 

■ Clinicopathologic  Correlation 

24  Hour  Service 
Courier 
Air  Freight 
Fax  Reports 
Stat  Pick-up 


■ Frozen  Sections 

■ Diagnostic  Consultation 

® Slide  Processing 

® Rush  2 Hour 

Permanent  Sections 


214/638-2222 
800/309-0000 
Fax  214/630-5210 


ROBERT  G.  FREEMAN,  M.D.  CLAY  J.  COCKERELL,  M.D. 

2330  BUTLER  STREET  ■ SUITE  115  ■ DALLAS,  TEXAS  75235 


Articles  on  legislature, 
history  outstanding 


Ken  Ortolon’s  article 
entitled  “Legislative  reality  101” 
{Texas  Medicine , February  1995, 
pp  14-17)  was  outstanding. 
Having  worked  with  most  of  the  peo- 
ple he  quoted  (Bill  Gamel,  A1 
Gilchrist,  Kim  Ross,  Sam  Stone,  etc) 
for  many  years,  it  was  obvious  he  took 
what  they  had  to  offer  and  put  it 
together  in  a very  meaningful  article. 

I he  Texas  Medical  Association  has  a 
wonderful  success  record  in  the  Texas 
Legislature,  and  the  article  really  details 
how  it  has  been  accomplished  and 
gives  lots  of  direction  for  future  efforts. 
Having  worked  with  your  folks  on  var- 
ious bills  relating  to  medicine  and 
blood  banking  in  general,  we  can  all  be 
justifiably  proud  of  their  contributions. 

I also  thoroughly  enjoyed  Cindi 
Myers  article  “Fighting  the  good 
fight:  lessons  from  early  Texas  physi- 
cians” (pp  34-39).  In  addition  to 
learning  a lot  about  the  history  of 
medicine  in  Texas,  it  again  confirmed 
my  pride  in  FMA  and  its  members. 

I continue  to  be  impressed  with 
TMA  and  am  proud  to  have  served  as 
a consultant  to  the  Committee  on 
Transfusion  Medicine  for  many  years. 
Thanks  again  for  doing  such  a nice 
job  on  these  articles  and  Texas 
Medicine  in  general. 


Check  Texas  Medicine's  new 
Travel  and  Leisure 
listings  in  the  classifieds. 


Bill  T.  Teague 

President,  Gulf  Coast  Regional  Blood  Center 
1400  La  Concha 
Houston,  TX  77054-1802 
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Historical  article 
thoroughly  enjoyed 


I THOROUGHLY  ENJOYED  ClNDI  j 
Myers’  writings,  “Fighting  the  j 
good  fight:  lessons  from  early  Texas  : 
physicians”  ( Texas  Medicine , Feb-  j 
ruary  1995,  pp  34-39).  j 

I was  too  young  to  remember  : 
cholera  and  yellow  fever,  but  during  j 
my  many  years  in  public  health,  I bat-  j 
tied  many  infectious  diseases  — : 
smallpox,  chicken  pox,  mumps,  : 
measles,  malaria,  whooping  cough,  • 
diphtheria,  poliomyelitis,  and  influen-  : 
za.  I did  not  have  influenza  and  was  j 
vaccinated  against  smallpox  several  i 
times,  but  I almost  died  of  diphtheria.  : 
Write  us  more  — you  did  good.  j 

Austin  E.  Hill,  MD  (retired) 

PO  Box  536  : 

Groesbeck , TX  76642  : 


Photo  evokes  memories 
of  early  Texas  medicine 


When  the  Texas  Medicine  j 

issue  of  February  1995  arrived,  • 
I began  “thumbing  through  it,”  : 
as  is  my  usual  custom.  : 
Suddenly  on  page  37,  I was  confront-  • 
ed  by  a picture  of  my  grandfather,  : 
Frank  Paschal.  : 

I grew  up  in  a house  full  of  boys,  j 
and  after  losing  my  Grandmother  : 
Paschal,  my  grandfather  lived  with  us.  j 
In  all,  there  were  seven  boys,  my  j 


PRIMARY  CARE  PHYSICIANS 

Heartland  Primary  Care  is  seeking  BE/BC  Primary  Care  physicians  who  desire  to 
join  a progressive,  hospital-employed  group  practice.  You'll  be  involved  in  all  aspects 
of  family  medicine  except  obstetrics,  providing  clinical  coverage  at  a new  hospital- 
based  ambulatory  care  center  and  satellite  offices  in  St.  Joseph  and  nearby 
communities.  To  allow  flexibility  for  your  personal  life,  you'll  share  call 
with  other  members  of  the  Heartland  Health  System  Department  of 
Primary  Care. 

Heartland  Health  System  is  a 600-bed  bi-campus  regional  referral  center,  serving  29 
counties  in  Northwest  Missouri  and  adjacent  areas  of  Kansas,  Iowa  and  Nebraska. 

• Guaranteed  salary  of  $135,000  per  year 

• Medical  student  loan  repayment  options 

• Malpractice  insurance 

• Health  and  life  insurance 

• Vacation 

• Relocation  expenses  are  provided. 

For  more  information  call  Rhonda,  800-455-2480  or  Heidi,  800-455-2485.  Send 
CV  to  Heartland  Health  System,  Medical  Staff  Development,  5325 
Faraon,  St.  Joseph,  MO  64506  or  Fax  to  816-271-6146. 


Heartland 
Health  System 


EOE 


©1995  NAS 


More 

HPSC 


1.  Financing  of  new  practice  equipment,  leasehold  improvements, 
working  capital,  merchandise  contracts  - plus  computers  and  other 
office  equipment. 

2.  Competitive  fixed  rates  - no  points,  no  variables,  no  hidden  fees. 

3.  Quick  response,  phone  or  fax:  up  to  $125,000,  1 hour. 

Over  $125,000,  all  documents  in  place,  24-48  hours. 

4.  Options:  deferred  payment;  no  down  payment;  graduated  payments  up 
to  72  months;  10%  or  $1  purchase  option  on  equipment  at  end  of  lease. 

5.  Terms:  12  to  72  months.  Lease  or  loan. 

6.  Easy  add-on  to  existing  lease  as  practice  grows. 

7.  Financing  of  practice  acquisitions  up  to  100%  of  purchase  price 
at  competitive  rates  (no  points,  variables  or  hidden  fees). 

8.  All  programs  geared  to  cash  flow.  Tax  benefits. 

9.  Funding,  servicing  of  all  contracts  in-house. 


Innovative  Financing  for 
Healthcare  Professionals 

Sixty  State  Street,  Boston,  MA  02109 
800-225-2488  Fax  800-526-0259 


Over  60,000  Doctors  Financed  Since  1975 
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father  (an  M-K-T  railroad  man),  my 
grandfather,  and  my  mother  (all  98 
pounds  of  her),  who  “ruled  the  roost. 

Once  when  we  all  happened  to 
arrive  for  the  evening  meal  at  the  same 
time,  she  announced,  “I  am  no  longer 
running  a cafeteria.  If  you  want  your 
supper,  it  will  be  on  the  table  at  6:30 
pm.”  Needless  to  say,  we  were  all  there 
each  evening,  including  my  grandfather. 

On  my  fifth  birthday,  I announced 
that  I was  going  to  become  a physician 
and  take  his  place.  He  was  wearing  a 


pair  of  antique  gold  cuff  links  with  a 
diamond  in  each,  and,  pointing  to 
them,  he  told  me  they’d  be  mine  when 
I graduated  from  medical  school.  My 
mother  and  brothers  brought  them  to 
my  graduation  from  Baylor  Medical 
School  in  Dallas  in  1939. 

Spending  too  few  years  with  this 
wonderful,  caring  physician,  I heard 
much  talk  of  the  tuberculosis  samtona 
and  how  proud  he  was  when  the 
Carlsbad,  Tex,  institution  was  opened. 
On  some  occasions,  such  as  rainy  cold 


nights,  the  Paige  automobile  could 
not  be  trusted  to  get  to  the  home  of  a 
sick  patient,  and  Bill  Barr,  the  carriage 
man,  would  harness  the  team  and 
we’d  go  in  the  buggy.  1 loved  it! 

Dr  Paschal  was  adamant  about 
medical  ethics.  He  was  president  of 
TMA  during  1903-1904  and  always 
instructed  and  inspired  me  to  feel  the 
same.  He  was  a delegate  to  the 
American  Medical  Association  and 
was  on  a commission  at  that  level  to 
review  and  recommend  changes  in  the 


SPECIALIZE  IN 
AIR  FORCE  MEDICINE. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  , quality 
benefits  and  30  days  of  vacation  with  pay 
per  year  that  are  part  of  a medical  career 
with  the  Air  Force.  Find  out  how  to  quali- 
fy. Call 

USAF  HEALTH  PROFESSIONS 
Toll  Free 
(800)  42 3 -USAF 
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AMA  Code  of  Ethics.  It  was  not  by 
accident  that  I became  interested  in 
the  same  field,  served  as  alternate 
councilor  and  councilor  of  District  5, 
president  of  TMA  (1970-1971), 
alternate  delegate  and  delegate  to 
AMA,  and  member  of  a commission 
to  recommend  “updating”  that  same 
AMA  Code  of  Ethics. 

Here  I am  after  these  many  years 
still  doing  family  practice  but  astound- 
ed, alarmed,  and  depressed  over  the 
changes  occurring  in  our  profession. 
By  the  way,  I have  a grandson  in  med- 
ical school  (UT-Houston)  who,  for 
years,  has  said  that  he  is  going  to  take 
my  place.  My  only  question  to  this 
very  fine,  bright,  caring  young  man  is, 
“Do  you  know  any  shortcuts?” 

Walter  Walthall,  MD 

6714  N New  Braunfels  Ave 
San  Antonio,  TX  78209-3896 

‘Tell  me  how  to  survive 
in  conventional  medicine.’ 


(Editor  s note:  The  following  was  offered 
as  an  opposing  view  to  the  letter  of  Dr 
Paul D.  Pace  /Texas  Medicine,  February 
1995,  pp  7—8],  It  is  adapted  from  a col- 
umn published  in  San  Antonio 
Medicine  [January  1995,  p 9].) 

Every  speaker  I have  heard 
recently  and  every  article  in  the 
medical  literature  advises  me  how 
to  live  with  managed  care  and 
especially  with  capitation.  Almost  all 
our  medical  leaders  tell  me  we  must 


join  managed  care  because  it  is 
inevitable  — we  have  no  choice  — 
and  we  must  get  in  now  or  be  left 
behind,  alone  and  with  no  practice 
and  no  income. 

It  would  be  refreshing  to  hear  just 
one  doctor  or  one  medical  organiza- 
tion tell  me  how  to  survive  in  conven- 
tional medicine.  Every  managed  care 
group  and  hospital  administrator  tells 
us  that  we  doctors  do  not  have  the 
honesty  or  morality  to  practice  fee- 
for-service  medicine  because  we  can 
not  resist  ordering  unnecessary  tests 
and  doing  unnecessary  things  to  fulfill 
our  greed.  We  are  told  they  will  make 
us  honest,  better  doctors  by  limiting 
what  we  can  do  and  limiting  the 
money  available  to  do  it  with, 
although  the  patient  gets  less  care  and 
the  doctor  gets  less  pay. 

I he  facts  show  that  the  cost  for 
this  type  of  care  is  not  significantly 
lower  than  fee  for  service.  The  reason 
there  is  less  money  available  for 
patients  and  doctors  is  that  the  man- 
agers are  taking  the  money,  and,  need- 
less to  say,  the  managers  are  becoming 
extremely  wealthy. 

Having  practiced  internal  medicine 
when  internists  were  considered  the 
top  of  the  class,  the  epitome  of  medi- 
cine, and  were  respected,  I have  known 
poverty,  hard  work,  and  uncertainty.  As 
an  ex-battalion  surgeon,  I know  how  to 
handle  large  volumes  of  patients, 
although  the  quality  of  their  care  could 
be  questioned.  I worked  with  an  older 
internist  who  induced  me  to  come  into 
practice  with  him  with  a promise  of  a 
partnership.  Once  I signed,  I found  I 
was  an  employee.  I learned  and  I know 


servitude,  as  many  of  you  are  doomed 
to  learn  from  your  experiences. 

I am  prepared  to  cope  with  any  sys- 
tem that  may  develop,  and  I am  not 
fearful  for  myself.  If  some  doctors 
think  they  can  deal  with  managed  care 
entrepreneurs  on  a level  playing  field, 
I want  to  wish  them  the  best  of  luck, 
because  they  are  going  to  need  it.  The 
real  question  is  whether  physicians 
will  be  happy  serving  managed  care  as 
employees,  with  their  patients  of  sec- 
ondary importance. 

I do  not  need  any  more  lectures  on 
how  to  survive  with  capitation.  You 
become  rich  in  capitation  by  not  serving 
your  patients  needs.  If  you  are  a consci- 
entious physician,  you  will  go  broke. 

Many  of  us  “primary  care”  physi- 
cians do  not  participate,  nor  shall  we 
ever  find  it  necessary  to  participate,  in 
managed  care.  There  are  plenty  of 
patients  who  demand  a doctor-patient 
relationship  and  know  we  can  make  a 
good  living  without  charging  exorbi- 
tant fees. 

We  primary  care  physicians  are 
being  courted,  if  not  respected, 
because  we  are  cheap.  To  be  one  of  us 
and  to  be  successful  requires  work, 
availability,  and  understanding  why 
our  profession  exists  in  the  first  place. 

James  B.  Morrison,  MD 

4499  Medical  Dr,  Ste  300 
San  Antonio,  TX  78229 
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rollover  shouldn’t 
play  dead. 


Judy  C.  Bozeman 


Woodway 


FINANCIAL  ADVISORS 

A Trust  Company 


MEDICAL  MALPRACTICE  INSURANCE 

Assuring  your  insurance  needs  are  satisfied  is  our  highest  priority. 

If  you  are  having  difficulty  obtaining  reasonably  priced 
medical  malpractice  insurance  due  to: 

Previous  Claims  Practice  Specialty 

License  Sanctions  Unusual  Circumstances 

Call  for  a no  obligation  consultation! 

1-800-757-1739 

* Physicians  & Surgeons  Professional  Liability  * 

* ER  Groups  * Outpatient  Surgery  Centers  * 

* Unique  Healthcare  Insurance  Requests  * 

* Multi  Specialty  Practices  * Hospitals  * 

ABELOW  INSURANCE  & FINANCIAL  SERVICES 
Mark  D.  Abelow,  AAI 

13034  North  Run  San  Antonio,  Texas,  78249  (210)  434-9813 

Securities  Offered  Through  Linsco  / Private  Ledger  Member  NASD/SIPC 


Managed  care  puts  physicians 
in  impossible  situation 


I don’t  know  whose  drum 
(other  than  his  own)  Dr  Paul  D. 
Pace  is  beating,  but  it  seems  to  me 
that  his  cup  of  idealism  runneth 
over  ( Texas  Medicine,  Letters,  Febru- 
ary 1995,  pp  7-8). 

11  one  ol  the  problems  we  have 
today  is  the  high  cost  of  medical  care, 
and  one  ol  the  reasons  for  the  high 
cost  of  medical  care  is  overuse  of  all 
sorts  of  medical  diagnostic  and  thera- 
peutic modalities,  what  makes  him 
think  that  reversing  the  emphasis  to 
provide  a financial  incentive  to  not 
diagnose  and  treat  will  suddenly  pro- 
vide superior  or  even  adequate  low- 
cost  medicine? 

Those  doctors  who  will  overutilize 
when  it  is  in  their  best  financial  inter- 
est will  surely  underutilize  for  the 
same  reason.  Dr  Pace’s  reassurance 
that  outcome  measurement  will  solve 
the  problem  does  not  reassure  me.  Of 
all  the  things  we  do  in  medicine,  out- 
come analysis  is  one  of  the  most  diffi- 
cult and  controversial.  We  need  to 
keep  trying  to  improve  our  methods, 
but  we  ain’t  there  yet. 

The  finest  and  most  noble  role  of 
the  physician  is  as  patient  advocate. 
Managed  care,  with  gatekeepers  and 
capitation,  places  us  in  the  almost 
impossible  position  of  protecting  the 
pockets  o)  the  government  or  worse,  of 
insurance  companies,  while  making 
our  best  efforts  to  help  our  patients.  All 
the  while  the  malpractice  vultures  are 
circling  to  punish  us  if  our  results  are 
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imperfect.  I,  for  one,  would  rather  be 
caught  doing  all  that  is  reasonable  than 
doing  the  least  I can  get  away  with. 

J.  Bruce  Laubach,  MD 

4927  Firestone  Dr 
College  Station,  TX  7784 5 

Capitation  is  capitulation 


IN  REGARDS  TO  “NEW”  AND 
“far-sighted  viewpoints  in  medical 
practice  ( Texas  Medicine , Letters, 
February  1995,  pp  7-8),  the  fol- 
lowing is  submitted. 

Capitation  is  analogous  to  capitu- 
lation of  the  good  physicians  to  the 
railroad  spike  drivers  attempting  to, 
metaphorically  speaking,  place  a 
square  peg  into  all  round  holes. 

O.W.  Haffke,  MD 

3632  W Biddisoti  St 
Fort  Worth,  TX  76109-2703 

Don’t  give  up  the  fight 


I AM  DISMAYED  BY  THE  JAN- 
uary  1995  Texas  Medicine  article 
about  “managed  care"  (pp  24-29). 
This  tends  to  suggest  that  the  Texas 
Medical  Association  either  favors  social- 
1 ized  managed  care  or  has  given  up  the 
fight  against  it.  Either  is  indefensible. 

Our  medical  “system”  in  this  coun- 
try of  ours  is  still  the  very  best  in  the 
world.  There  are  some  corrections 
needed,  especially  in  cost.  But  nothing 


can  really  be  accomplished  until  (1)  all 
government  involvement  is  eliminat- 
ed; (2)  the  legal  profession  gets  out  of 
medicine;  (3)  either  medical  insurance 
is  eliminated  or  its  widespread  abuse  is 
stopped,  with  benefits  limited  only  to 
catastrophes;  and  (4)  many  subspecial- 
ty charges  are  cut. 

Do  we  really  intend  to  correct,  or 
do  we  plan  to  lead  the  way  in  destroy- 
ing, the  free  private  practice  of  medi- 
cine and  our  country  with  “managed 
care”  socialism? 

James  W.  Rentfrow,  MD 

509  N Sixth  St 
Longvieiv,  TX  75601 


Physician  and  Mid-Level 
Providers  needed  to  provide 
temporary  coverage  across 
the  state  in  the  following 
specialties:  Family  Medicine, 
Internal  Medicine,  Pediatrics, 
and  Mid-Level  Providers 
(all  specialties).  Competitive 
remuneration,  paid  expenses, 
choice  of  assignment,  short 
term,  long  term,  temp  to  perm 
available.  For  more  information 
about  these  and  National 
opportunities  call  1-800-476- 
3275  or  fax  your  CV  to 
1-919-493-3993. 


MEDSTAFF 

National  Medical  Staffing,  lnc.TI 


JOHN  MALIN 


IS  A VERY  LUCKY  MAN. 


He  represents  Mercedes-Benz,  the  finest 
AUTOMOBILES  IN  THE  WORLD.  AND  AS  YOUR 
SALES  REPRESENTATIVE,  HE  WANTS  TO  SHARE  HIS 
LUCK  WITH  SPECIAL  TMA  MEMBER  DISCOUNTS. 

BECK 

IMPORTS 

OF  TEXAS 

Exclusively  Me  reed  es-Be  n z 

2920  Alta  Mere  Dr.  Fort  Worth,  I X 76116 

817.244.8180 
Toll  Free  800.577.BECK 
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A Special  Offer  From  The  Employee-Owners  Of  Avis 
Exclusively  For  Members  Of 

Texas  Medical  Association 

At  Avis, 
Offering  Great 
Benefits 
Is  Just  One  Of 
Our  Specialties. 
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Association 


harder- 

* 


Since  you’re  always  taking  care  of  others,  isn’t 
it  nice  to  know  Avis  wants  to  help  take  care 
of  you?  “We  try  harder”  by  offering  medical 
association  members  low,  competitive  daily 
business  rates  along  with  special  discounts 
for  both  leisure  and  vacation  rentals.  Most 
Avis  rentals  come  with  free  unlimited 
mileage,  too! 

And  now  we’ve  scheduled  you  in  for  a 
free  upgrade  when  you  rent  an  Avis  car  at 
any  participating  location  in  the  contiguous 
U.S.  See  the  coupon  below  for  details. 

The  employee-owners  of  Avis  also  offer 
a wide  selection  of  reliable,  professionally 
maintained  cars.  Many  are  equipped  with 
luxury  extras  like  power  windows  and  door 
locks,  cruise  control,  AM/FM  stereo,  and  more. 

As  a medical  association  member,  you'll 
appreciate  our  many  convenient  airport 
locations  and  timesaving  services,  like 
Avis  Express  and  Roving  Rapid  Return  , that 
can  make  renting  and  returning  an  Avis  car 
fast  and  easy. 

To  take  advantage  of  the  offer  below,  call 
your  travel  consultant  or  the  Avis  Special 
Promotion  number  toll  free:  1-800-831-8000. 
For  general  information  and  reservations,  call 
Avis  at:  1-800-331-1212.  And  be  sure  to 
mention  your  Avis  Worldwide  Discount 
(AWD)  number:  A729800 


A FREE 
AVIS 
UPGRADE! 


Terms  and  Conditions 

Coupon  valid  for  a one-time,  one-car-group  upgrade  on  an  Intermediate  (Group  C) 
through  Full  Size  4-door  (Group  E)  car.  Maximum  upgrade  to  Premium  (Group  G).  Offer 
valid  on  daily,  weekend  and  weekly  rates  only  Coupon  must  be  surrendered  at  time  of 
rental;  one  per  rental.  Coupon  valid  at  Avis  corporate  and  participating  licensee  locations 
in  the  contiguous  U.S.  Cars  and  upgrades  are  subject  to  availability  at  time  of  rental. 

An  advance  reservation  with  request  for  upgrade  is  required.  Renter  must  meet 
Avis  age,  driver  and  credit  requirements.  Minimum  age  is  25. 

Rental  Sales  Agent  Instructions.  At  Checkout: 

In  AWD,  enter  number  below.  Assign  customer  a car  one  group  higher  than  car  group 
reserved.  Upgrade  to  no  higher  than  Group  G.  Charge  for  car  group  reserved. 

In  CPN,  enter  number  below. 

RA# Rental  Location 

Attach  to  COUPON  tape. 

AWD  # A 729800 
CPN  # UUGC975 
Offer  Expires  12/31/95 
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NEWSMAKERS 


Frederick  F.  Becker,  MD,  vice  presi- 
dent lor  research  at  The  University  of  j 
Texas  M.D.  Anderson  Cancer  Center, 
was  selected  as  the  inaugural  Welling 
Prolessor  at  George  Washington  Uni- 
versity in  Washington,  DC. 

Anesthesiologist  Harold  C.  Boehning, 

MD,  received  the  Max  Cole  Leadership 
Award  from  the  Dallas  County  Med- 
ical Society  lor  his  outstanding  service 
to  medicine  and  the  community. 

Family  practitioner  Doug  Curran, 
MD,  Athens,  was  honored  with  the 
Trinity  Valley  Community  College 
Ex-Students  Association’s  Special 
Award  for  his  work  with  the  school’s 
athletic  department. 

Pathologist  John  V.  Denko,  MD,  was 

honored  at  the  annual  meeting  of  the 
Don  Harrington  Discovery  Center, 
Amarillo  Foundation  for  Health  and 
Science  Education.  Dr  Denko  found- 
ed the  center  and  is  a past  president. 

Herbert  L.  DuPont,  MD,  director  of 
the  infectious  disease  division  at  The 
University  of  Texas-Houston  Medical 
School,  was  chosen  chairman  of  the 
Science  and  Technology  Committee 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership; election  or  appointment  to  an  office  of  or  honors  from , 
a national  or  state  organization;  or,  space  permitting,  recogni- 
tion at  the  local  level.  Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  editor.  Submit  items  for 
consideration,  with  photos  if  possible,  to  Denise  Kotson,  People, 
Texas  Medicine.  401  W 15th  St,  Austin,  TX  78701;  fax  (512) 
370- 1632. 


lor  the  United  States-Mexico  Founda- 
tion lor  Science. 

Ralph  Feigin,  MD,  physician-in-chief 
at  Texas  Children’s  Hospital  and 
chairman  of  pediatrics  at  Baylor  Col- 
lege ol  Medicine,  received  the  Hous- 
ton division’s  1994  B’nai  B’rith 
Women  Good  Heart  Humanitarian 
Award  for  his  dedication  to  helping 
children. 

Dallas  psychiatrist  Byron  L.  Howard, 

MD,  was  elected  1995  president  of  the 
Central  Neuropsychiatric  Hospital 
Association  (CNPHA)  and  chaired 
the  association’s  69th  Annual  Meet- 
ing, which  was  held  in  March  on  the 
Timberlawn  Mental  Health  System 
main  campus  in  Dallas.  The  CNPHA 
national  membership  includes  25  of 
the  leading  independent  psychiatric 
hospitals  in  the  United  States  as  repre- 
sented by  their  medical  directors  and 
chiel  administrative  officers. 

Benjamin  Interiano,  MD,  medical 
director  of  the  Baylor  College  of  Med- 
icine/The Methodist  Hospital’s  Asth- 
ma Institute  ol  Houston,  was  named 
president  of  the  Hispanic  American 
Medical  Association  for  1994-1995. 

Barton  A.  Kamen,  MD,  PhD,  pediatric 
hematologist/oncologist  at  The  Uni- 
versity of  Texas  Southwestern  Medical 
Center  at  Dallas,  was  named  an 
American  Cancer  Society  Clinical 
Research  Professor. 

Retired  internist  John  C.  Leadbeater, 

MD,  MPH,  was  honored  with  a recep- 


Frederick  F.  Becker,  MD  Harold  C.  Boehning,  MD 


Byron  L.  Howard,  MD  Barton  A.  Kamen,  MD, 
PhD 


Paul  C.  Peters,  MD  James  L.  Sweatt  III,  MD 


tion  for  20  years  of  service  to  Scott  & 
White  Memorial  Hospital  in  Temple. 

Hardy  D.  Loe,  MD,  assistant  dean  for 
community  health  at  The  University 
of  Texas-Houston  School  of  Public 
Health,  was  named  a co-recipient  of 
the  annual  Health  Policy  Leadership 
Award  given  by  the  Houston  Area 
Health  Care  Coalition. 

C.L.  Montgomery,  MD,  associate  dean 


VOLUME  91  ★ NUMBER  4 


17 


People 


for  continuing  medical  education  at 
Texas  Tech  University  Health  Sciences 
Center  School  of  Medicine,  was 
installed  as  president  ol  the  National 
Medical  Veterans  Society. 

Paul  C.  Peters,  MD,  former  chairman 
of  the  urology  department  at  The 
University  ol  Texas  Southwestern 
Medical  Center  at  Dallas,  was  named 
to  an  Ashbel  Smith  Professorship  by 
The  University  of  Texas  System  Board 
of  Regents. 

Thoracic  surgeon  James  L.  Sweatt  III, 

MD,  was  installed  as  the  1995  presi- 
dent ol  the  Dallas  County  Medical 
Society.  Other  officers  lor  1995 
include  otolaryngologist  Jerry  F.  Sud- 
derth,  MD,  president-elect;  general 
surgeon  Janet  A.  Hale,  MD,  secretary- 
treasurer;  and  gynecologist  Dennis  J. 
Factor,  MD,  immediate  past  president. 

Michael  S.  Sweeney,  MD,  Houston, 
was  named  the  1995  Australasian 
Travelling  Fellow  by  the  Australia  and 
New  Zealand  section  ol  the  American 
College  of  Surgeons. 

Erica  Swegler,  MD,  a Grapevine  fami- 
ly practitioner,  was  named  outstanding 
alumni  by  the  University  ol  Oallas. 

Hematologist  Kenneth  K.Wu,  MD.was 

recognized  as  an  outstanding  Hous- 
tonian by  a proclamation  from  the 
mayor’s  office.  Dr  Wu  also  was  named 
a member  ol  Academia  Sinica,  Tai- 
wan’s highest  research  organization. 
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DEATHS 


George  N.  Atkinson,  Jr,  MD,  79; 

Cedar  Hill;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1942; 
died  January  13,  1995. 

Nina  Fay  Calhoun,  MD,  100;  Dallas; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1923;  died  Jan- 
uary 15,  1995. 

Vernon  L.  Elledge,  Jr,  MD,  59;  Austin; 
The  University  ol  Texas  Medical 
Branch  at  Galveston,  1960;  died  Jan- 
uary 10,  1995. 

Robert  L.  Hargrave,  MD,  63;  Austin; 
Tulane  University  School  ol  Medi- 
cine, 1957;  died  December  23,  1994. 

William  E.  Kirkpatrick,  MD,  74; 

Houston;  Baylor  College  of  Medicine, 
1952;  died  December  23,  1994. 

George  M.  Lancaster,  MD,  81;  Wesla- 
co; Baylor  College  of  Medicine-Dal- 
las,  1938;  died  December  31,  1994. 

Robert  Alexander  McClure,  MD,  68; 

Houston;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1952; 
died  January  5,  1995. 

Floyd  A.  Norman,  Jr,  MD,  83;  Dallas; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1935;  died  Jan- 
uary 6,  1995. 

Julian  W.  O’Bryant,  MD,  70;  lexas 
City,  The  University  ol  Texas  Medical 
Branch  at  Galveston,  1951;  died 
December  22,  1994. 
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Hugh  F.  Rives,  MD,  81;  Toledo  Bend 
Lake,  La;  University  of  Arkansas  Col- 
lege of  Medicine,  1938;  died  Decem- 
ber 26,  1994. 

Thomas  E.  Smith,  MD,  86;  Dallas; 
Baylor  College  of  Medicine-Dallas, 
1933;  died  December  19,  1994. 

Ralph  R.  Tompsett,  MD,  81;  Dallas; 
Cornell  University  Medical  College, 
1939;  died  January  18,  1995. 

Wallace  B.  Wilkinson,  MD,  90;  Dallas; 
The  University  ol  Texas  Medical 
Branch  at  Galveston,  1928;  died 
December  12,  1994. 

Eugene  Winograd,  MD,  65;  Houston; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1952;  died 
December  15,  1994. 


Here 's  377  years 
of  experience. 


Our  General  Agents  are  full  time  employees  of  The  Medical  Protective  Company.  Like  the 
company  they  represent,  these  agents  work  exclusively  with  the  health  care  community  and 
are  experienced  in  both  medicine  and  the  law.  We  are  especially  proud  of  our  Texas  General 
Agents...  averaging  over  23  years  of  experience  in  professional  liability  protection. 

Extensive  training  and  experience  provide  each  General  Agent  the  expertise  to  help  you  avoid 
professional  liability  problems  and  to  offer  you  concise,  accurate  information  on  the  proper 
course  of  action  in  the  event  a suit  is  filed.  To  learn  more  about  how  Texas  Medical  Protective 
General  Agents  can  help  you,  contact  your  local  Texas  office... 

(800)  344-1899 

nous 


WWDi^yfoji  ■ FKWK  V 

tfirofessional  J^rotection  Sxcltisively  since  1899 


Legislative  Affairs 

Deader  than  Elvis 

Systemwide  health  reform  has  little  chance 
of  rising  from  ashes  of last  year s debate 

By  Ken  Ortolon,  Associate  editor 


exas  senator  and  presidential  contender  Phil 
Gramm  is  fond  of  saying  the  Clinton  health-sys- 
tem reform  plan  is  “deader  than  Elvis.  With  a 
Republican  majority  now  in  control  of  both 
houses  of  Congress,  that’s  certainly  true.  After  nearly  2 
years  of  hogging  newspaper  headlines  and  topping  the 
congressional  agenda,  health-care  issues  now  are  on  the 
back  burner. 

But  that  does  not  mean  health  issues  — 
including  some  reform  measures  — won’t  be 
debated  by  the  104th  Congress.  They  almost 
certainly  will.  But  dont  look  for  any  signifi- 
cant action  on  health  care  until  the  Republi- 
cans in  the  US  House  finish  pushing 
through  their  “Contract  With  America.” 

After  extensive  briefings  in  Washington  with 
Texas’  congressional  delegation,  TMA  lead- 
ers and  lobbyists  found  the  politics  of  the 
Contract  leave  little  or  no  room  for 
health-system  reform  in  the  first  half  of  _ 
this  Congress. 

Living  up  to  the  Contract 

Health  care’s  “second  tier”  status  comes 
as  no  surprise. 

“There  is  a firm  commitment 
from  the  GOP  that  the  first  100 
days  of  the  new  Congress  will 
deal  with  the  Contract  With 
America  and,  really,  there  are 
not  significant  health-care  issues 
in  that  contract,”  said  Rich- 
mond family  physician  Nancy 
W.  Dickey,  MD,  vice  chair  of 
the  American  Medical  Associa- 
tion Board  of  Trustees. 

Dr  Dickey  was  among  a 
dozen  Texas  physicians  who  trav- 
eled to  Washington,  DC,  in  January  to 


lobby  Texas  congressmen  on  a short  list 
of  medical  priorities,  including  liability 
reform,  antitrust  relief,  Medicare  and 
Medicaid  spending  concerns,  and  has- 
sle relief  from  the  federal  government’s 
clinical  laboratory  regulations.  While 
Dr  Dickey  says  there  was  sympathy 
among  both  Republicans  and  Democ- 
rats in  the  Texas  delegation  for  those  is- 
sues, there  was  little  burning  desire  to 
take  up  any  of  them  soon. 

“What  we  heard  recurrently  in 
GOP  offices  was  health-care  issues  in  general  would  be 
on  the  second  tier,”  she  said.  “ I hey  would  be  dealt  with 
after  the  first  100  days.” 

In  fact,  some  Republicans  are  doubting  whether 
health-system  reform  issues  will  even  be  debated  in  the 
first  year  of  the  present  Congress.  During  meetings  with 
Texas  Medical  Association  physicians,  Doug  Koopman,  an 
aide  to  new  House  Majority  Leader  Richard  Armey  (R- 
Lewisville),  said  health  care  is  on  the 
GOP’s  “second-year  agenda.” 

And  Grace  Warren,  an  aide 
to  Rep  Ralph  Hall  (D-Rock- 
wall),  says  the  only  chance  for 
success  on  medical  issues  early 
in  this  Congress  is  to  tie  them 
to  the  Contract  With  Ameri- 
ca. That  will  be  difficult.  The 
only  Contract  issue  that 
touches  on  health  care  is  tort  re- 
form, and  Michael  Weiskopf,  a 
Washington  Post  reporter  who 
met  with  the  Texas  physicians 
during  their  Washington,  DC, 
trip,  says  medical  malprac- 
tice reform  is  barely  on  the 
periphery  of  that  Con- 
tract plank. 

Alfred  Gilchrist,  TMA’s 
legislative  affairs  director,  says 
there  simply  isn’t  a constituency  to 
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Alan  Baum , MD,  chair  of  the  TMA  Board  of 
Trustees,  and  TMA  President  Betty  P.  Stephen- 
son, MD,  discuss  health  issues  with  House  Ma- 
jority Whip  Tom  Delay  of  Sugar  Land,  center, 
during  one  of a series  of  meetings  with  Texas  con- 
gressmen in  January. 

drive  sweeping  health-system  reforms. 
In  fact,  he  says  Congress  probably  mis- 
read from  the  beginning  signs  that  such 
a constituency  ever  existed  — signs 
such  as  the  upset  victory  of  Democrat 
Harris  Wofford  in  a special  Pennsylva- 
nia Senate  race  in  1992. 

“We  always  thought  it  was  a false 
trail,”  Mr  Gilchrist  said.  “We  could 
never  figure  where  the  administration 
was  getting  these  smoke  signals  that 
there  were  enough  natives  that  were 
even  moderately  restless  about  the 
subject.  Their  polling  must  have  been 
on  another  planet.  The  same  divided 
constituencies  arguing  health-system 
reforms  were  there  before  the  Con- 
gress and  White  House  ‘discovered’  it, 
and  they’re  still  here  now  — doctors, 
hospitals,  managed  care,  advocacy 
groups,  and  so  on." 

Shoot  the  horse 

While  most  physicians  would  accept 
the  news  of  this  demise  as  good,  oth- 
ers add  a word  of  caution. 


“While  we  welcome  the  breathing 
room  to  craft  more  thoughtful,  even 
incremental  reforms,  the  present  envi- 
ronment virtually  guarantees  some 
very  real  pain,  especially  in  Medicare 
appropriations,”  said  Kim  Ross, 
TMA’s  director  of  public  affairs.  “Last 
year  we  worried  about  the  Hobson’s 
choice  of  no  horse  or  a bad  horse.  In 
the  absence  of  any  real  relief  in  the 
areas  of  managed  care  and  antitrust  — 
combined  with  draconian  reductions 
in  Medicare  — doctors  may  just  say 
shoot  the  horse.” 

AMA  lobbyists  also  admit  that 
drastic  cuts  in  Medicare  spending 
likely  will  be  the  biggest  negative  this 
Congress  will  present  to  physicians. 
“It’s  going  to  happen,  and  the  cuts  will 
be  massive,”  said  AMA  Public  Affairs 
Director  Lee  Stillwell. 

Piecemeal  reform 

Beyond  looking  at  Medicare  as  a source 
of  some  of  its  budget-balancing  solu- 
tions, Republicans  are  not  focusing 
much  attention  on  health  care.  Howev- 
er, House  Speaker  Newt  Gingrich  has 
said  some  minor  reforms  might  be 
tackled,  particularly  those  for  which  a 
consensus  can  be  developed  easily. 

And  Senator  Gramm  already  has 
hied  such  a measure.  His  Senate  Bill  121 
guarantees  portability  and  permanence 
of  insurance  coverage,  provides  tax 
breaks  for  the  self-employed  and  unin- 
sured, establishes  medical  savings  ac- 
counts, calls  for  paperwork  reductions, 
and  provides  some  liability  reform. 

“Health-care  reform  is  still  need- 
ed,” Senator  Gramm  told  Texas  physi- 
cians in  January.  “But  jacking  it  (the 
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health-care  system)  up  and  putting 
government  underneath  it  is  not  what 
we  need.’ 

Other  Texas  congressmen  also  have 
indicated  Congress  likely  would  de- 
bate some  piecemeal  reforms.  But  the 
focus  will  be  on  fixing  identifiable 
problems  and  leaving  alone  those  as- 
pects of  the  current  system  that  work 
well.  Again,  however,  those  issues  are 
not  likely  to  see  serious  debate  until 
this  fall  or,  possibly,  next  year. 

“Insurance  reform  is  still  a possibili- 
ty,” Dr  Dickey  said.  “Were  talking  here 


From  left.  Dr  Baum,  TMA  lobbyist  Kim  Ross, 
and  Louis  Gibson,  MD,  Corsicana,  meet  with 
Sen  Kay  Bailey  Hutchison  (R-Tex)  during  the 
January  trip.  Senator  Hutchison  said  physicians 
now  have  a window  of  opportunity  to  push  issues 
such  as  tort  refonn  in  the  104th  Congress. 

probably  only  about  the  easiest  and 
most  general  of  reforms,  like  portability 
and  preexisting  conditions,  as  opposed 
to  any  massive,  sweeping  changes.” 

Houston  ophthalmologist  Alan 
Baum,  MD,  chair  of  the  TMA  Board 
ofTrustees,  says  relief  from  the  Clinical 
Laboratory  Improvement  Amend- 
ments of  1988  (CLIA)  also  is  possible, 
as  well  as  some  antitrust  relief  to  enable 
physicians  to  compete  with  managed 


PHOTOS  / KEN  ORTOLON 


Legislative  Affairs 


Former  T EXP  AC  Chair  Sheldon  Gross,  MD, 

San  Antonio,  right,  presents  US  Rep  Henry 
Bonilla  (R-San  Antonio)  with  a packet  of  infor- 
mation outlining  TMA's positions  on  medical  li- 
ability reform,  Medicare  cuts,  antitrust  relief, 
and  other  issues. 

care  organizations  and  insurance  com- 
panies on  a more  level  playing  field. 

“I’ll  be  disappointed  if  that  [CLIA 
relief]  does  not  come  about  under  the 
leadership  of  Rep  Bill  Archer,  chair  of 
the  House  Ways  and  Means  Commit- 
tee,” Dr  Baum  said. 

Mr  Ross  agrees  that  simplification  of 
CLIA  could  be  achieved,  as  well  as  re- 
duction in  paperwork  and  other  hassles, 
largely  due  to  the  support  of  Chairman 
Archer.  Any  insurance  reforms  likely 
will  be  “pure  vanilla,”  he  adds.  “These 
are  not  part  of  a package  or  a sys- 
temwide approach,  but  rather  will  be 
pursued  individually,  perhaps  even  in 
different  committees,”  he  said. 

Mr  Ross  is  concerned  about  gain- 
ing passage  of  managed  care  reform, 
such  as  the  Patient  Protection  Act  or 
major  antitrust  relief. 

“The  Patient  Protection  Act  is  on 
the  critical  list,”  he  said.  “There’s  not  a 
vehicle  to  attach  it  to,  and  there’s  no 
interest  on  the  part  of  the  present  lead- 
ership to  cross  over  into  those  issues, 


which  are  controversial.  Antitrust 
faces  the  same  obstacles.  Conservative 
business,  hospital,  and  managed  care 
interests  oppose  it.  In  fact,  the  day  we 
were  in  Washington,  the  American 
Hospital  Association  was  going 
around  to  the  same  offices  we  were 
and  lobbying  against  the  Patient  Pro- 
tection Act  and  antitrust  reforms.” 

Irony  of  it  all 

In  the  short  term,  Mr  Ross  says  the 
unwillingness  of  Congress  to  look  at 
major  health-care  issues  is  not  disas- 
trous for  physicians  and  patients,  but 
it’s  not  good  either. 

“The  irony  here  is  what  we’ve  fre- 
quently pointed  out  — regardless  of 
party  affiliation  or  where  they  reside  on 
the  political  spectrum  from  conservative 
to  liberal,  physicians  desperately  need 
some  major  health-system  reforms,”  he 
said.  “The  marketplace  is  evaporating 
clinical  autonomy.  The  predatory  activi- 
ties of  corporate  America  in  controlling 
health-care  costs  are  oblivious  to  real 
human  consequences.”  ★ 


All  articles  in  Texas  Medicine  that  mention  Texas  Medical 
Associations  stance  on  state  legislation  are  defined  as  "legislative 
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Vice  President,  TMA,  401  W 15th  St,  Austin,  TX  78701. 


(800)  880-1395 

Get  the  latest  news 
on  health  and  med- 
ical legislation  before 
the  Texas  Legislature 
The  brief  recorded 
message  is  updated 
each  weekday  at 
1 0:30  a.m. 

A service  of  the 
Texas  Medical 
Association  Media 
Relations 

Department,  in  coop- 
eration with  the 
Division  of  Public 
Affairs. 


L 


TexasMedical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


22 


TEXAS  MEDICINE  ★ APRIL  1995 


Sometimes  it  seems  nobody  follows  doctor’s  orders. 
Patients  don’t  follow  their  regimens.  Appointments  last 
longer  than  expected.  Emergencies  arise  on  your  day  off. 

We  believe  that  doctor’s  orders  should  be  followed. 
Professional  & Executive  Banking  at  NationsBank  is 
dedicated  to  meeting  your  banking  needs.  Tell  us  what 
you  want  to  achieve.  We’ll  do  everything  we  can  to  make 
it  happen. 

You’ll  work  with  one  of  our  experienced  bankers, 
who  will  meet  with  you  at  your  convenience  and 
personally  assist  you  with  your  finances.  This  banker 
will  help  you  select  the  loan  that’s  right  for  you  and 


aggressively  follow  it  through  to  completion. 

Whether  your  banking  needs  concern  loans,  savings 
or  just  a checking  account,  your  banker  will  help  you 
decide  what's  right  for  you  and  put  your  plan  into  action. 

Let  us  introduce  you  to  the  ease  and  convenience  of 
Professional  & Executive  Banking.  Call  1-800-462-6289. 
We  think  you’ll  find  we’re  just  what  the  doctor  ordered. 


NationsBank 


NationsBank  Corporation  subsidiary  banks  are  members  FDIC.  t=J  Equal  Housing  Lenders.  ©1993  NationsBank  Corporation 
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Anti-kickback 
safe  harbors  revisited 

Proposals  outline  exceptions  to  referral  restrictions 

By  Hugh  M.  Barton,  JD,  TMA  assistant  general  counsel 


'ongress  enacted  an  anti-kickback  law  in  1977 
targeting  anyone  who  bills  the  federal  govern- 
ment for  treating  Medicare  and  Medicaid  pa- 
tients — not  just  physicians.  Designed  to  pre- 
vent billing  for  unnecessary  services,  this  criminal  law 
forbids  payment  or  acceptance  of  kickbacks  for  referring 
patients  enrolled  in  either  program.  It  was  intended  to 
stop  such  fraudulent  practices  as  “ping-ponging”  patients 
back  and  forth  between  general  practitioner  and  specialist 
for  needless  testing  and  treatment. 


But  the  law’s  vague,  overly  broad  wording  had  at  first  ef- 
fectively criminalized  many  benign  or  even  beneficial 
commercial  arrangements.  Its  criminal  penalties 
include  up  to  a $25,000  fine  and  a 5-year  prison 
term.  Also,  violators  may  be  prosecuted  under 
civil  law,  the  penalties  of  which  include  ex- 
clusion from  Medicare  and  Medicaid  pro- 
grams (1). 

Anti-kickback  law  safe  harbors 
were  born  in  1991,  when,  in  re- 
sponse to  pressure  from  the 
health-care  industry  and  to 
court  decisions  that  had 
broadly  interpreted 
the  law,  the  Depart- 
ment of  Health 
and  Human  Services 
Olfice  of  Inspector 
General  (OIG)  issued 
guidelines  saying  which 
arrangements  could  qualify  for 
legal  sanctuary  (2). 

In  that  initial  set  of  rules,  the  first 
of  four  sets,  the  OIG  told  Medicare  and 
Medicaid  providers  that  “if  a person  partici 
pates  in  an  arrangement  that  fully  complies  with  a 
given  provision,  he  or  she  will  be  assured  of  not  being 
prosecuted  criminally  or  civilly.” 


Managed  care  rides  the  second  safe 
harbor  wave 

Calling  them  “interim  final  rules,”  the 
OIG  issued  the  second  set  of  guide- 
lines in  1992,  adding  two  new  man- 
aged care  safe  harbors  and  amending 
an  existing  one  (3). 

The  first  safe  harbor  protects  certain 
incentives  that  managed  care  plans 
offer  Medicare  and  Medicaid  beneficia- 
ries. Available  only  to  plans  under  con- 
tract with  the  Health  Care  Financing 
Administration  (HCFA)  or  a state 
Medicaid  agency,  this  harbor  allows 
qualified  managed  care  plans  to  offer  recipients  more 
Medicare-  and  Medicaid-covered  services,  cost-sharing  — 
deductible  or  copayment  — waivers,  or  premium 
waivers.  But,  the  managed  care  plans  must  offer  the 
same  increased  coverage  or  reduced  cost  to  all  en- 
rollees,  unless  HCFA  or  a state  Medicaid  agency 
permits  otherwise.  Incentives  may  not  be 
claimed  as  bad  debts  if  the  plan  is  reim- 
bursed on  a reasonable-cost  basis. 

The  second  safe  harbor  al- 
lows providers  to  contract  their 
services  to  managed  care 
plans  at  a discounted 
fee  in  exchange  for 
access  to  higher 
patient  volume. 
Reasonable-cost 
plans  having  this 
arrangement  with 
providers  must  specify  the 
discounted  services  in  a writ- 
ten contract  and  the  method  of 
computing  payment.  Risk-based 
plans  may  not  shift  the  cost  of  dis- 
counts to  other  payers  or  claim  them  as 
bad  debts. 

The  third  harbor,  protecting  hospital 
waivers  of  Medicare  Part  A coinsurance  and 


14 


TEXAS  MEDICINE  ★ APRIL  1995 


Law 


deductibles,  was  amended  to  mesh 
with  the  new  MedicareSELECT 
demonstration  project.  Hospitals  that 
waive  Part  A amounts  are  protected  if 
the  waived  amounts  are  not  written 
off  as  bad  debts  or  cost  shifted;  if  the 
hospital  doesn't  discriminate  against 
patients  based  on  the  reason  for  ad- 
mission; and  if  the  waiver  doesn't  re- 
sult from  any  agreement  between  the 
hospital  and  a third-party  payer. 

Waves  three  and  four  bring  numerous 
proposals 

Unlike  the  1992  managed  care  safe 
harbors  that  the  OIG  coined  “interim 
final  rules”  — a name  that  lends  them 
some  sense  of  finality  — the  last  two 
sets  of  safe  harbor  guidelines  are  still 
called  “proposals.”  The  1993  (4)  and 
1994  (5)  proposed  rules  are  not  yet 
final,  which  naturally  leaves  their 
weight  and  legal  standing  open  to 
question  and  debate. 

General  investments  issues.  To  pre- 
vent what  the  OIG  has  called  the  “ob- 
vious sham  of  certain  joint  ventures 
between  non-health-care  and  health- 
care entities  hoping  to  qualify  for  the 
“large  & small"  investment  safe  har- 
bor, only  assets  or  revenues  directly  re- 
lated to  their  health-care  component 
may  now  be  counted  toward  qualify- 
ing for  that  harbor. 

Interested  investors  in  any  joint 
venture,  defined  as  those  in  a posi- 
tion to  make  referrals,  must  obtain 
their  investments  in  the  same  way  as 
the  public  and  must  not  receive  spe- 
cial kinds  of  investments  unavailable 
to  the  public.  For  instance,  restricted 
stock  certificates,  transferable  only 


to  others  in  a position  to  make  refer- 
rals, would  not  be  allowed.  Also,  no 
other  investors  in  the  entity  may 
make  loans  to  potential  physician  in- 
vestors. Further,  different  classes  of 
investments  may  not  be  created  just 
to  give  referring  investors  preferential 
treatment. 

One  of  the  biggest  problems  with 
the  original  safe  harbor  rules  has  been 
interpreting  its  “60-40"  restrictions. 
Under  “60-40,”  no  more  than  40%  of 
a facility’s  total  investment  may  be 
owned  by  providers  in  a position  to 
make  referrals,  and  no  more  than  40% 
of  the  facility’s  gross  revenues  may 
come  from  referrals  by  investors. 

To  encourage  health-care  invest- 
ment in  rural  areas,  the  OIG  proposes 
to  eliminate  “60-40"  investment  re- 
strictions for  rural-area  health-care  fa- 
cilities. The  investments  would  have 
to  be  offered  to  any  person  or  entity, 
regardless  of  whether  they  were  in  a 
position  to  make  or  influence  refer- 
rals. Also,  the  entities  being  invested 
in  would  have  to  derive  at  least  85% 
of  their  annual  dollar  volume  from 
servicing  patients  in  the  rural  area. 

Ambulatory  surgical  centers.  1 his 
safe  harbor  protects  profit  distribution 
payments  to  certain  surgeon-investors 
in  Medicare  ambulatory  surgical  cen- 
ters who  refer  patients  to  the  centers 
and  perform  surgery  themselves  on 
the  referred  patients.  The  safe  harbor 
does  not  protect  ambulatory  surgical 
centers  located  in  hospitals  where  the 
center  shares  the  same  operating  or  re- 
covery room  space  the  hospital  uses 
for  its  inpatients  or  outpatients. 

The  ambulatory  surgical  center  har- 


bor has  five  requirements:  a surgeon-in- 
vestor may  not  be  offered  better  invest- 
ment terms  based  on  past  or  expected 
referrals;  passive  investors  may  not  be 
required  to  make  referrals  in  order  to 
remain  investors;  neither  the  center  nor 
any  surgeon-investor  may  loan  money 
to  prospective  investors  to  obtain  an  in- 
vestment interest;  payments  may  not  be 
based  on  referrals;  and  the  surgeon-in- 
vestors must  agree  to  treat  Medicare 
and  Medicaid  patients. 

Group  practices  of  active  investors.  A 
few  conditions  apply  to  group  prac- 
tices composed  exclusively  of  active 
investors  hoping  to  qualify  for  this 
safe  harbor  — one  that  protects  pay- 
ments to  physician  members  in  such 
practices.  Investments  must  not  be 
preferentially  offered  on  the  basis  of 
expected  referrals,  neither  the  group 
practice  nor  any  of  its  memt>ers  may 
loan  or  guarantee  a loan  so  that  anoth- 
er physician  can  invest  in  it,  and  the 
amount  of  return  must  be  directly 
proportional  to  the  amount  invested. 
The  OIG  uses  the  group  practice  defi- 
nition contained  in  the  “Stark  II  law 
that  restricts  physician  self-referral  (6). 

Rural  area  recruitment.  This  safe  har- 
bor protects  payments  rural  hospitals 
offer  physicians  to  recruit  them.  It  is 
limited  to  hospitals  serving  the  as-yet- 
unclear  OIG  definition  of  rural  areas.  It 
does  not  protect  arrangements  designed 
to  channel  Medicare  and  Medicaid 
business  to  recruiting  hospitals. 

Seven  standards  must  be  met  to 
qualify  for  this  safe  harbor: 

• The  hospital  and  physician  must 
have  a written  agreement; 
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• When  a physician  leaves  an  es- 
tablished practice  anywhere,  the 
new  practice  must  be  not  less 
than  100  miles  from  the  old  prac- 
tice and  at  least  85%  of  the  rev- 
enue ol  the  new  practice  must  be 
generated  from  new  patients  not 
previously  seen  by  the  practition- 
er at  the  old  practice; 

• Payments  or  benefits  cannot  last 
more  than  3 years  unless  the  new 
practice  is  in  a health  professional 
shortage  area  (HPSA)  lor  the 
physician’s  specialty  category  dur- 
ing the  entire  duration  of  the 
payments  or  benefits; 

• Benefits  cannot  be  conditioned 
on  an  agreement  to  refer  patients 
to  the  hospital; 

• The  physician  cannot  be  restrict- 
ed from  having  staff  privileges  at, 
or  referring  patients  to,  another 
hospital; 

• The  amount  or  value  of  benefits 
cannot  vary  or  be  adjusted  or 
renegotiated  based  on  the  volume 
of  business  the  practitioner  gen- 
erates lor  the  entity;  and 

• The  recruited  physician  must 
treat  Medicare  and  Medicaid  pa- 
tients (7). 

Obstetrical  malpractice  insurance 
subsidies.  This  safe  harbor  permits  a 
hospital  to  pay  all  or  part  of  malprac- 
tice insurance  premiums  for  physicians 
who  practice  obstetrics  in  primary  care 
heath  professional  shortage  areas.  But 
seven  standards  must  first  be  met: 

• The  agreement  must  be  in  writing; 

• At  least  85%  of  obstetrical  patients 


treated  under  the  malpractice  in- 
surance coverage  must  reside  in  the 
shortage  area  or  be  a part  of  a desig- 
nated shortage  area  population; 

• No  requirement  to  refer  any  level 
ol  patients  to  the  entity  may  exist; 

• No  restrictions  on  establishing 
staff  privileges  at,  or  referring  pa- 
tients to,  other  hospitals  may  exist; 

• Payments  may  not  vary  based  on 
referrals  the  physician  makes  to 
the  entity; 

• Physicians  must  treat  Medicaid 
patients;  and 

• A bona  fide  insurance  policy  to 
ensure  that  this  provision  is  not 
used  as  a mechanism  to  disguise 
improper  inducements  to  physi- 
cians is  required. 

Referrals  to  specialists.  Physicians  who 
refer  patients  to  other  physician  special- 
ists with  the  understanding  that  the  pa- 
tient will  be  referred  back  at  a certain 
time  or  under  certain  circumstances  are 
protected  under  this  safe  harbor  when 
three  standards  are  met.  First,  the  service 
lor  which  the  referral  is  made  may  not 
be  within  the  expertise  ol  the  referring 
physician,  but  within  the  special  exper- 
tise of  the  physician  receiving  the  refer- 
ral. Second,  no  payment  may  be  made 
between  the  parties  for  the  referral.  And 
third,  the  opportunity  to  get  paid  for 
their  professional  services  from  insurers 
or  from  the  patient  is  the  only  exchange 
of  value  allowed  between  the  parties. 

Cooperative  hospital  service  organi- 
zations. Certain  tax-exempt  coopera- 
tive hospital  service  organizations 
(CHSOs)  are  protected  under  this 
harbor.  The  provision  protects  both 


payments  from  a patron-hospital  to  a 
CHSO  (to  support  operational  costs) 
and  payments  from  a CHSO  to  a pa- 
tron-hospital that  are  required  by  tax 
laws.  It  also  requires  that  CHSOs  be 
wholly  owned  by  their  patron-hospi- 
tals to  protect  against  potentially  abu- 
sive joint  venture  arrangements 
formed  under  the  guise  of  CHSOs. 

Space  and  equipment  rental,  person- 
al services,  and  management  contracts. 
In  order  to  qualify  lor  this  safe  harbor, 
contracts  lor  the  above  must  all  be 
written,  and  written  for  a period  last- 
ing no  less  than  1 year.  Each  must 
specify  all  terms  of  the  contract,  such 
as  the  space  to  be  rented,  and  must  set 
out  the  payment  in  advance.  Pay- 
ments may  not  vary  with  the  volume 
or  value  ol  referrals. 

These  safe  harbors  were  revised  to 
prohibit  the  practice  of  entering  into 
multiple  1-year  contracts  for  slightly 
different  services,  with  the  amount  of 
payment  influenced  by  the  previous 
month’s  referrals.  The  OIG  regards 
such  contracts  as  being  unlawfully 
“renegotiated”  based  on  the  volume  of 
business  generated. 

Referral  services.  The  OIG  attempted 
to  clarify  the  referral  services  safe  harbor 
to  remove  protection  for  payments 
based  on  the  volume  or  value  of  refer- 
rals. For  example,  a hospital  may  not 
lower  its  referral  service  fee  to  a staff 
physician  who  is  a high-volume  referrer. 

Discounts.  This  sale  harbor  was 
amended  to  require  that  all  discounts 
for  Medicare-  or  Medicaid-covered 
products  or  services  be  given  at  the 
time  ol  sale,  and  it  protects  sellers  if 
they  effectively  inform  buyers  of  their 
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obligations  to  report  discounts  to 
Medicare  or  Medicaid. 

Sham  transactions.  While  not  a safe 
harbor,  the  OIG  has  proposed  a new 
regulation  saying  that  those  who  try 
to  fit  in  a safe  harbor  “when  the  sub- 
stance of  the  transaction  or  device  is 
not  accurately  reflected  by  the  form” 
will  be  disregarded.  In  other  words, 
whether  the  arrangement  receives  safe 
harbor  protection  will  depend  on  the 
substance  of  the  transaction  and  not 
on  its  outward  appearance. 

These  are  probably  not  the  OIG’s 
Anal  words  on  kickbacks  and  safe  har- 


bors. Again,  while  the  managed  care 
safe  harbors  were  set  out  as  “interim 
final  rules,”  succeeding  ones  were 
published  as  “proposed  rules."  And 
despite  their  lack  of  absolute  finality, 
they  represent  the  most  current  and 
developed  thinking  of  the  OIG,  and 
are  thus  the  most  reliable  guidelines 
for  health-care  business  transactions. 
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Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  informa- 
tion on  selected  topics.  These  articles  are  published  with  the 
understanding  that  TALA  is  not  engaged  in  providing  legal 
advice.  When  dealing  with  specific  legal  matters , readers 
should  seek  assistance  from  their  attorneys. 


Legal  Notebook 

Texas  Medical  Associations  Office  of  General  Counsel  re- 
cently filed  the  following  amicus  curiae  brief.  TMA  files 
these  “friend  of  the  court  ” briefs  in  state  or  federal  court 
when  the  outcome  of  a proceeding  is  important  to  medicine 
or  will  have  a substantial  impact  on  Texas  physicians  and 
their  patients.  Amicus  briefs  are  normally  filed  at  the  appel- 
late level  after  the  facts  have  been  determined  and  the  law 
applied  at  the  trial  level. 

• R.K.,  MD,  v Ramirez 

In  this  landmark  Texas  Supreme  Court  decision  of  No- 
vember 1994,  the  plaintiff  in  a medical  malpractice  suit 
won  access  to  the  medical  records  of  one  of  the  physician 
defendants. 

The  family  of  a woman  who  delivered  twin  sons,  one 
of  whom  suffered  from  cerebral  palsy,  spastic  quadriple- 
gia,  and  mental  retardation,  sued  five  treating  physi- 
cians, a family  medical  center,  and  a hospital,  claiming 


negligence  for  failure  to  diagnose  the  mother  s twin  preg- 
nancy. The  plaintiff  sought  access  to  the  medical  records 
of  one  of  the  physician  defendants,  R.K.,  MD,  hoping  to 
prove  that  an  unspecified  1985  condition  contributed  to 
the  claim  of  negligence. 

TMA  filed  an  amicus  curiae  brief  in  March  1994,  as- 
serting that  releasing  the  defendant's  records  would  vio- 
late federal  and  state  laws  protecting  medical  record  con- 
fidentiality. In  its  decision,  the  Supreme  Court  recognized 
the  need  to  protect  the  confidentiality  of  a patient’s  med- 
ical record  but  set  up  a complicated  test  for  determining 
when  such  records  were  related  to  the  issues  in  a case  and 
could  therefore  be  accessed  by  the  plaintiff. 

“This  decision  will  not  be  easy  to  follow,”  said  TMA 
General  Counsel  Donald  P.  Wilcox,  JD.  “States  will  have 
a difficult  time  determining  when  a patient’s  medical 
record  may  be  discovered  by  a plaintiff  under  the  com- 
plex guidelines  issued  by  the  Supreme  Court.” 
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Beam  me  up,  doctor 

Telemedicine  takes  health  care  to  the  airwaves 

By  Larry  BeSaw,  Associate  editor 


he  90-year-old  diabetic  woman  with  congestive 
heart  failure  had  become  toxic  because  the  tissue 
where  her  right  leg  had  previously  been  ampu- 
tated below  the  knee  would  not  heal.  Physicians 
examined  her  leg  and  concluded  that  an  above-knee  ampu- 
tation was  necessary. 

At  7 am,  Clifton  Pearce,  MD,  began  the  procedure,  with 
Ted  Hartman,  MD,  consulting.  “I  guess  you  could  call  me 
the  surgical  assistant,"  Dr  Hartman  said.  By  8 am,  the  op- 
eration was  over  and  the  patient  was  recovering. 


It  was  a routine  operation  except  for  the  fact  that  Dr 
Pearce  and  Dr  Hartman  were  not  in  the  same  room.  Dr 
Pearce  and  his  patient  were  at  the  Big  Bend  Regional  Med- 
ical Center  in  Alpine,  while  Dr  Hartman  was  in  Lubbock 
at  the  Texas  Tech  University 
Health  Sciences  Center, 
where  he  was  the  director  of 
Texas  Tech’s  MedNet  (now 
HealthNet)  system.  They 
communicated  with  each 
other  over  an  interactive  video 
link  between  Alpine  and  Lub- 
bock. 

Performing  the  operation 
via  telemedicine  was  neces- 
sary because  of  the  patient’s 
condition  and  the  difficulty 
of  moving  her  to  the  nearest 
major  hospital,  140  miles 
away  in  Odessa,  says  Dr  Hart- 
man, now  the  medical  direc- 
tor of  Blue  Cross/Blue 
Shield’s  West  Texas  business 
unit. 

Dr  Hartman  was  intro- 
duced to  the  woman  over  the 
video  link  the  day  before  the 
operation.  He  and  Dr  Pearce 


and  the  surgical  nurses  then  held  a 
video  surgical  conference  to  discuss 
the  case  and  to  decide  what  proce- 
dures would  be  followed. 

In  another  case,  physicians  in  Cana- 
da, Venezuela,  and  Hawaii  recently  di- 
agnosed a patient  with  a perforated 
eardrum  in  the  Dominican  Republic. 
A physician  using  an  ENT  videoscope 
examined  the  patient’s  eardrum  and 
relayed  the  images  to  colleagues  in 
Caracas,  Venezuela,  and  Rimouski, 
Quebec,  Canada.  They  confirmed  the 
diagnosis  by  consulting  with  another 
physician  in  Honolulu.  They  also  examined  a skin  lesion 
on  the  man’s  chest  and  determined  it  was  not  malignant. 

The  examination  and  diagnosis  were  carried  out  over 
existing  networks  during  a GTE  demonstration  ol  tele- 
communications’ ability  to 
deliver  health  care  across 
thousands  of  miles. 

The  clarity  ol  the  images  was 
so  good,  says  GTE  spokesper- 
son Ellen  Barnes  Pfiflner,  that 
the  physician  in  Canada  re- 
marked he  could  see  the 
eardrum  better  over  the  net- 
work than  he  could  if  he  had 
been  examining  the  patient 
with  an  otoscope  in  his  oifice. 

Those  procedures  illustrate 
the  capabilities  of  telemedi- 
cine, a growing  health-care 
delivery  system  that  transmits 
images  and  information  via 
satellite  transmission  or  over 
fiber-optic  telephone  lines. 

Growing  pains 

Although  used  in  a variety  of 
clinical  and  educational  set- 
tings throughout  Texas,  tele- 
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medicine  is  still  in  its  infancy  because 
of  several  major  limitations.  For  one, 
the  Health  Care  Financing  Adminis- 
tration (HCFA)  and  private  insurance 
carriers  do  not  reimburse  physicians 
tor  their  services  in  most  cases.  In  ad- 
dition, many  hospitals,  clinics,  and 
physicians’  offices  do  not  have  the 
necessary  equipment  to  send  or  re- 
ceive transmissions,  and  systems  oper- 
ated by  the  various  medical  schools 
are  often  incompatible. 

There  may  be  hope  on  the  reim- 
bursement issue,  says  Deborah  L. 
Greene,  PhD,  director  ot  TMA’s  med- 
ical education  division.  HCFA  is  con- 
ducting a study  with  the  Medical  Col- 
lege of  Georgia,  which  has  created  a 
statewide  telemedicine  network  of  rural 
hospitals,  public  health  facilities,  pris- 
ons, and  ambulatory  health  centers. 
Physicians  are  being  reimbursed  for 
telemedicine  consultations  while  HCFA 
collects  and  analyzes  utilization  data. 

Information  HCFA  receives  from 
Georgia  and  other  telemedicine  projects, 
plus  legislation  pending  in  Congress  re- 
quiring HCFA  to  reimburse  physicians, 
will  determine  whether  third-party  re- 
imbursement becomes  a reality. 

The  telecommunications  infra- 
structure in  Texas  could  see  a major 
expansion  if  various  proposals  before 
the  Texas  Legislature  are  approved. 

Southwestern  Bell  Telephone 
Company  has  offered  to  invest  up  to 
$900  million  over  the  next  4 years  for 
installation  of  fiber-optic  cables  to 
provide  full-motion  interactive  video 
connections  to  public  and  not-for- 
profit  hospitals.  The  company  would 
pay  for  the  construction  — estimated 


at  $250,000  to  $300,000  per  site  — 
and  the  hospitals  would  pay  a month- 
ly fee  for  the  use  of  the  cable.  The 
offer  is  contingent  upon  the  legisla- 
ture removing  Public  Utility  Commis- 
sion regulations  requiring  Southwest- 
ern Bell  to  give  customers  a credit  on 
their  telephone  bills  if  the  company’s 
earnings  exceed  a certain  level. 

Bob  Digneo,  Southwestern  Bell  di- 
vision manager-regulatory,  says  the 
company  is  considering  including 
clinics  and  other  licensed  health-care 
facilities  in  the  offer. 

Mr  Digneo  says  GTE  will  join  the 
effort,  and  together  the  two  compa- 
nies cover  more  than  90%  of  the  state. 
He  says  he  is  optimistic  the  legislature 
will  accept  the  offer.  “This  would  be  a 
major  step  forward  in  telemedicine,” 
Mr  Digneo  said. 

In  addition,  the  state  university 
medical  schools  have  included  money 
for  telemedicine  in  their  appropria- 
tions requests  to  the  legislature.  The 
UT  system  alone  is  seeking  $30  mil- 
lion for  cabling  and  hardware. 

Telemedicine  has  already  come  a 
long  way  since  the  days  when  Blue 
Cross/Blue  Shield  considered  it  “un- 
safe,” says  Marion  Zetzman,  DrPH, 
chair  of  the  Division  of  Community 
Medicine  at  UT  Southwestern  Medical 
School  and  chair  of  the  telemedicine 
committee  of  the  UT  System  in  Austin. 

Physicians,  hospitals,  and  clinics  are 
becoming  more  aware  and  more  com- 
fortable with  telemedicine,  and  new 
systems  are  being  developed  while  ex- 
isting systems  are  expanded.  Dr  Zetz- 
man says.  “It  is  like  back  in  the  days 
when  people  first  started  getting  tele- 


phones. As  soon  as  people  started  get- 
ting them,  everybody  wanted  one.” 

Dr  Zetzman  says  UT  Southwestern 
plans  to  install  a system  to  link  the  main 
campus  with  its  family  practice  residen- 
cy training  clinics  in  Wichita  Falls,  Fort 
Worth,  Waco,  and  North  Dallas. 

Educational  television 

Telecommunications  is  playing  an  in- 
creasingly important  role  in  providing 
continuing  medical  education  (CME) 
for  physicians,  particularly  in  Texas’ 
large  rural  areas.  It  allows  them  to  learn 
about  the  latest  medical  developments 
and  to  fulfill  CME  requirements  with- 
out leaving  their  communities. 

The  Center  for  Rural  Health  Ini- 
tiatives (CRHI)  and  Texas  Tech  are 
currently  developing  TexLink,  a 
statewide  satellite  hookup  between 
medical  schools  and  rural  hospitals. 
CRHI  Executive  Director  Laura  Ior- 
dan says  TexLink  now  connects  health 
education  institutions  with  more  than 
85  of  the  state’s  173  rural  hospitals. 
All  of  the  medical  schools  in  Texas  — 
along  with  Midwestern  State  Univer- 
sity, the  Baylor  College  of  Dentistry, 
the  UT  Arlington  School  of  Nursing, 
and  the  El  Paso  College  of  Nursing 
and  Allied  Health  — are  participat- 
ing, she  says. 

The  first  broadcast  — featuring  the 
latest  developments  in  the  treatment 
of  prostate  cancer  — came  from  the 
M.D.  Anderson  Cancer  Center  in 
Houston  in  January  1995. 

TexLin  k was  developed  after  the 
legislature  mandated  an  innovative 
use  of  telecommunications  for  contin- 
uing medical  education,  Ms  Jordan 
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says.  Texas  lawmakers  appropriated 
$175,000  to  install  satellite  dishes  at 
the  hospitals  to  receive  the  signal  and 
to  develop  a consortium  of  health  ed- 
ucation institutions.  CRH1  has  con- 
tracted with  Texas  Tech  to  install  and 
maintain  the  satellite  equipment,  at  a 
cost  of  $1,000  to  $1,500  each,  and 
each  hospital  pays  a monthly  pro- 
gramming fee  based  on  its  bed  capaci- 
ty. “To  my  knowledge,  Texas  is  the 
only  state  doing  this,”  Ms  Jordan  said. 

Dr  Greene  says  entire  degree  pro- 
grams in  nursing,  with  the  exception 
of  clinical  training,  are  available  via 
telecommunications,  and  interest  in 
distance  learning  is  increasing.  State 
Rep  Todd  Hunter  (D-Corpus  Christi) 
has  introduced  a bill  in  the  current 
legislative  session  that  would  direct 
the  Texas  Higher  Education  Coordi- 
nating Board  to  prepare  a master  plan 
lor  the  development  ol  distance  learn- 
ing by  the  end  ol  1996. 

The  bill  calls  lor  a plan  lor  coordi- 
nating and  integrating  distance  learn- 
ing, developing  and  acquiring  inlra- 
structures  among  universities,  and 
establishing  compatible  standards  and 
technologies. 

The  bill  would  greatly  influence  ac- 
cess to  education  and  patient  care,  Dr 
Greene  says.  “If  you  create  centers 
where  people  can  get  connected  to  the 
‘mother  ship,’  you  can  get  more  people 
into  rural  areas  to  train,  and  the  people 
who  live  in  those  areas  can  have  access 
to  the  medical  experts,”  she  said. 

Rural  areas  are  fertile  ground  for 
telemedicine  distance  learning.  Ac- 
cording to  CRHI,  196  of  Texas’  254 
counties  are  rural,  56  do  not  have  a 


hospital,  and  24  do  not  have  a practic- 
ing primary  care  physician.  An  estimat- 
ed 2.9  million  Texans  live  in  rural  areas. 

Government  action  needed 

One  leading  telemedicine  advocate 
says  a lack  of  government  leadership  is 
slowing  telemedicine’s  progress.  Gov- 
ernment funding  and  support  “have 
proceeded  haphazardly  and  without 
clear  direction”  and  there  has  been  no 
coordinated  effort  in  planning  lor  de- 
veloping telemedicine,  says  Austin 
psychiatrist  Jane  Preston,  MD. 

Texas  needs  legislation  requiring 
that  all  health-care  services  given  by 
telemedicine  be  recognized  under  the 
Texas  Medical  Practices  Act  and  that 
all  telemedical  services  be  provided  by 
licensed  professionals,  Dr  Preston  says. 

Dr  Preston  is  director  ol  the  Texas 
Telemedicine  Project,  part  of  the  not- 
for-profit  Telemedical  Interactive 
Consultative  Services,  Inc,  she  found- 
ed in  1988  to  demonstrate  the  cost- 
effectiveness  of  interactive  video  tech- 
nology in  health  care.  She  cites  a 1992 
report  by  the  Arthur  D.  Little  Co  esti- 
mating that  widespread  use  of 
telemedicine  can  reduce  the  cost  of 
health  care  in  the  United  States  by 
$36  billion. 

The  Texas  Telemedicine  Project 
connects  the  Austin  Diagnostic  Clin- 
ic, the  Austin  State  Hospital,  and  the 
Texas  Youth  Commission  with  four 
sites  in  Giddings:  the  Lee  Memorial 
Hospital,  the  Lee  County  Mental 
Health  Clinic,  the  Giddings  Regional 
Dialysis  Center,  and  the  Giddings 
State  School.  According  to  figures 
compiled  by  Ace  Allen,  MD,  editor  of 


The  Telemedicine  Newsletter,  the  Texas 
Telemedicine  Project  was  the  coun- 
try’s leading  user  ol  interactive  video 
for  physician-patient  consultations  in 
1993.  One  thousand  consults,  pri- 
marily for  renal  dialysis  and  averaging 
3 to  5 minutes  each,  were  done  that 
year,  the  report  says. 

Dr  Preston  says  the  Austin-Gid- 
dings  link  used  17  different  medical 
specialties  and  saved  at  least  six  lives  in 
1991,  its  first  year  of  operation. 

One  of  those  lives,  according  to  Dr 
Preston’s  Telemedicine  Handbook,  was  a 
78-year-old  woman  who  went  into 
cardiac  arrest  during  an  echocardio- 
gram after  being  brought  to  the  Gid- 
dings hospital  with  cardiac  decompen- 
sation symptoms.  She  was  placed  on 
life  support  while  physicians  at  the 
hospital  called  for  telemedicine  assis- 
tance from  Austin  cardiologist  Robert 
Mingea,  MD.  Dr  Mingea  reviewed  the 
echocardiogram  over  the  video  link 
and  diagnosed  a third-degree  heart 
block.  The  woman  was  given  the  ap- 
propriate treatment  and  transferred  to 
a tertiary  hospital  cardiac  intensive 
care  unit  for  48-hour  observation. 

Familiarity  breeds  content 

In  its  May  1994  report,  TMA’s  Task 
Force  on  Telemedicine  said  the  case  has 
been  made  for  reimbursement  ol  both 
the  attending  and  consulting  physician, 
and  made  several  recommendations  to 
spur  development  ol  telemedicine  for 
clinical  and  classroom  applications. 

The  chair  of  the  task  force  says  it  is 
only  a matter  of  time  until  the  use  of 
telemedicine  becomes  commonplace 
lor  physicians. 
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“I'm  quite  convinced  we  will  come 
to  view  telemedicine  capability  in  the 
same  casual  way  we  approach  our  tele- 
phone,” predicted  Gordon  Green, 
MD,  dean  of  the  UT  Southwestern 
Allied  Health  Sciences  School  in  Dal- 
las, echoing  Dr  Zetzman’s  telephone 
analogy.  “We  will  see  a coming  to- 
gether ot  the  telephone  and  computer 
along  with  telemedicine  into  one 
seamless  tool  that  we  will  use  to  send 
and  receive  medical  information  as 
well  as  patient  images.” 

Telemedicine  undoubtedly  will  im- 
prove access  to  health  care  in  rural 
areas,  he  says,  but  its  impact  will  be 
felt  throughout  the  state.  “As  managed 
care  continues  to  become  a more  im- 
portant element  of  practice,  telemedi- 
cine may  be  one  mechanism  for  allow- 
ing primary  care  physicians  to  have 
instant  access  to  highly  specialized 
kinds  ol  services  for  their  patients.” 

He  says  there  is  little  difference  be- 
tween a primary  care  physician  sending 
a patient  to  a specialist’s  office  on  anoth- 
er floor  ol  an  olfice  building  and  “send- 
ing” the  patient  to  a specialist  in  another 
city  or  state  through  a video  hookup. 

Dr  Green  believes  the  use  of  tele- 
medicine lor  learning  and  patient  care 
will  increase  whether  government  gets 
into  it  or  not.  “The  question  is 
whether  government  funding  will 
help  move  it  along  more  quickly,”  he 
said.  “I  think  it’s  going  to  happen  be- 
cause it  will  turn  out  to  be  a better 
way  ol  doing  things.  ★ 


Insulin  update 

Reduction  in  formulations  simplifies  treatment  direction 


By  Eric  A.  Orzeck,  MD 

In  1984,  shortly  after  the  intro- 
duction ol  “human”  insulin,  32 
types  ol  insulin  were  available. 
Today  there  are  20  types,  because  of  a 
directed  effort  by  insulin  manufactur- 
ers to  reduce  the  number  ol  formula- 
tions that  had  limited  usage  in  the 
medical  community  or  duplicated 
other  formulations. 

The  available  insulins  are  grouped 
by  their  expected  metabolic  activity 
(see  accompanying  table).  The  time 
listings  assume  subcutaneous  adminis- 
tration although  only  those  noted  as 
“regular”  may  be  administered  intra- 
venously il  necessary.  Unless  noted, 
all  insulins  are  U-100  strength  (100 
U/mL)  and  are  available  in  10  mL 
vials.  “Human”  insulins  are  manufac- 
tured using  recombinant  DNA  tech- 
nology with  either  E-coli  or  yeast  as 
the  source;  as  a general  rule,  these  in- 
sulins are  absorbed  more  rapidly  than 
insulin  Irom  animal  sources. 

Although  beef/pork  insulins  are 
considered  the  most  antigenic  (puri- 
fied pork  is  less  antigenic  and  human 
insulin  the  least),  many  patients  have 
taken  the  animal  forms  lor  many  years 
without  difficulty. 

Mixtures  ol  insulins  are  becoming 
more  popular  today,  more  than  a decade 
alter  their  introduction.  With  70/30 
and  50/50  formulations,  the  need  to 


draw  two  different  insulins  has  been 
eliminated  lor  many  patients.  The  risk 
ol  contaminating  one  vial  with  another 
also  has  been  eliminated,  and  the  stabil- 
ity ol  predrawn  doses  is  assured. 

Because  purified  pork  insulins  dif- 
fer from  recombinant  DNA  human 
insulins  by  only  one  amino  acid  and 
because  the  manufacturing  process  is 
more  expensive,  these  insulins  may 
disappear  from  the  market.  At  the 
moment,  the  cost  for  human  insulin 
falls  between  the  cost  of  the  conven- 
tional mixed  beef/pork  insulin  and  the 
purified  pork  variety. 

II  appropriate  diabetes  control,  as 
manifested  by  normal  glycosylated  he- 
moglobin values,  is  being  maintained 
using  animal  insulin,  there  is  no  rea- 
son to  discontinue  its  use  and  change 
to  the  human  forms.  Because  of  their 
lower  immunogenicity,  however, 
human  insulins  are  a good  choice  for 
those  being  started  on  insulin  therapy. 
In  addition,  the  cartridge  formula- 
tions from  Novo  Nordisk  are  appreci- 
ated because  patients  do  not  have  to 
fill  syringes  and  can  more  convenient- 
ly carry  the  complete  injection  units 
with  them. 

But  this  is  not  all.  Researchers  have 
discovered  that  il  the  28  and  29  amino 
acids  on  one  of  the  protein  chains  are 
reversed,  the  insulin  molecule  remains 
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in  a monomer  configuration,  which 
causes  it  to  be  faster  absorbing  and 
therefore  more  physiologic  in  its  activ- 
ity than  the  current  standard  insulin 
preparations.  1 his  insulin  analog  cur- 
rently is  in  human  trials  in  the  United 
States  and  has  been  shown  not  only  to 
act  faster  but  to  have  a much  shorter 


duration  of  action  that  mimics  the 
natural  secretion  and  utilization  of  en- 
dogenously secreted  insulin.  These 
features  would  help  ameliorate  one  of 
the  most  difficult  problems  of  insulin 
management  — the  postmeal  hypo- 
glycemia that  occurs  when  the  current- 
ly injected  regular  insulin  preparations 


continue  to  have  a significant  effect  4 
to  6 hours  after  administration,  long 
after  food  has  been  absorbed. 

The  removal  of  a dozen  insulin  for- 
mulations from  the  market  during  the 
past  10  years  has  helped  to  focus  treat- 
ment choices  and  make  it  easier  to  di- 
rect insulin  therapy.  ★ 


Insulins  grouped  by  expected  metabolic  activity 

Product 

Rapid  acting  — onset  A to  2 hours;  duration  6 hours 

Humulin  R (Regular) 

Novolin  R (Regular)* 

Velosulin  (Buffered  Regular)! 
lletin  II  Regular  $ 

Purified  Regular 
lletin  I Regular 

Intermediate  acting  — onset  1 to  4 hours;  duration  16 

Humulin  L (Lente) 

Humulin  N (NPH) 

Novolin  N (NPH)* 

Novolin  L (Lente) 
lletin  II  Lente 
lletin  II  NPH 
Purified  Lente 
Purified  NPH 
lletin  I Lente 
lletin  I NPH 

Long  acting  — onset  4 to  6 hours;  duration  24+  hours 

Humulin  U (Ultralente) 

Mixtures 

Humulin  50/50  (50%  NPH,  50%  R) 

Humulin  70/30  (70%  NPH,  30%  R) 

Novolin  70/30  (70%  NPH,  30%  R)*§ 


Manufacturer 

Species/Source 

Lilly 

Recombinant  DNA 

Novo  Nordisk 

Recombinant  DNA 

Novo  Nordisk 

Recombinant  DNA 

Lilly 

Purified  pork 

Novo  Nordisk 

Purified  pork 

Lilly 

Beef/pork 

Lilly 

Recombinant  DNA 

Lilly 

Recombinant  DNA 

Novo  Nordisk 

Recombinant  DNA 

Novo  Nordisk 

Recombinant  DNA 

Lilly 

Purified  pork 

Lilly 

Purified  pork 

Novo  Nordisk 

Purified  pork 

Novo  Nordisk 

Purified  pork 

Lilly 

Beef/pork 

Lilly 

Beef/pork 

Lilly 

Recombinant  DNA 

Lilly 

Lilly 

Novo  Nordisk 

Recombinant  DNA 
Recombinant  DNA 
Recombinant  DNA 

* Also  available  in  1.5  mL  cartridges  for  NovolinPen  and  Novolin  PenFill  systems, 
t Designed  for  use  with  insulin  infusion  pumps, 
t Also  available  in  U-500  strength  (500  u/mL). 

§ Prefilled  syringes  also  available. 

All  trade  names  are  registered  to  their  respective  owners. 
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Because 

Decisions 


Are  Made 


Right  now,  key  decisions  are  being  made  about  health 
care  reform  on  Capitol  Hill. ..decisions  that  will  directly 
affect  you.  Regardless  of  where  you  stand  on  the  issue, 
one  thing  is  certain. ..reform  legislation  will  hit  home 
with  patients  and  health  care  professionals  alike.  Will 
you  be  ready  to  respond? 


You  Can 
Make  A 


Difference 


Thousands  of  physicians  and  patients  are  taking 
advantage  of  one  clinical  resource  that  is  sure  to  prosper 
under  any  health  care  reform  package.  Home  health 
care  is  a cost-effective  alternative  to  traditional 
treatment  modalities.  It  affords  the  one  benefit  essential 
to  any  successful  reform  bill:  the  ability  to  control 
medical  costs  without  compromising  quality  of  care. 


To  seek  a career  in  home  health  care,  call  First  American  Home  Care,  formerly  ABC  Home  Health  Services,  Inc. 
The  nation's  largest,  privately-owned.  Medicare-certified  home  health  care  provider,  First  American  can  show 
you  the  many  advantages  of  providing  health  care  in  the  home.  Call  us  at  1-800-WORK-222,  ext.  5004,  day  or 
night,  for  more  information.  We  promote  a drug-free  workplace.  Equal  Opportunity  Employer  M/F/D/V. 


First  American 
Home  Care 
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Keeping  Families  Together" 


T IS 


iving  her 


ove  it 
ot  of  ob- 


a chilly  February  m o r n i n g and 
Sheri  I alley,  MD,  has  begun  another  day  of 
dream  of  practicing  medicine  in  a small  town.  “I 
out  here,”  she  said  of  Fort  Stockton.  “I  do  a 
stetrics.  1 have  nursing  home  patients.  1 
treat  four  or  five  generations  of  a single  fam- 
ily. Its  great  to  be  in  a place  where  you’re  needed  and 
where  you’re  providing  a service  to  the  community.” 

Even  before  she  arrives  in  her  Main  Street  office,  the 
patients  who  depend  on  her  have  filled  her  appoint- 
ment schedule.  Others  call  seeking  her  advice  or  come 
in  without  an  appointment,  hoping  to  get  in  to  see  her. 

“We’re  full  for  today.  You  need  to  call  by  8:30  sharp 
to  get  an  appointment,”  Dr  Talleys  nurse  gently  re- 
minds one  caller.  I he  caller  turns  out  to  be  a young 
mother  worried  about  her 


MEDICAL  ECONOMICS 


is  in  hyper-drive,  said  Louis  J.  Goodman,  PhD,TMA’s 
director  of  medical  economics.  Dallas  is  experiencing 
similar  types  of  growth.  San  Antonio  and  Austin  have 
always  had  high  concentrations  of  managed  care.  Some 
people  estimate  PPO/  HMO  and  point-of- 
service  products  will  represent  more  than 
half  of  the  marketplace.  Rural  areas  also  are  seeing 
rapid  growth  in  managed  care  (see  “Managed  care  goes 
country,”  Texas  Medicine,  March  1993,  pp  20-23). 

Nationally,  according  to  The  Wall  Street  Journal 
HMO/PPO  membership  is  growing  at  1 1%  per  year 
and  topped  30  million  enrollees  by  the  end  of  1994. 
( The  Journal  also  reported  in  December  1994  that  liq- 
uid assets  at  many  HMOs  had  risen  1 5%  or  more,  that 
the  largest  four  had  amassed  more  than  $1  billion,  and 

that  some  medium-sized 


baby.  The  nurse  listens  to  ■ ■ ■ Wk  1 ■ ffk  III  HMOs  had  accumulated 

her  for  a few  minutes,  then  |lf|  f ■ Ml  f 1 I V|  ■ ■ $500  million  each.) 

tells  her,  “OK,  I'll  pull  his  IV I 11  111  IA  I ■ I 111  I H How  big  a change  has 

char'  and  pu‘  it  on  | f |f||  lf|V|||  1 %N 

desk  SoDrralleyw,ll  see  ,t  _ ______  _ _ about?  “I  think  this  man- 

as  soon  as  she  gets  ,n."  ■ ■■  ■ ■ ft  1|  ip'  M 1 aged  care  transition  is  prob- 

It  is  another  week  of  ■ ■ ■ ||f|  IB  111  fg  . fa  ably  as  big  a revolution  as 

Irnng  her  dream  but  the  | BJf  l||ff  llftlll  Medicare/Medicaid  was  in 

last  week  ot  the  solo  prae-  ■ W ■■■■  ■■  ■ ■ the  mid.’60s.  |,  is  a major 

££  S TEXre  PHYSICIANS  AND  THE 

of  only  four  physicians  A I J|  | ||W|  health  care,”  Dr  Goodman 

providing  primary  care  | | HIUV  I ■# |M  1 1%|  I V said.  Physicians  are  caught 

there,  Dr  Talley  was  in  the  llll|  VbJ  I ||ff  II  I I ffij  up  in  that  revolution, 

final  stages  of  converting  ■ ■ M * ■ M m In  the  Dallas-Fort  Worth 

to?  OF  MANAGED  CARE 

/ hats  one  of  the  ways  0f  HMOs  and  PPOs  has 

I m dealing  with  managed  care  out  here,  she  said.  produced  “a  lot  of  confused  doctors,”  says  Arlington 
Dr  Talley  is  one  of  the  many  physicians  who  are  ex-  surgeon  Bohn  Allen,  MD.  He  says  it’s  a struggle  for 

pertencing  major  changes  in  the  way  they  practice  physicians  to  practice  medicine  while  at  the  same  time 

medicine.  They  are  doing  so  because  managed  care  is  trying  to  decide  which  of  the  myriad  health  plans  and 
expanding  throughout  Texas  as  employers  seek  the  best  various  networks  developed  by  doctors  and  hospitals 
deals  for  their  money.  they  should  join.  Doctors  who  choose  the  wrong  net- 

A Texas  Medical  Association  survey  of  physicians  last  work  are  left  out  in  the  cold. 


summer  showed  the  share  of  patients  in  health  mainte 
nance  organizations  (HMOs)  or  preferred  provider  or- 
ganizations (PPOs)  increased  from  1 5%  to  20%  since 
1 992  and  is  now  equal  to  the  share  of 
indemnity  patients.  It  also  revealed 


BY  LARRY  BESAW,  ASSOCIATE  EDITOR 


When  I was  in  medical  school,  we  used  to  sit 
around  and  talk  about  medicine,  how  great  it  was,  the 
advances  and  the  new  techniques,”  Dr  Allen  said. 

“Now  when  doctors  get  together, 
they  talk  about  the  damned  man- 


that  physicians  joined  64%  of  the  managed  care  plans  to  aged  care,  what  this  doctor  is  doing  and  what  that  doc- 
which  they  belong  within  the  past  year.  tor  is  doing,  this  plan  or  that  plan,  and  how  we  can 

“Managed  care  is  galloping  across  the  state.  In  cer-  keep  the  lawyers  from  suing  us.  Nobody  talks  about 
tain  areas,  like  Houston,  the  managed  care  marketplace  medicine  anymore.” 


PREPARING 
FOR  CHANGE 


tendon  to  cost,  and  to  be  “more  cohesive  in  developing  our 
own  plans  and  our  own  marketing  strategies  to  keep  our 
local  patients  and  those  dollars  here  in  our  communities.” 

Physicians  must  be  more  aggressive  in  managing  the 
business  environment,  she  says.  “I  hear  an  awful  lot  of 
physicians  grumbling,  and  a lot  of  them  are  throwing  their 
hands  up  in  the  air.  The  reality  is  that  you  either  need  to 
make  the  changes  to  survive  in  the  market  or  you  need  to 
get  out  of  the  business.  And  I,  lor  one,  still  love  what  I do 
as  a family  physician  and  wouldnt  want  to  choose  any 
other  career.” 


Crime  doesn’t 

pay,  the  old  saying  goes,  but  in  a sense  it  did  lor  Fort  Stock- 
ton,  a city  of  about  10,000  residents  along  Interstate  10  in 
the  rugged  Trans-Pecos  area  ol  West  Texas.  A major  expan- 
sion by  the  Texas  Department  of  Corrections  led  to  the 
opening  of  two  new  prison  units  outside  of  town  late  last 
year  and  the  addition  of  2,000  new  residents,  making  the 
State  of  Texas  the  city’s  largest  employer. 

It  also  brought  the  first  HMO  to  town,  as  prison  em- 
ployees were  offered  a choice  of  a traditional  indemnity 
plan  or  an  HMO,  Amarillo-based  First  Care.  The  HMO 
joined  three  PPOs,  Medicare,  and  Medicaid  as  the  largest 
insurers  in  the  area. 

The  PPOs  have  not  posed  problems.  Dr  Talley  says, 
because  their  reimbursement  is  higher  than  her  tradition- 
al fees. 

The  HMO  is  a different  story.  “It  had  been  in  place  al- 
most 4 months  before  we  received  any  payment,  she  said. 

She  estimated  that  First  Care  at  one  time  owed  her  between 
$5,000  and  $10,000,  or  about  25%  of  her  receivables. 

“That’s  a lot  of  money,”  she  said.  “It’s  ridiculous  when  I can 
get  paid  by  Medicare  and  Medicaid  within  3 weeks  after  I 
send  in  the  claim." 

Although  only  about  25%  of  her  patients  are  now  cov- 
ered by  managed  care,  Dr  I alley  expects  that  share  to  in- 
crease to  80%  within  2 years  if  Medicaid  — a large  seg- 
ment of  her  practice  — and 
the  Veterans  Administration 
go  to  managed  care  contracts 
as  expected. 

Dr  Tilley  had  been  consider- 
ing changing  to  a rural  health 
clinic  for  about  2 years.  She  fi- 
nally made  the  decision  to  go 
ahead  while  off  work  for  2 
months  last  year  because  of 
pregnancy  complications.  “Not 

“The  reality  is  that  you  either  need  to  make  the  changes  to  survive  in  the  market  or  you  need  to  get  out  of  the  business.”  Sheri  Talley,  MD 

ral  system,  too.  “Oftentimes  they  had  been  sent  to  anoth- 
er professional  for  screening  or  triage  and  then  it  was  de- 
cided that  they  needed  to  see  a psychiatrist.  I would  see 
them  after  they  had  seen  someone  else  for  three  or  four 
sessions.  The  patients  were  not  happy  because  they  al- 
ready had  told  their  stories  to  the  primary  care  physician, 
the  managed  health  care  company  screening  person,  and 
the  triage  professional." 

Dr  Moy  says  he  is  concerned  about  the  future  of  psychi- 
atry. Capitated  reimbursement  rates  for  Houston-area 
plans  “are  going  so  low  that  I dont  know  how  we  are  going 


ALTERED 

STATES 

After  6 years 

in  a group  practice,  Houston  psychiatrist  Clifford  Moy, 
MD,  35,  has  elected  to  go  into  solo  practice  and  to  do  ad- 
ministrative/mental health  consulting.  He  didn’t  change 
his  practice  solely  because  of  managed  care,  but  it  played 
a part. 

Dr  Moy  was  frustrated  by  a cumbersome  and  inefficient 
system  that  he  believes  delayed  or  discouraged  patients 
from  seeking  help.  “The  mental  health  referral  system  has 
been  completely  altered,”  he  said.  “The  managed  care  com- 
panies control  the  referrals.  The  patient  has  to  call  an  800 
number  to  obtain  a referral.  The  professionals’  names  are 
not  listed  in  the  directory  the  patients  see.” 

In  managed  mental  health,  the  primary  care  physician  is 
not  the  gatekeeper,  he  says.  “In  mental  health  carve-outs, 
someone  in  the  managed  care  company  screens  patient  calls 
and  makes  referrals.” 

Referrals  are  made  based  on  profiles  of  preferences  and 
practice  patterns  that  the  managed  care  companies  con- 
struct from  physicians’  applications.  And  those  applica- 
tions, says  Dr  Moy,  may  limit  the  scope  of  how  physicians 
describe  their  practices.  “I’m  just  dumbstruck  trying  to  de- 
scribe myself  in  three  or  four  narrow  categories,"  he  said. 

Dr  Moy  says  patients  become  frustrated  with  the  refer- 


working  for  2 months  really  makes  you  realize  how  vulnera- 
ble you  are  and  how  much  you  need  to  do  something  to 
protect  yourself  and  what  little  you  have,  she  said. 

She  also  is  coping  with  managed  care  by  joining  a physi- 
cian-hospital organization  (PHO)  based  in  Odessa  and  the 
Permian  Basin  Rural  Health  Network.  Furthermore,  she  is 
planning  to  go  back  to  school  to  get  a master  of  business 
administration  degree  so  she  can  deal  with  the  business  side 
of  medicine. 

The  positive  influence  of  managed  care,  she  says,  is  that 
it  is  forcing  physicians  to  be  more  organized,  to  pay  more  at- 
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THE  DISILLUSIONMENT 
OF  DR  TARKENTON 

When  the  first 

managed  care  plan  came  to  Mineral  Wells  in  1992,  Tim 
Tarkenton,  MD,  had  some  reservations  but  thought  it 
might  prove  beneficial.  He  had  been  in  practice  lor  only  a 
year,  and  the  managed  care  reimbursement  was  higher  than 
what  he  was  charging  under  the  fee-for-service  system.  It 
also  seemed  like  a good  way  to  expand  health  care  to  the 
people  ol  his  hometown. 

“When  they  first  moved  in,  I thought  it  wasn’t  going  to 
be  too  bad,”  recalled  Dr  Tarkenton,  42,  a solo  practitioner 
and  one  of  only  two  obstetrician/gynecologists  in  town. 

But  after  3 years  ol  practicing  under  the  rules  ol  the  15 
managed  care  plans  he  now  belongs  to,  his  opinion  has 
changed  dramatically. 

“Just  from  my  local  experience,  I see  it  being  very  nega- 
tive, and  I didn’t  realize  it  would  be,”  he  said.  “This  gate- 
keeper theory  is  going  to  be  especially  detrimental  to  my 
practice  and  to  women’s  health  care  in  general.  This  system 
is  very  destructive,  1 think,  to  health  care.” 

He  has  had  payment  problems  with  some  plans,  and  he 
cannot  understand  why  his  obstetrics  patients  have  to  get  a 
primary  care  physician’s  relerral  lor  something  as  simple  as 


“I  don’t  know  how  the  physicians  are  going  to  be  able  to  pay  their  overhead  expenses  and  take  the  risk  of  treating  patients  in  the  future.”  Clifford  Moy,  MD 


to  be  able  to  treat  patients.  I don’t  know  how  the  hospitals 
are  going  to  be  able  to  stay  open  to  treat  patients.  I don't 
know  how  the  physicians  are  going  to  be  able  to  pay  their 
overhead  expenses  and  take  the  risk  ol  treating  patients  in 
the  future.” 

The  system  would  work  better  for  everyone,  he  says,  il 
the  benefits  were  better.  “When  you  have  a $5,000  or 
$10,000  liletime  maximum  benefit  lor  a set  of  illnesses, 
that  is  very  hard  to  deal  with.  My  patients  who  need  more 
treatment  than  that  have  chronic  illnesses.  Would  you  ex- 
pect a patient  with  diabetes  or  hypertension  to  have  a 
$10,000  lifetime  maximum  for  those  specific  illnesses? 
Can  you  imagine  what  the  outcry  would  be  from  the  rest 
ol  the  physicians?” 

Dr  Moy  hopes  to  influence  changes  in  the  system 
through  his  work  as  a consultant  lor  a hospital  system  and 
a managed  care  plan. 

“The  only  way  to  really  deal  with  the  internal  workings 
ol  the  managed  care  companies  and  make  them  clinically 
relevant  and  accountable  is  to  have  strong  physician  leader- 
ship in  those  companies,”  he  said.  “That  is  a very  important 


a sore  throat.  He  should  be  able  to  treat  it,  he  says. 

“I  used  to  do  it  routinely  for  no  extra  cost.  I just  did  it 
as  part  ol  their  pregnancy  or  prenatal  care.  Even  though 
they’re  my  patients,  1 cannot  see  them.  They  have  to  go 
over  to  the  primary  care  people.  It’s  just  flabbergasting. 
Suddenly  I don’t  have  the  authority  to  treat  a sore  throat 
anymore.  When  I went  into  medicine,  1 generally  expected 
to  do  primary  care  medicine  lor  women.  That  was  my 
goal.  Now,  I can’t  really  manage  those  people  like  I would 
have  in  the  past.” 

Managed  care  is  expanding  in 
Mineral  Wells  — Dr  Tarkenton  is 
approached  by  one  or  two  new 
plans  a week  — and  he  is  making  a 
major  change  in  his  practice  to  sur- 
vive. He  has  resisted  his  lamily’s 
urging  to  join  a group  practice,  but 
he  has  recruited  his  brother,  Tom 
Tarkenton,  MD,  to  join  him  when 
he  finishes  his  residency  at  Scott  & 

White  Hospital  in  Temple. 


“Even  though  they’re  my  patients,  I cannot  see  them.  They  have  to  go  over  to  the  primary  care  people.  It’s  just  flabbergasting.”  Tim  Tarkenton,  MD 

aspect  — having  a strong  medical  director,  having  strong  “Because  I have  lost  control,  I am  going  to  have  to 
input  from  their  physician  panels,  and  being  involved  with  bring  my  own  person  in  here  so  I can  have  somebody  take 
those  companies."  care  of  internal  medicine  and  pediatrics.  But  it  seems  like 
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Aetna’s  action,  coupled  with  a similar  decision  by  Pru- 
dential in  July  of  1993,  cost  L9r  Maidenberg  20%  of  his 
practice. 

Backed  by  TMA  and  the  Harris  County  Medical  Soci- 
ety, Dr  Maidenberg  and  other  physicians  deselected  by 
Aetna  and  Prudential  hied  suit  against  the  two  insurance 
companies.  The  suit  charged  the  physicians  were  denied 
due  process  because  they  were  deselected  without  an  op- 
portunity for  a fair  hearing,  required  of  non-HMO  insured 
plans  by  the  Texas  Department  of  Insurance  (TDI). 

A federal  judge  dismissed  the  lawsuit  in  late  August.  US 
District  Judge  Melinda  Harmon  said  the  physicians  did 
not  have  a private  cause  of  action,  that  only  TDI  could  en- 
force the  PPO  rules.  TMA  General  Counsel  Donald  P. 
Wilcox,  JD,  says  TMA  has  appealed  the  ruling  to  the  US 
Court  of  Appeals  for  the  3th  Circuit  in  New  Orleans.  A 
hearing  on  the  appeal  probably  will  be  held  in  late  spring, 
Mr  Wilcox  says. 

Today,  Dr  Maidenberg  says  that  “although  he  is  busier 
than  ever”  because  he  has  gained  new  patients  through  the 
30  other  managed  care  plans  in  which  he  participates,  the 
pain  of  the  deselection  remains. 

“It’s  not  only  that  I lost  patients,”  he  said,  “but  also  that 
a lot  of  them  are  friends.  There  were  some  very  sacred  doc- 
tor-patient relationships.  It’s  hard  to  replace  that.  I was 
with  Prudential  for  9 years,  and  during  that  time  you  get 


“You  just  can’t  count  on  anything  today. . .and  certainly  doctors  can’t  count  on  patients’  allegiance  for  any  length  of  time.”  Robert  Maidenberg,  MD 


patients  will  still  have  to  see  two  doctors  for  the  same 
problem,”  he  said. 

“It  doesn’t  make  sense  to  me  what  they’re  trying  to  do 
with  health  care." 

HAPPY  BIRTHDAY, 

DR  MAIDENBERG 

Houston  family 

practice  physician  Robert  Maidenberg,  MD,  was  celebrating 
his  37th  birthday  on  September  1,  1993,  when  he  sat  down 
in  his  office  to  read  his  mail.  He  was  immediately  suspicious 
of  the  certified  letter  from  Aetna  Life  Insurance  Company’s 
preferred  provider  network.  “I  always  get  worried  about  cer- 
tified mail,”  he  said.  “Obviously  it’s  from  lawyers.” 

But  the  contents  of  the  letter  came  as  a total  shock.  He 
was  informed  that  he  had  been  deselected  under  the  terms 
of  the  “without  cause”  clause  in  his  contract.  Aetna  said  it 
had  completed  a review  of  its  network  and  applied  a plan 
“that  provides  guidance  on  economic,  quality,  and  accessi- 
bility considerations.”  It  also  told  Dr  Maidenberg  that  the 
decision  was  “based  on  reasonable  business  considerations, 
and  does  not  constitute  a judgment  as  to  the  quality  of  care 
you  have  provided.” 


very  involved  with  your  patients.  Aetna  was  4 years. 

“I’ve  regained  patients,  but  I have  not  replaced  the  close 
doctor-patient  relationships  yet,”  he  said.  “I  haven’t  re- 
placed those  people,  and  1 always  think  about  how  they’re 
doing.”  Some  of  his  former  Aetna  and  Prudential  patients 
still  call  him  just  to  say  hello,  he  says. 

The  increased  administrative  burden  of  managed  care 
has  forced  Dr  Maidenberg  to  hire  two  additional  staff 
people  just  to  deal  with  the  various  plans.  “All  day  long 
you’re  seeking  approvals.  You’re  the  gatekeeper  for  this 
one  or  that  one.  You’re  getting  authorizations.  It  adds  a 
tremendous  amount  of  paperwork,  phone  calls,  and  extra 
time,”  he  said. 

Managed  care  also  has  added  the  element  of  uncertainty 
for  both  him  and  his  patients  as  patients  or  their  employers 
change  insurance  plans. 

“What  you  have  today  you  may  not  have  tomorrow.  I 
happen  to  be  in  an  area  where  I have  a large  number  of 
Spring  Branch  Independent  School  District  personnel  as 
patients.  But  if  tomorrow  their  insurance  changes,  I could 
lose  300  families  in  one  fell  swoop,"  he  said. 

“You  just  can’t  count  on  anything  today.  The  patients 
can’t  count  on  going  to  a doctor  for  any  length  of  time  be- 
cause of  circumstances  beyond  their  control,  and  certainly 
doctors  can’t  count  on  patients’  allegiance  for  any  length 
of  time.” 
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GOOD  NEWS 
AND  BAD  NEWS 

After  27  years 

on  the  front  lines  of  medicine,  Austin  gastroenterologist 
William  G.  Gamel,  MD,  decided  to  take  a desk  job.  On 
January  1,  he  became  associate  medical  director  of  the  in- 
surance company  administering  the  state  Medicaid  pro- 
gram. The  idea  of  working  during  the  day  and  cutting  out 


port  that.  We  now  have  to  have 
good  reason  to  keep  the  patient  in 
the  hospital,  which  I think  is 
good.  When  I first  started  practice 
27  years  ago,  we  hospitalized  pa- 
tients just  simply  to  run  tests  on 
them.  That’s  antiquated  and  not 
cost  effective.  But  at  that  time  in- 
surance would  pay  only  for  inpa- 
tient testing.” 


I think  that  the  quality  of  care  is  better.  I think  the  quality  of  medical  and  surgical  care  gets  better  every  year.”  William  G.  Gamel,  MD 


the  nights  and  weekends  was  appealing,  as  was  the  idea  of 
using  his  experience  in  private  practice  to  influence  patient 
care  in  the  huge  Medicaid  system. 

Dr  Gamel,  58,  saw  many  changes  over  the  last  27  years: 
new  treatment  techniques,  new  medications,  new  technol- 
ogy, and  the  arrival  of  managed  care.  When  asked  his  opin- 
ion of  managed  care,  he  replied,  “I  don’t  think  there  is  any 
perfect  delivery  system  or  reimbursement  system.  Managed 
care  is  one  way  to  approach  health-care  delivery  to  try  to 
maximize  efficiency  and  ensure  the  quality.” 

There  is  no  question  it  has  changed  the  way  physicians 
practice,  he  says,  both  for  the  good  and  the  bad. 

“I  think  you’re  still  able  to  render  quality  care,”  said  Dr 
Gamel,  a past  TMA  president.  “But  you  have  to  think 
about  what  you’re  doing.  Is  it  appropriate  and  is  it  some- 
thing that  is  needed,  and  if  so,  you  have  to  be  able  to  stip- 


On  the  downside,  he  added,  “the  hassle  factor  went  up 
considerably.  The  thing  that  sort  of  sticks  in  my  craw  more 
than  anything  is  the  time  it  takes  for  the  nurses  or  whomev- 
er is  getting  the  approvals.  The  systems  are  not  efficient 
about  giving  prompt  answers.  We  sometimes  have  to  go 
back  and  back  — and  maybe  that’s  partly  my  fault,  partly 
their  fault  — but  it  is  sometimes  maddening  not  to  be  able 
to  get  an  answer.” 

Fears  that  managed  care  is  harming  patient  care  are 
“overstated,”  he  says,  because  medical  care  in  general  has 
improved.  “I  think  that  the  quality  of  care  is  better.  I think 
the  quality  of  medical  and  surgical  care  gets  better  every 
year.  The  technology,  the  techniques  of  what  we  are  able  to 
do  for  patients  get  better  as  time  goes  on.  1 don’t  know  of 
anything  that  we  do  that  is  of  lower  quality  under  this  sys- 
tem than  it  was  before.” 


Help  is  a phone  call  away 


The  Texas  Medical  Association  offers  several  managed  care 
products,  services,  and  advocacy  initiatives  to  help  physi- 
cians deal  with  managed  care  and  other  aspects  of  the  rapid- 
ly evolving  health-care  environment.  Known  as  Managed 
Care  Choices,  these  services  are  designed  to  give  physicians 
the  resources  they  need  to  have  successful  practices. 

Available  services  include  the  following: 

• Managed  care  workshops  are  conducted  throughout 
the  year  to  help  physicians  and  their  office  staffs  cope 
with  the  complexities  of  managed  care.  For  informa- 
tion, call  (800)  880-1300,  ext  1421  or  1423. 

• The  Hassle  Factor  Log  gives  physicians  and  their  office 
staffs  a simple  means  to  communicate  with  TMA 
about  problems  in  dealing  with  managed  care  plans, 
insurance  carriers,  Medicare  and  Medicaid,  regulatory 
agencies,  and  utilization  review  firms.  For  a free  log, 
call  (800)  880-  1300,  ext  1414. 


• Contract  evaluation  services  are  provided  by  attorney 
Andre  Hampton,  JD,  to  find  legal  pitfalls  such  as  “hold 
harmless”  clauses.  The  fee  is  $100.  For  an  evaluation, 
call  Mr  Hampton  at  (512)  480-5683. 

• Mini-consultations  are  arranged  by  TMA  and  county 
medical  societies  to  assist  physicians  and  their  office 
staffs  in  addressing  problems  related  to  managed  care, 
such  as  preauthorization,  precertification,  and  contract 
language.  Call  your  local  medical  society  to  arrange  a 
mini-consultation. 

• Managed  care  consultation  services  are  provided  by  a 
group  of  TMA-endorsed  practice  management  special- 
ists, attorneys,  and  consultants  to  help  make  the  transi- 
tion into  an  integrated  health-care  delivery  system,  in- 
cluding the  development  of  physician-driven  networks. 
For  a complete  list  of  endorsed  consultants,  call  (800) 
880-1300,  ext  1417. 
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A FINAL 
THOUGHT 

F.  James 

McCutchon,  MD,  a Corpus  Christi  urologist  who  helped 
form  a physician-run  HMO  (see  Commentary  on  p 48), 
offers  this  perspective  on  managed  care: 

“The  dreamer  in  me  wishes  that  there  were  no  managed 
care.  Who  wants  more  hassle  for  less  money? 

“The  realist  in  me  knows  that  the  evolutionary  process  in 


the  health-care  system  can  be  neither  stopped  nor  reversed. 

“The  idealist  in  me  wants  doctors  to  shape  this  process 
because  we  are  the  only  group  that  is  equipped  to  do  it  right. 

“The  optimist  in  me  believes  that  doctors  can  and  will 
come  together  to  do  exactly  that,  and  there  will  be  a bet- 
ter tomorrow.” 


Mixing  business  with  medicine 


The  next  time  a managed  care  plan  approaches  the  Uni- 
versity Pediatric  Association  in  Bryan,  it’s  going  to  have 
to  deal  with  Scott  Schams,  MD,  MAAOM. 

That’s  because  Dr  Schams,  a member  of  the  seven- 
physician  single-specialty  practice,  is  bilingual.  He 
speaks  medicine  and  business.  “I  know  both  sides,  said 
Dr  Schams,  35. 

Dr  Schams  returned  to  Texas  in  January  after  spending 
the  past  3 years  practicing  medicine  in  Greeneville,  Tenn. 
While  there,  he  went  back  to  school  and 
obtained  a master  of  arts  and  applied  or- 
ganizational management  degree  from 
Tusculum  College.  Earning  such  a de- 
gree requires  extensive  research  experi- 
ence in  addition  to  the  regular  core  cur- 
riculum necessary  for  a master  of  busi- 
ness administration  (MBA)  degree. 

“When  we  go  to  negotiations  with 
insurance  companies,  I can  come  to 
them  with  ideas  that  can  reduce  their 
overhead  and  reduce  our  overhead  and 
help  make  this  work  better,  if  they’re 
willing  to  listen,”  he  said.  “In  most  situ- 
ations, I now  have  as  much  expertise  as 
anybody  on  the  other  side.  I can  talk  to 
them  not  only  in  terms  of  medicine,  but  I can  talk  to 
them  in  terms  of  business.” 

Dr  Schams  is  among  a growing  number  of  physicians 
who  are  realizing  that  business  expertise  is  vital  to  dealing 
with  the  managed  care  plans  that  are  increasing  across 
Texas.  In  fact,  an  MBA  program  for  physicians  will  begin 
in  the  fall  at  the  University  of  Houston,  Clearlake. 

Physicians  must  pay  more  attention  to  cost-benefit 
ratios  as  they  try  to  balance  profits  and  cost-effective 
medical  care,  Dr  Schams  says.  “We  can  do  that  and 
change  and  still  thrive,”  he  said.  “We  don’t  have  to  think 


about  managed  care  as  always  being  bad.  We  have  to 
think  of  it  as  who’s  going  to  do  the  managing.” 

He  predicted  that  managed  care  “will  eventually  go 
the  route  of  more  physician  direction,  and  doctors  will 
need  formal  training  in  business  to  guide  the  future  of 
managed  care  and  medicine.  If  we  allow  people  to  do 
this  who  are  just  business- oriented  and  dont  know 
medicine  or  medical  people  who  dont  know  business,  we 
are  going  to  have  a major  disaster.” 

Dr  Schams  plans  to  use  his  business 
expertise  and  the  experience  in  Tennessee 
to  benefit  him  and  his  partners  in  Bryan. 
As  Texas  converts  its  Medicaid  program 
to  managed  care,  it  must  not  repeat  the 
mistakes  of  Tennessee,  he  warns. 

The  Medicaid  managed  care  pro- 
gram in  Tennessee  was  “an  unmitigated 
disaster,”  he  said.  Tennessee  officials 
contracted  with  managed  care  plans  to 
cover  Medicaid  recipients,  and  reim- 
bursement was  so  low  that  “half  the  pe- 
diatricians east  of  Nashville  that  were 
in  counties  of  65,000  or  less  are  gone. 
They  just  couldn’t  do  it.” 

He  said  the  four-physician  practice 
he  belonged  to  in  Tennessee  lost  $100,000  in  the  first  3 
months.  They  were  unable  to  make  their  payroll  for  a 
month  and  almost  had  to  file  for  Chapter  1 1 bankruptcy. 

“We  weren’t  getting  paid.  It  wasn’t  because  we  weren’t 
managing  our  cash  flow.  We  werent  getting  any  cash 
flow.  We  had  to  initiate  legal  action  against  one  plan  and 
we  eventually  won,”  he  said. 

So  how  did  Dr  Schams  manage  to  earn  an  advanced 
business  degree  while  still  practicing  medicine  full 
time?  “I  didn’t  sleep  a whole  lot  and  my  partners  were 
very  kind.” 
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Your  licensed  employees  can  earn  up  to  12 
Continuing  Education  credits  while  completing 
mandated  employee  training. 


• Keeps  you  informed  of  any  changes  in  OSHA 
regulations  end  hearsay  and  rumors  about  OSHA 
regulations. 


The  employee  training  agendas  also  include  all 
mandated  written  safety  plans. 

Each  issue  contains  an  Employee  Safe  Training 
Poster  that  can  be  reviewed  and  signed  by  each 
employee  to  confirm  receipt  of  training. 

Obtain  clear  and  concise  written  OSHA  informa- 
tion that  you  can  understand.  Instead  of  pages 
and  pages  of  material,  it  gives  you  only  critical 
content. 


This  unique  newsletter  system  organizes  training 
into  a logical  and  understandable  format  sent  to 
you  in  bi-monthly  bite  size  sessions. 

All  mandated  employee  training  is  done  within 
your  office  during  regular  staff  meetings. 


Explains  labeling  of  chemical  containers  without 
using  complex  and  expensive  color  coding  and 
confusing  numerical  systems. 


] Stan  my  1995  subscription 
immediately! 

My  $99  payment  is  enclosed  for  a one-year  subscrip- 
tion to  OSHA  News  & Review  (six  issues),  PLUS... 
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• A three-ring  OSHA  News  & Review  binder 
for  storage. 

Easy  Ways  to  Order 

Mail:  Mail  check  or  credit  card  information  with 
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401  West  15th  Street 
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Joe  Cunningham,  MD 

Just  call  him  Dr  Joe 

By  Teri  Moran,  Associate  editor 


Ask  just  about  anyone  around  Jacksonville  if 
they  know  Dr  Joe,  and  watch  the  reaction. 
If  a smile  starts  spreading  right  away  or  if  it 
looks  like  they’re  struggling  to  hold  back  a 
chuckle,  the  chances  are  good  that  person  knows  internist 
Joe  Cunningham,  MD.  That’s  because  the  one-time  class 
clown  and  valedictorian  who  grew  up  in  nearby  Blackjack, 
Tex,  population  13,  who  left  for  college  and  medical 
school,  and  who  despite  many  tempting  big-city  offers 
came  back  home  to  practice  in  the  tomato  capital  of  the 
world  — is  still  a nut. 


The  first  hint  of  the  lanky,  amicable  physician’s  uncon- 
ventionality is  in  his  preferred  title,  or  lack  thereof.  “Every- 
body has  always  just  called  me  Joe  or  Dr  Joe,’’  Dr  Cunning- 
ham said.  “I  never  knew  a doctor  until  I got  into  medical 
school  so  I guess  I’ve  never  quite  accepted  comfortably  my 
role  of  being  one.’’  Some  folks  just  won’t  be  talked  out  of 
using  honorifics  though,  he  says,  admitting  that  it  is  some- 
what pretentious  of  him  to  telephone  certain  people,  say 
“Hi,  this  is  Joe,”  and  assume  they’ll  know  who  he  is. 

But  as  long  as  he  says,  “This  is  Dr  Joe,”  most  everyone 
in  East  Texas  would  know  him.  They  would  recognize  him 
either  from  his  twice-weekly  television  news  spots  or  from 
his  twice-daily  radio  bits,  both  of  which  he’s  been  doing  on 
health-care  issues  for  nearly  8 years.  And  as  is  often  the  case 
with  him,  it  was  one  of  his  patients  — this  one  the  news 
director  of  a local  TV  station  — who  triggered  his  involve- 
ment in  one  of  his  ongoing  projects. 

What  began  as  an  occasional  appearance  on  KETK,  the 
East  Texas  NBC  affiliate,  soon  became  a regular  2-minute 
news  segment.  “I  wasn’t  a threat  to  anybody,”  Dr  Cun- 
ningham says  about  his  biweekly  segment  called  “An 
Ounce  of  Prevention.”  His  very  ignominy  contributed  to 
his  eventual  media  success  because  the  East  Texas  health- 
care facilities  that  the  station  hoped  would  sponsor  a 
health-care  segment  feared  using  a personality  like  Red 
Duke,  MD,  thinking  patients  might  drive  to  Houston, 
where  Dr  Duke  practices,  for  their  care. 


“Nobody  was  afraid  to  sponsor  me 
because  prospective  patients  were  not 
going  to  see  me  and  say,  ‘Well,  let’s 
pack  up  and  drive  to  Jacksonville  for 
our  heart  surgery.’  It’s  not  something 
I do  for  the  money  or  notoriety,”  he 
said.  “It’s  something  I do  because  it’s  a 
good  way  to  reach  people  with  pre- 
ventive health  tactics  and  involve 
them  in  their  own  health  care.” 

Before  he  talked  some  physician 
friends  into  joining  him  to  form  a 
group  practice,  he  says  his  schedule 
was  so  hellish  that  taping  the  TV  seg- 
ments was  a burden.  “I  would  have 
just  spent  all  night  at  the  hospital  and  I’d  show  up  with  no 
sleep,  my  eyes  puffed  up,  and  then  they’d  try  to  put  make- 
up on  me  to  make  me  look  like  I hadn’t  been  up  all  night,” 
he  said.  “It  was  a chore.  But  now  it’s  fun  and  I really  enjoy 
it.”  The  show  is  taped  at  various  East  Texas  locations  to 
give  it  a local  feel,  “as  if  my  thick,  East  Texas  drawl  isn't  au- 
thentic enough,”  he  added. 

His  radio  show  is  heard  on  KOOI,  the  most  far-reach- 
ing station  in  East  Texas.  “If  I thought  about  doing  this  for 
a million  people  to  hear,  I’d  get  real  nervous,"  he  said.  “But 
all  I do  is  sit  here  alone  in  this  little  room  reading  the  copy, 
so  it’s  OK.” 

Another  patient,  this  one  an  elderly  lady,  got  him  head- 
ed toward  his  tree-raising  venture  at  about  the  same  time 
his  media  career  began.  She  had  abandoned  her  farm  in 
1958  the  day  thieves  cleaned  her  out  when  she  went  to 
town  for  the  funeral  of  her  husband  and  son,  who  had  died 
within  3 days  of  one  other.  Dr  Cunningham  bought  the 
500  acres,  planted  186,000  long-leaf  pine  trees  destined  to 
one  day  become  shipping  pallets,  and  turned  the  place  into 
a game  preserve/tree  farm.  “That’s  what  I’m  into  — con- 
servation and  protecting  wildlife  habitat,”  he  said. 

He’ll  have  his  first  harvest  in  about  8 years  — and  the  first 
return  on  his  investment  15  years  after  planting.  “My  next- 
door  neighbor’s  farm  was  Texas  d ree  Farm  of  the  Year  recently, 
and  he’s  close  to  80  now,  still  planting  trees  and  still  planning 
to  harvest  them,  which  is  a real  inspiration  to  me,”  he  said. 
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Dr  Cunningham  enjoys  the  low- 
maintenance  aspect  of  tree  farming. 
“You  don’t  have  to  get  up  at  sunrise 
when  it’s  freezing  cold  outside  to  feed 
trees,”  he  said,  admitting  that  he’s  not 
above  calling  up  his  friend, 
local  surgeon  Frank  Felts, 

MD,  on  such  early  morn- 
ings to  ask  how  Frank’s  cows 
enjoyed  their  breakfast. 

On  a recent  weekend 
outdoor  excursion  to  Cotul- 
la,  Tex,  Dr  Cunningham 
found  himself  mesmerized 
by  the  antics  and  general  at- 
titude of  a group  of  water 
buffalo,  which  prompted 
him  to  run  out  and  buy  a 
few  to  live  on  his  tree  farm. 

They're  the  perfect  live- 
stock, he  says,  because  you 
don't  have  to  get  out  and 
feed  them  either.  “I  think 
they’re  smarter  than  cows, 
even  though  I haven’t  given 
them  an  IQ  test.  They  just 
look  smarter.  I’ll  probably 
name  them  and  never  send 
them  off  to  slaughter.” 

Dr  Cunningham  lives 
not  too  far  from  his  tree 
farm  in  a log  cabin  he  shares 
with  his  life-size  dummy 
Larry  and  outside  guard 
dogs  Betsy  and  Freddie,  who 
menacingly  nuzzle  and  wig- 
gle for  strangers.  Brimming  with  vari- 
ous stuffed,  formerly  living  mammals 
and  reptiles,  there’s  no  trace  of  frippery 
inside  this  two-story  log  cabin,  which 
is  also  generously  stocked  with  guitars. 

An  accomplished  singer/song- 


writer, Dr  Cunningham  sometimes 
performs  original  songs  at  local  coffee 
houses  and  tries  to  make  it  to  the  Kerr- 
ville  Folk  Festival  every  year,  but  usu- 
ally just  plays  guitar  and  harmonica  at 


home.  He  first  started  playing  when 
he  was  6 years  old,  later  taking  classi- 
cal and  folk  guitar  lessons  and  “dili- 
gently working  at  it  with  no  visible 
sign  of  improvement,  he  said. 

One  song  he  wrote  for  the  faculty 


roast  while  at  Texas  A&M  College  of 
Medicine  is  still  performed  at  various 
alumni  functions.  But  mostly  he  says 
his  song  writing  leans  more  toward 
“mushy-gushy  kinds  of  songs.  ” 

He  says  he  decided  to 
become  a doctor  the  morn- 
ing after  eating  27  jala- 
penos  in  3 minutes  with  no 
water,  winning  A&M’s 
jalapeno-eating  contest  — 
a feat  he  vows  never  to  re- 
peat. But  his  long-time 
friend  Ricky  Richards,  JD, 
a Jacksonville  attorney  who 
attended  a rival  small-town 
high  school,  disagrees.  “Joe 
only  became  a doctor  after 
Ronny  McGowen  ab- 
solutely creamed  him  in 
that  homecoming  football 
game,”  Mr  Richards  said. 
“That  convinced  him  he 
had  no  future  in  athletics.” 

The  two  men  now  meet 
once  a week  in  Mr 
Richard’s  Civil  War-era  re- 
stored barn  for  their 
“Wednesday  night  revival 
meeting,”  also  known  as 
the  world’s  longest  running 
poker  game  — or  so  they 
claim.  Several  of  the  half- 
dozen  poker  devotees  are 
sons  of  the  men  who  start- 
ed the  game  back  in  1948. 

Few  initiates  stick  around  very  long 
to  their  admittedly  exclusive  game,  but 
not  because  they  play  sophisticated 
poker  or  because  the  stakes  can  get  a 
little  steep  — losers  must  treat  winners 
to  ever-more-lavish  meals.  Few  of  them 


Joe  Cunningham,  MD,  shows  off  a few  of  the  186,000  specimens  on  his 
tree  farm  near  Jacksonville,  Tex. 
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Joe  Cunningham,  MD,  enjoys  a visit  with  his 
mule,  Spike. 


stick  around,  according  to  Mr 
Richards,  because  they  change  the  rules 
so  much.  “Joe  invented  a game  called 
criss-cross  bolus,  and  he  changes  the 
rules  every  game  trying  to  get  into  an 
advantageous  position.  Futilely.” 

“You’d  believe  a lawyer?"  Dr  Cun- 
ningham responded. 

Dr  Cunningham  practices  medicine 
in  a manner  his  patients  describe  as 
matter-of-fact  and  friendly.  “I  love  him 
like  an  old  shoe,"  said  heart-transplant 
patient  Jerri  Arrington.  “He  won’t  give 
you  a magic  pill,  but  he  will  sweet-talk 
you  into  taking  care  of  yourself  and 
make  you  think  you  want  to  do  it  even 
if  it’s  hard."  Knowing  her  penchant  for 
nice  hospital  rooms,  the  first  thing  Mrs 
Arrington  remembers  him  asking  her 
after  her  heart  transplant  was,  “Did 
they  give  you  a pretty  room?” 


Many  former  teachers,  principals, 
and  even  school  superintendents  are 
now  his  patients.  One  is  Juanece 
Smith,  Dr  Cunningam’s  high  school 
English  teacher.  “He  was  a model  stu- 
dent — period,”  Mrs  Smith  said.  “But 
he  was  a tease.”  The  tables  have  turned 
now  that  she’s  his  patient.  “He  keeps 
me  on  my  toes  now,  by  insisting  that  I 
behave  — just  like  I used  to  tell  him.” 

Dr  Cunningham  reveals  his  serious 
side  when  he  discusses  his  patients 
and  the  practice  of  medicine.  In  his 
work  as  director  of  HealthTexas,  a pri- 
mary care  physician  network  affiliated 
with  Baylor-Dallas,  and  in  a similar 
directorship  role  with  Mother  Francis 
Hospital  in  Tyler,  Dr  Cunningham 
tries  to  be  “a  patient  advocate  by  guid- 
ing them  through  a complex  health- 
care system,"  he  said.  “So  many  forces 
are  pushing  doctors  to  spend  less  and 
less  time  with  their  patients.  This  is 
my  way  of  trying  to  push  back.  ” 

With  his  hands  in  so  many  pies,  his 
friends  say  it’s  a wonder  the  man  can 
keep  track  of  things.  “He  used  to  think 
he  could  save  the  world,”  said  his  long- 
time friend  Caroline  Martin.  “Now  he 
only  thinks  he  can  save  this  continent." 

Edward  Starling,  Dr  Cunningham’s 
hunting  guide,  described  how  most 
people  in  his  hometown  perceive  him. 
“Dr  Joe  is  such  a real,  down-to-earth 
person  — you’d  never  think  he  was  a 
doctor.”  ★ 
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AND  YOUR  COLLEAGUES. 
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You  get  all  this: 

• Alphabetical  and  geographical 
listings  of  physician  members 

• TMA  stiff  telephone  directory 

• Guide  to  TMA  divisions  and 
departments,  plus  a key/ 
contact 
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• Association  officers  and  Board 
of  Trustees  directory 

• TMA  organizational  chart 

Here’s  how  to  reserve 
your  copy: 

• Complete  the  directory  order 
form  on  the  cardy/ou  received 
by  mail  to  updatey/our  member 
file,  Qt 

• Ify/oujye  already/  returned 
the  card  to  updatey/our  file, 
call  TMA  toll-free  at  (800) 
880-100,  Ext.  1441. 
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Additionaigopies  available  to  members 
for  $25  ($2§.I5  plus  8%  Texas  sales  tax). 
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Earn  valuable  CME, 
learn  latest  on  managed  care 
at  Dallas  annual  session 


(HOOSE  FROM  MORE  THAN 
250  hours  oi  top-notch  continu- 
ing medical  education  (CME), 
hear  about  the  latest  develop- 
ments in  managed  care,  and  take  the 
opportunity  to  relax  and  recharge 
with  colleagues  and  friends  at  the 
Texas  Medical  Association’s  128th 
Annual  Session  May  18-21  in  Dallas. 


INTERLINK  FOR  PATIENT  CARE 

At  right  is  a partial  calendar  of  the 
meeting’s  events,  which  include  sessions 
of  the  TMA  House  of  Delegates.  High- 
lights include  a general  session  Thurs- 
day afternoon  titled  “Measuring  Qual- 
ity in  Managed  Care:  Is  a Report  Card 
Part  of  Your  Future?”  and  a Friday 
afternoon  seminar  on  professional  lia- 
bility risks  in  managed  care  contracts. 

A joint  installation  and  reception 
Friday  evening  honors  incoming 
TMA  President  Mark  J.  Kubala,  MD, 
Beaumont,  and  incoming  TMA 
Alliance  President  Mertie  Fewis 
Wood,  San  Antonio. 

Scientific  programs  run  the  gamut 
from  high  tech  to  hands  on.  Five 
automation  companies  will  present 
workshops  at  Dallas’  world-famous 
Infomart  exploring  the  integration  of 
medicine  with  cutting  edge  technolo- 
gies. One  such  workshop  is  titled 
“Establishing  a Telepresence:  The  Vir- 
tual Physician  and  His  Digital  Black 


Wednesday,  May  I 7 

Golf  and  tennis  tournaments 

Thursday,  May  I 8 

7 am 

Fun  run 

8-9:30  am 

House  of  Delegates 

8 am-5:30  pm 

Exhibits 

9 am-5  pm 

Texas  Academy  of  Family 
Physicians 

I 0 am- 1 pm 

Reference  committees 

Scientific  sections 

Digestive  diseases  (8:30-12) 

Symposia 

Emergency  medicine  (9-1) 
Medicine  and  the  law 
(9:30-12:30) 

Rheumatic  diseases  (11-12) 
Transfusion  medicine  (2-5) 

1 2:30  am-4  pm 

Infomart  technology  workshop: 

1 :30-4  pm 

General  session 

After  6 pm 

Alumni  events 
County  medical  society 
receptions 

Specialty  society  functions 

Friday,  May  1 9 

8 am-5:30  pm 

Exhibits 

9 am-noon;  2-5  pm 

House  of  Delegates 

Scientific  sections 
9 am-noon;  2-5  pm 

Diseases  of  the  chest  (9-12) 


Endocrinology  (8:30-12:15) 
Family  practice 
Internal  medicine 
Neurology  (1-5) 

Neurological  surgery  (8:30-5) 
Obstetrics  and  gynecology 
Occupational  medicine 
(8:15-4:50) 

Ophthalmology 
Otolaryngology 
Plastic,  reconstructive,  and 
maxillofacial  surgery  (8-5) 
Psychiatry 
Public  health 
Surgery 

Symposia 

Diabetes/endocrinology 

(2-5:30) 

Culture  and  clinical  care 
(2-4:30) 

Rheumatic  diseases  (11-12) 
Sports  medicine  (7:55-12) 
Violence  (2-5) 

Specialty  societies 

Texas  Dermatological  Society 
(1:30-5) 

Texas  Orthopaedic  Assn/Texas 
Society  of  Sports  Medicine 

(1:25-5) 

2-5  pm 

Risk  management  workshop 

5:15-7  pm 

TMA/TMAA  presidents’ 
installation  and  reception 

8- 1 1 :30  pm 

1 MA / FMAA  benefit 

Saturday,  May  20 
8 am-2:30  pm 

Exhibits 

Specialty  societies 

Texas  Dermatological  Society 
(9-4) 

Texas  Orthopaedic 
Association  (8-3:30) 


Texas  Society  of 

Anesthesiologists  (7:50-4:45) 

Scientific  sections 

Allergy,  asthma,  and  clinical 
immunology  (9-5) 

Colon  and  rectal  surgery 

(9-12:15) 

Neurological  surgery  (9-12) 
Neurology  (8-5) 
Oncology/Texas  Pain 
Society/Texas  Cancer 
Pain  Initiative  (9-1) 
Ophthalmology  (9-5) 
Otolaryngology  (9-12) 
Pathology  (8:30-12:30) 
Pediatrics  (8-12) 

Physical  medicine  and 
rehabilitation  (8:30-12) 
Plastic,  reconstructive,  and 
maxillofacial  surgery  (9-5) 

Symposia 

Addictions/physician  health 
(8-4:30) 

Adolescent  health  (9-12) 
Cardiovascular  diseases  (9-5) 
Controversies  in  preventive 
medicine  (9-12) 

Diabetes  (8:30-12:30) 
Geriatrics  (8:30-4:45) 
Rheumatic  diseases  (11-12) 
“Unconventional"  treatment 
of  chronic  pain  (2-5) 

I -5  pm 

Grateful  Med:  computer 
access  to  information 

House  of  Delegates  sections 

Hospital  Medical  Staff  (8-12) 
Medical  Student  (9-12) 
Resident  Physician  (2-5) 

Young  Physician  (2-5) 

After  6 pm 

Alumni  events 
Specialty  society  functions 

Sunday,  May  2 1 

Texas  Dermatological  Society 
(9-12) 
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Bag.”  The  Infomart  sessions  are  free 
on  a first-come  basis,  but  preregistra- 
tion is  required  by  May  10. 

On  the  more  down-to-earth  side, 
“Patient  Partners  in  Arthritis”  includes 
live  demonstrations  of  how  to  exam- 
ine arthritis  patients,  and  the  Texas 
Dermatological  Association  also  pre- 
sents actual  cases.  As  in  previous  years, 
the  Addictive  Diseases  Symposium 
includes  an  open  meeting  of  Alco- 
holics Anonymous. 

In  all,  scientific  programs  are 
offered  by  nationally  recognized 
speakers  in  more  than  30  medical  spe- 
cialties. Many  sessions  are  expected  to 
be  of  special  interest  to  primary  care 


A supreme  evening 

Mary  Wilson,  formerly  of  the 
Supremes  vocal  group,  headlines 
“A  Supreme  Evening,”  theTMA 
Foundation’s  benefit  on  Friday, 
May  19,  during  annual  session 
in  Dallas.  The  elegant  affair  at 
the  Loews  Anatole  Hotel  fea- 
tures a gourmet  sit-down  meal, 
silent  auction,  and  cabaret-style 
entertainment.  Black  tie  is 
optional. 

Tickets  are  $123  a person, 
with  $65  tax  deductible.  Pro- 
ceeds will  benefit  the  TMA  and 
TMA  Alliance  domestic  vio- 
lence education  campaign, 
“Start  the  Healing  Now.”  For 
tickets  or  more  information,  call 
(800)  880-1300,  ext  1328,  or 
(512)  370-1328. 


physicians,  and  this  year,  for  the  first 
time,  those  courses  are  so  designated 
in  the  annual  session  program. 

A sampling  of  programs  targeted  to 
primary  care  includes  drug  prescrib- 
ing for  the  elderly,  cross-cultural  med- 
icine, the  team  approach  to  diabetes 
care,  cancer  screening  in  women,  and 
putting  prevention  into  practice. 

Featuring  more  than  200  scientific 
and  technical  exhibits,  the  exhibit  hall 
is  open  Thursday  and  Friday  from  8 
am  to  5:30  pm  and  Saturday  from  8 
am  to  2:30  pm.  The  TMA  Library 
CME  Resource  Center  is  on-site  in 
the  exhibit  hall  to  offer  Category  1 
CME  programs  in  a variety  of  for- 
mats, including  interactive  software, 
audio,  and  video. 

The  TMA  Alliance  is  holding  its 
convention  in  conjunction  with 
annual  session,  including  a legislative 
forum  and  workshops  on  medical 
ethics,  the  myths  of  safe  sex,  medical 
marriage,  and  other  topics.  Several  of 
the  sessions  will  offer  continuing  edu- 
cation credits.  Accomplishments  of 
TMA  Alliance  county  chapters  will  be 
recognized  at  a celebration  dinner 
Thursday  evening  featuring  Kenneth 
Cooper,  MD,  of  the  Cooper  Clinic. 
Mary  Wilson,  a former  Supreme  and  a 
domestic  violence  survivor,  speaks  at  a 
luncheon  on  Friday. 

Both  the  TMA  Annual  Session  and 
the  alliance  convention  are  headquar- 
tered at  the  Loews  Anatole  Hotel. 
Attendees  will  have  many  opportuni- 
ties to  unwind  or  be  entertained, 
including  a fun  run,  tennis  and  golf 
tournaments,  and  the  1 MA  Founda- 
tion’s “A  Supreme  Evening”  to  benefit 


the  TMA  and  TMA  Alliance  domestic 
violence  education  campaign. 

For  more  information,  contact 
TMA’s  annual  session  and  meeting 
management  department  at  (800)  880- 
1300,  ext  1452,  or  (512)  370-1452. 

Constitutional  amendment 
on  gender-neutral  language 
to  be  considered  by  delegates 


IN  AN  EFFORT  TO  ELIMINATE 
gender-biased  language  in  the 
Texas  Medical  Association’s  Con- 
stitution and  Bylaws,  the  House  of 
Delegates  will  consider  a proposal  to 
substitute  the  word  “chair”  for  “chair- 
man” in  those  documents  at  its  meet- 
ing May  18-19  during  annual  session. 

The  proposal  was  made  by  the 
TMA  Council  on  Constitution  and 
Bylaws  and  will  require  a constitu- 
tional amendment.  Bylaws  amend- 
ments will  be  included  in  the  council’s 
report  at  annual  session,  at  which  time 
the  constitutional  amendment  will  be 
submitted  for  final  approval. 

Following  is  the  proposed  amend- 
ment (text  to  be  added  is  underlined  and 
text  to  be  removed  is  crossed  through): 

Amend  Article  V,  House  of  Dele- 
gates, by  deletion  and  substitution 
as  follows: 

Sec.  2.  The  membership  of  the 
House  of  Delegates  shall  consist  of 
(1)  Delegates,  elected  in  accor- 
dance with  this  Constitution  and 
Bylaws,  and  ex  officio:  (2)  the  Pres- 
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ident  ...  (8)  the  members  of  the 
Council  on  Legislation  and  the 
several  chairmen  chairs  of  the  other 
respective  councils  . . . and  as  non- 
voting members:  (14)  the  ebair- 
man  chair  of  TEXPAC;  ( 1 5)  other 
Past  Presidents  of  the  Association 
who  are  current  active  or  emeritus 
members;  and  (16)  delegates  emer- 
itus of  the  AMA  Delegation. 

Physician  caricatures 
highlight  historical  exhibit 


EW  IN  THE  PUBLIC  EYE 
escaped  the  satire  of  Vanity  Fair ; a 
leading  society  magazine  of  Vic- 
torian and  Edwardian  England 
famous  for  its  full-page  chromolitho- 
graphed  caricatures  of  prominent  citi- 
zens. Physicians  and  scientists,  some 
well-known  today  and  others  not, 
were  among  the  subjects  of  the  artistic 
renderings. 

A print  collection  of  these  fascinat- 
ing turn-of-the-century  drawings  is 
featured  in  an  exhibit  titled  “Carica- 
tures in  Medicine”  on  display  through 
July  31  in  the  Texas  Medical  Associa- 
tion History  of  Medicine  Gallery. 

1 he  gallery  is  located  on  the  first 
floor  of  the  TMA  building  at  401  W 
15th  St  in  Austin.  The  exhibit  can  be 
viewed  from  8:15  am  to  7 pm,  Mon- 
day through  Friday,  and  9 am  to  1 pm 
on  Saturday.  The  TMA  building  is 
closed  on  major  holidays.  For  more 
information,  contact  Patry  Mullins  or 
Susan  Brock  in  the  TMA  Library  at 
(800)  880-1300,  or  (512)  370-1300. 


Louis  Pasteur  affectionately  caresses  two  of  his 
laboratory  rabbits  as  he  peers  out  of  his  pince- 
nez  spectacles. 

CHARTRAN  / VANITY  FAIR 


Surgical  pioneer  Sir  Janies  Paget  appears  stooped 
in  his  academic  robes,  probably  the  result  of  a 
disorder  described  by  him  and  now  known  as 
Paget's  disease  of  the  bone. 

LESLIE  WARD  / VANITY  FAIR 


Charles  Darwin  is  seated  in  the  wheeled  chair 
he  used  to  propel  himself  around  his  workroom 
between  tables  holding  his  scientific  projects. 

VANITY  FAIR 


Rudolf  Virchow,  known  as  the  father  of  modern 
pathology,  was  one  of  the  greatest  authorities  on 
anthropolog y of  his  time. 

LESLIE  WARD  / VANITY  FAIR 
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Commentary 

Managed  care: 

The  Corpus  Christi  story 

By  F.  James  McCutchon,  MD 


I ate  in  1984,  a group  ol  doctors  in 
Corpus  Christi  began  meeting  to 
look  at  possible  solutions  to  what 
seemed  to  be  very  serious  prob- 
lems. There  was  no  structure  to  the 
meetings.  We  just  sat  around  and 
talked  about  what  we  might  do. 

I he  federal  government  was  too 
big  to  fight,  but  we  thought  we  might 
be  able  to  do  something  about 
Humana,  which  had  started  an  unop- 
posed health  maintenance  organiza- 
tion (HMO)  in  our  community.  We 
were  concerned  about  loss  of  physi- 
cian control  of  patient  care,  and  we 
did  not  think  capitation  was  a good 
way  to  control  utilization  because  we 
thought  that  it  had  the  potential  to  be 
bad  for  patients.  We  still  think  that. 

The  problem  was  that  we  had  no 
experience  and  no  one  to  help  us.  The 
one  thing  we  did  know  was  that  we 


F.  James  McCutchon,  MD,  a Cor- 
pus Christi  urologist,  is  president  of  the  Coastal 
Bend  Independent  Practice  Association  and  a 
managed  care  consultant. 
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did  not  want  to  be  salaried  “providers” 
in  the  direct  medical  care  department 
of  some  huge  company  run  by  money 
people.  We  wanted  to  be  doctors. 

Our  first  step  toward  a solution 
was  to  collect  information.  Individual 
physicians  made  fact-finding  trips  at 
their  own  expense  to  see  what  other 
doctors  were  doing,  and  we  reported 
back  to  our  informal  group.  The 
model  we  chose  to  copy  was  Physi- 
cians Health  Plan  of  Minneapolis.  It 
had  the  philosophy  that  we  liked,  and 
the  doctors  in  Austin  had  copied  it 
successfully  (we  thought). 

After  presenting  the  idea  to  the 
medical  community  and  getting  an 
expression  of  support  in  the  form  of 
$400  per  doctor  for  a feasibility  study, 
we  spent  the  entire  year  of  1985  get- 
ting organized  and  obtaining  a certifi- 
cate of  approval  from  the  State  Board 
of  Insurance.  Our  capital  was  supplied 
by  stock  sale  to  physicians  and  a line 
of  credit  backed  by  signature  of  the 
same  physicians. 

Coastal  Bend  Health  Plan  (CBHP) 
opened  for  business  on  January  1, 
1 986,  as  a fee-for-service,  open  access 
(no  gatekeepers)  HMO  that  was 
100%-owned  by  its  participating 
physicians,  with  a provision  that  no 
one  could  own  more  stock  than  any- 
one else. 

We  believed  that  utilization  could 
be  controlled  by  trusting  our  doctors, 
by  a continuous  process  of  education 
about  managed  care,  by  peer  pressure, 
and  by  sanctions  if  all  else  failed. 
There  were  quite  a few  cynics  and 
skeptics,  but  the  system  has  worked. 

Frankly,  we  had  no  illusions  about 
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our  business  acumen.  We  knew  that 
expert  help  was  needed,  and  we 
looked  for  it.  Humana  helped  us 
there.  They  fired  the  CEO  of  their 
plan  because  he  took  a strong  position 
in  favor  of  the  doctors  in  a dispute 
with  the  company.  We  hired  him,  and 
he  had  a major  role  in  our  success.  We 
also  signed  a management  contract 
with  Charter  Med  of  Minneapolis, 
now  known  as  United  Health  Care. 

I he  early  years  were  rocky.  We  lost 
$2  million  in  the  first  2 years,  and  that 
was  just  about  all  the  capital  that  we 
had.  If  Spohn  Hospital  had  not 
loaned  us  $1.5  million  in  February 
1988,  we  would  have  had  to  sell  or 
close.  It  was  that  close. 

The  things  that  made  it  tough  were: 

• Humana  cut  prices  to  compete. 

• The  hospitals  would  not  give  good 
discounts  until  we  had  enough 
enrollees  to  be  a significant  eco- 
nomic factor.  The  marketplace  did 
not  trust  the  new  kids  on  the  block; 
Austin’s  plan  went  belly  up,  and 
rumor  had  it  that  CBHP  was  next. 

• The  doctors  did  not  realize  that  they 
had  to  make  changes  in  their  practice 
patterns  in  the  new  environment. 

Some  of  our  best  physicians 
became  discouraged  by  the  low  fees, 
the  hassles,  and  the  annual  loss  of  the 
withhold  that  we  could  not  afford  to 
pay  back.  They  quit. 

Nevertheless,  we  recorded  a profit 
of  $24,000  for  1988,  and  we  did 
another  momentous  thing.  We  severed 
our  management  agreement,  bought  a 
computer,  and  became  truly  indepen- 
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dent.  Many  did  not  believe  it  yet,  but 
the  tide  had  turned.  CBHP  has  shown 
a profit  every  year  since  then. 

In  1992,  half  of  the  withhold  was 
returned,  and  all  ol  it  was  returned  in 
1993.  The  loan  from  Spohn  was 
repaid  in  full,  and  there  was  still  a 
profit.  Furthermore,  the  physician 
share  ol  the  premium  dollar  had  grad- 
ually risen  to  34%,  while  the  hospital 
share  had  dropped  to  31%.  Adminis- 
tration costs  were  now  at  12%. 

When  our  CEO  left  to  return  to 
his  native  Tennessee  in  1990,  there 
was  another  near  panic.  How  could 
we  replace  the  man  who  taught  us  all 
that  we  knew  and  on  whom  we  relied 
so  heavily?  However,  we  found 
another  CEO  who  has  proven  to  be 
more  than  adequate.  She  has  been 
excellent.  In  an  odd  twist  of  fate,  she 
had  been  a senior  vice  president  ol  our 
old  management  company.  She  had 
been  sent  to  Texas  to  rescue  the  Austin 
Plan,  which  the  company  also  man- 
aged, but  she  had  arrived  just  in  time 
for  the  funeral.  Fortunately  for  CBHP, 
she  liked  Texas,  and  she  liked  the 
ideals  that  CBHP  represented. 

Then  came  another  surprise.  As  we 
tried  to  stay  ahead  of  the  game,  the 
board  ol  directors  watched  the  evolu- 
tion ol  managed  care  elsewhere.  Based 
on  the  new  reality,  the  company  was 
sold  in  1994.  Why? 

One  option  was  to  continue  as  a 
regional  HMO.  This  had  been  our 
original  goal,  and  we  had  reached  it. 
We  had  even  surpassed  it,  since 
CBHP  was  now  doing  business  from 
Victoria  to  Laredo  to  Brownsville 
and  had  formed  a subsidiary  third- 


party  administrator  to  handle  self- 
insured  groups. 

Another  option  was  to  expand 
throughout  Texas.  There  was  not 
enough  capital  on  hand,  and  we  did 
not  see  a way  to  get  it  without  losing 
control  to  the  new  investors. 

A third  option  was  partnership 
with  one  ol  the  major  players.  At  first 
that  seemed  impossible  as  well,  but  we 
think  that  we  have  found  something 
almost  as  good. 

Since  only  the  large  seem  destined  to 
survive,  and  the  time  to  sell  is  when  you 
can  get  what  you  want  in  return,  we 
sold  lor  a nice  profit  while  we  retained 
that  most  precious  of  commodities  — 
control  of  the  practice  ol  medicine. 

Principal  Health  Care,  Inc  (PHC), 
is  a subsidiary  ol  Principal  Financial 
Services.  The  company  has  more  than 
$40  billion  under  management  world- 
wide, but  it  had  no  managed  care 
product  in  Texas.  They  wanted  in,  and 
they  were  willing  to  work  with  us. 

I he  purchase  price  was  $32  mil- 
lion. That  works  out  to  about 
$100,000  lor  each  of  the  physician 
stockholders.  Those  who  started  out 
in  1 984  and  who  stayed  the  course 
paid  $1,900  each.  The  later  arrivals 
paid  up  to  $6,000.  The  return  on 
investment  seems  good  to  us  even 
though  we  must  count  the  lost  with- 
hold from  1985  through  1991. 

The  participating  physicians  ol  the 
Principal  Health  Care  ol  Texas  are  now 
members  of  Coastal  Bend  Indepen- 
dent Practice  Association  (CBIPA). 
CBIPA  nominates  and  elects  all  ol  the 
committees  for  PHC  of  Texas,  and 
these  committees  of  doctors  have  the 


final  authority  lor  credential ing  physi- 
cians, utilization  management,  quality 
assurance  and  the  continuation  of 
physician  education  in  managed  care, 
discipline,  and,  il  necessary,  termina- 
tion. There  is  a well-defined  appeal 
mechanism,  and  the  appeals  are  heard 
by  practicing  physicians.  Finally, 
CBIPA  will  receive  10%  of  the  net 
profit  ol  PHC  ofTexas  lor  the  Corpus 
Christi  service  area. 

In  short,  we  think  that  this  is  an 
ideal  solution.  We  become  part  ol  one 
ol  the  survivors,  and  we  maintain 
physician  control  of  the  medical  deci- 
sions. We  may  not  have  reached  all  of 
the  goals  that  the  Texas  Medical  Asso- 
ciation and  the  American  Medical 
Association  have  designated  for  physi- 
cians in  managed  care,  but  we  think 
that  we  have  reached  the  most  impor- 
tant ones. 

Where  do  we  go  from  here?  Who 
knows!  While  we  may  have  control  ol 
the  medical  decisions  in  Principal 
Health  Care,  we  still  have  to  deal  with 
other  managed  care  organizations.  We 
intend  to  continue  to  study  the  prob- 
lems facing  us  and  to  continue  devel- 
oping solutions  to  these  problems.  We 
hope  to  stay  in  front. 
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Physician  needed  for 
editorial  committee 


A PHYSICIAN  IS  NEEDED  TO 
fill  a vacancy  on  the  Texas  Medi- 
cine editorial  committee.  The 
14-member  committee,  which 
meets  twice  a year,  sets  broad  policies 
for  Texas  Medicine  and  reviews  clinical 
articles  submitted  lor  publication  in 
the  Journal  section  oi  the  magazine. 

The  new  editorial  committee 
member  will  serve  a 3-year  term  and 
then  be  eligible  for  reappointment.  II 
you  are  interested  in  applying  lor  the 
position,  please  send  a curriculum 
vitae  to  Jean  Pietrobono,  managing 
editor  ol  Texas  Medicine,  401  W 13th 
St,  Austin,  TX  78701-1680;  fax  (512) 
370-1632. 


75  Years  Ago  in  Texas  Medicine 

April  m 

Gas  anesthesia 

By  W.W.  Boyne,  MD 
Fort  Worth,  Tex 

Tonsillectomy  under  any  anesthetic  is  unpleasant 
enough  and  causes  sufficient  discomfort  to  the  patient.  Any  method  of 
anesthesia  that  reduces  that  unpleasantness  deserves  consideration. 
Local  anesthesia  has  many  disadvantages  and  very  few  advantages.  . . . 
My  experience  has  been  that  post-operative  hemorrhage  is  more  frequent 
following  local  anesthesia  than  after  a general  anesthesia.  I have  found 
post-operative  hemorrhage  follows  ether  more  Irequently  than  gas.  . . . 

Two  things  are  essential  to  successful  gas  tonsillectomy:  (1)  A good 
anesthetic;  (2)  a speedy  operation. 

1 use  the  Gwathmey  gas  outfit.  A mixture  ol  about  95  per  cent  nitrous 
oxide  and  5 per  cent  oxygen  is  administered.  In  a comparatively  short 
time,  usually  less  than  one  minute,  relaxation  is  sufficient,  the  gag  is 
opened  and  the  operator  has  about  1 5 to  20  seconds  to  remove  the  tonsils 
and  adenoids.  Just  as  he  is  through  the  patient  usually  awakens,  empties 
his  mouth,  is  given  a gargle  (ice  water)  and  is  ready  to  sit  up.  The  fact  that 
he  awakens  so  promptly  and  thoroughly  causes  him  to  spit  out  the  blood 
instead  of  swallowing  it.  Very  rarely  does  a patient  vomit  blood  following 
operation  by  this  method.  . . . 


(Texas  State  Journal  of  Medicine.  1 895 ; 1 0 [ 1 1]:595— 596) 
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Texas  Department  of  Health  reportable  diseases 


I he  Texas  Department  of  Health  (TDH)  released  a new  list  of  conditions  this  January  that  must  be  reported  to  local 
health  departments  or  to  TDH.  Some  conditions,  including  toxic  shock  syndrome  and  Reye’s  syndrome,  were 
deleted  from  the  list,  while  others,  including  hantavirus  infection  and  relapsing  fever,  were  added.  Several  conditions 
were  changed  from  one  reporting  category  to  another.  Contact  Julie  Rawlings,  of  the  TDH  Infectious  Disease  Epi- 
demiology & Surveillance  Division,  at  (800)  252-8239  with  questions. 

Diseases  reportable  immediately  by  telephone  to  local  health  department  or  TDH  by  name,  age,  sex,  race/ethnicity,  date  of  birth, 
address,  telephone  number,  disease,  date  of  onset,  physician,  and  method  of  diagnosis: 


Infectious  Disease  Epidemiology 
and  Surveillance  Division 

Call  (800)  252-8239 

TDH  Immunization  Division 
Call  (800)  252-9152 

Botulism,  foodborne 

Cholera 

Meningococcal  infections, 
invasive1 

Plague 

Rabies,  human 

Viral  hemorrhagic  fevers 

Yellow  fever 

Diphtheria 

Haemophilus  influenzae 
infections,  invasive1 

Measles  (rubeola) 

Pertussis 

Poliomyelitis,  acute  paralytic 

Outbreaks , exotic  diseases , and  unusual  group  expressions  of  illness  that  may  be  of public  health  concern  should  also  be  reported  immediately. 

Diseases  reportable  on  a weekly  basis,2  except  for  rubella  and  tuberculosis,  which  should  be  reported  within  1 working  day.  Report 
by  name,  age,  sex,  race/ethnicity,  date  of  birth,  address,  telephone  number,  disease,  date  of  onset/occurrence,  physician,  and 
method  of  diagnosis: 


Acquired  immune  deficiency 
syndrome  (AIDS)3 
Amebiasis 
Anthrax 
Asbestosis4 
Botulism  (infant) 

Brucellosis 

Campylobacteriosis 

Chancroid3 

Chlamydia  trachomatis  infection3 
Dengue 

Encephalitis  (specify  etiology) 
Escherichia  coli  Ol  57:H7  infection 
Gonorrhea5 

Hansen’s  disease  (leprosy) 
Hantavirus  infection 


Hemolytic  uremic  syndrome  (HUS) 
Hepatitis,  acute  viral  (specify  type)6 
Injuries  (specify  type)7 
Spinal  cord  injury 
Near  drowning 
Lead,  adult  elevated  blood'1 
Legionellosis 
Listeriosis 
Lyme  disease 
Malaria 

Meningitis  (specify  type)8 
Mumps 

Pesticide  poisoning,  acute 
occupationaP 
Relapsing  fever 

Rocky  Mountain  spotted  fever 


Rubella 

Salmonellosis,  including  typhoid 

Shigellosis 

Silicosis4 

Streptococcal  disease,  invasive 
Group  A 
Syphilis3 
Tetanus 
Trichinosis 
Tuberculosis4 

Tuberculosis  infection  in  persons 
less  than  1 5 years  of  age 
Typhus 

Vibrio  infections 


Diseases  reportable  by  number  only:  Chicken  pox 


Report  HIV  infection  in  persons  13  years  of  age  and  older  by  the  last  four  digits  of  the  patient’s  social  security  number;  sex; 
race/ethnicity;  date  of  birth;  city,  county,  and  zip  code  of  residence;  and  include  physicians  name,  address,  and  telephone  number. 


Report  HIV  infection  in  persons  less  than  13  years  of  age  by  name;  sex;  race/ethnicity;  date  of  birth;  city,  county,  and  zip  code  of 
residence;  and  include  physician’s  name,  address,  and  telephone  number. 

Includes  meningitis,  septicemia,  cellulitis,  epiglottitis,  osteomyelitis,  pericarditis,  and  septic  arthritis. 

: The  local  or  regional  health  department  shall  collect  reports  of  diseases  and  transmit  them  at  weekly  intervals  to  TDH. 

3 Reported  by  physician  only  once  per  case  following  initial  physician  diagnosis. 

* The  Occupational  Disease  Reporting  Act  (Health  & Safety  Code,  Chapter  84)  requires  physicians  and  directors  of  laboratories  to  report  these  occupationally  related  diseases  to 

TDH  at  (512)  458-7269. 

’ Syphilis,  gonorrhea,  chancroid,  and  laboratory-confirmed  Chlamydia  trachomatis  infections  are  reportable  in  accordance  with  Sections  97. 1 32,  97. 1 34,  and  97. 1 35  of  TAC.  Form 
STD  27,  Confidential  Report  of  Sexually  Transmitted  Disease,"  shall  be  used  to  report  these  sexually  transmitted  diseases.  Questions  may  be  directed  to  TDH  at  (512)  458-7463. 
0 Includes  types  A,  B,  C,  D (Delta),  E,  non-A,  non-B,  and  unspecified. 

The  Injury  Prevention  and  Control  Act  (Health  & Safety  Code,  Chapter  87)  requires  physicians,  medical  examiners,  and  justices  of  the  peace  to  report  these  injuries  to  local 
health  departments  or  to  TDH  at  (512)  458-7266. 

8 Includes  aseptic/viral,  bacterial  (specify  etiology),  fungal,  and  other. 

’ Report  tuberculosis  on  Form  TB-400,  “Report  of  Case  and  Patient  Services."  Questions  may  be  directed  to  TDH  at  (512)  458-7448. 
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Allergy 

HEADACHE  & MIGRAINE  CLINIC 

(Rhinology-Allergy-Nutrition-Stress) 

Established  in  1 984.  WE  TREAT  THE  CAUSE 

(Concept  of  treatment  outlined  & published  in  International  Rhinology  Supp.  2 1987) 
S.  Hoover  MD 

(Oto- Rhino-laryngologist-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recurrent  Headaches 
(namely:  Class,  Migraine,  Clusters,  tension,  premenstrual,  sinus,  everyday,  and  headache  of 
relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives,  muscle-relax- 
ants,  cafe-ergot,  methylsergide  nor  B Blockers 

1/45  N.  Frwy.  7324  SW  Frwy  @ Fondren 

1 50  W.  Parker  Rd.  Arena  Tower  II  #755 

Houston,  TX  77076  Houston,  TX  77074 

713  694-8188 
FAX  713  650-1941 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 

EDWARD  A.TALMAGE,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology' 

Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 
Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 
Spinal  Cord  Stimulatiom  Implants 
Intra-Thecal  Opiate  Delivery  Systems 
Thermography 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(713)  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 
XOCHITL  B.  SANCHEZ,  MD 

Diplomate  American  Academy  of  Pain  Management 
Pain  Management  - Anesthesiology  - Thermolog)' 

Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Intraspinal  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 

Dallas.  Texas  75230  Answered  24  hours 


Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 

PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  Ciry  Dallas  II,  7777  Forest  Lane,  Suite  B 1 1 6,  Dallas,  Texas  75230; 

214  661-7010 


Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS 

George  F.  Cravens,  MD,  PA 
Thomas  R.  Donner,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  817  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 
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Ophthalmology 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 


2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Lowers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B 1 1 6 
Dallas.  Texas  75230;  214  661-7010 


Orthopedic  Oncology 

RICHARD  G.  BUCH,  MD,  FAAOS,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Fellowship  Trained  Orthopedic  Oncology 
Limb  Salvage  Surgery 

Musculoskeletal  Tumors,  Chronic  Infections,  Complex  Joint  Reconstructions 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Suite  600,  Dallas,  TX  75235,  2M-350-7500 


Samuel  M.  Bierner,  MD 
Charles  E.  Cook,  MD 
Kenneth  Driggs,  MD 
Kevin  Gill,  MD 
Phillip  M.  Graehl,  MD 
Joseph  G.  Jacko,  MD 
L.T.  Johnson,  MD,  FACS 
Richard  E.  Jones,  MD 


Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Charles  E.  Neagle  III.  MD 
James  L.  Ough,  MD 
Scott  O.  Paschal,  MD 
R.  Craig  Saunders,  MD 
Marvin  E.  Van  Hal,  MD 


5939  Harry  Hines,  Suite  530 
St.  Paul  Professional  Bldg.  II 
Dallas,  Texas  75235 
214  879-6299 


Orthopedic  Surgery 

W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


2001  N.  MacArthur  Boulevard,  #540.  Irving,  TX  75061 , 214-254-8000 
Robert  E.  Bayless,  MD  Mark  S.  Greenberg,  MD 

Charles  E.  Cook,  MD  Marvin  E.  Van  Hal,  MD 

Bruce  M.  Faust,  MD  George  G.  Susat,  MD 

4333  N.  Josey,  Plaza  I-Suite  102,  Carrollton,  TX  75010,  214-492-1334 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl.  MD 

9 Medical  Parkway,  Plaza  IV-Suite  308,  Farmers  Branch,  TX  75234,  214-241-5446 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl.  MD 

3500  130,  Bldg  C # 1 0 1 , Mesquite,  TX  75 150,21 4-682- 1 307 


L.  Ray.  Lawson,  MD 

Robert  D.  Vandermeer,  MD 

R.  Stephen  Curtis,  MD 

William  A.  Bruck,  MD 

W.Z.  Burkhead,  Jr.,  MD 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-23 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 

i;  214  220-2468;  FAX  214  720-1982 


Charles  Mitchell,  MD  L.  T.  Johnson,  MD 

1010  N Belt  Line  Road,  Suite  101 , Mesquite,  TX  75149,  214-288-4429 
Cary Tanamachi,  MD  Terry  M.  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76201,  817-545-2596 
R.  Craig  Saunders,  MD 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

James  M.  Becldey,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  &C  Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  210  226-2424 


DIRECTORY  RATES  &:  DATA:  Space  is  available  to  TMA  members  at  $80 per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of 5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Denise  Kotson, 
TEXAS  MEDICINE,  401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the  month 
preceding  publication  month. 
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Opportunities  Available 
Emergency  Medicine 

Pampa,  Texas:  Enjoy  the  peaceful  lifestyle  of  West  Texas 
while  practicing  Emergency  Medicine  at  this  1 15-bed  facil- 
ity just  north  of  Amarillo.  The  ED  volume  is  around  8,000 
annually  and  outstanding  remuneration  is  offered.  No  over- 
head, no  on-call,  and  professional  liability  insurance  pro- 
curement assistance  is  offered.  To  inquire  further,  please 
contact  Cheryl  Armstrong,  Coastal  Physician  Services  of 
the  West,  Inc.,  3010  LBJ  Freeway,  Suite  1300,  Dept.  SA, 
Dallas,  TX  75234.  1-800-745-5402  or  FAX  214-484-4395. 


San  Antonio,  Texas  — Emergency  Physicians 
Affiliates  has  opportunities  for  qualified  emer- 
gency physicians  to  work  in  the  emergency 
departments  of  a prestigious  five  hospital  system. 
This  system  consists  of  Level  II  full-service  com- 
munity hospitals  with  an  excellent  medical  and 
nursing  staff,  double  and  triple  coverage,  and  ED 
dictation  system.  Fee-for-service  remuneration  of 
$155,000-$205,000  annually.  Applicants  must  be 
BC/BP  in  EM  or  a primary  care  specialty.  San 
Antonio  is  a great  place  to  live,  has  a culturally 
rich  environment,  and  you  can  enjoy  a relaxing 
lifestyle.  Please  send  CV  to  Tom  Tidwell. 
Emergency  Physician  Affiliates,  16414  San 
Pedro.  Suite  #355,  San  Antonio,  Texas  78232- 
0330  or  call  (210)495-9860. 


West  Texas:  Emergency  Medicine  practice  opportunities 
available  in  the  Panhandle  of  Texas.  Volumes  range  from 
2,000  to  45,000  with  remuneration  competitively  set.  For 
more  information,  contact  Cheryl  Armstrong,  Coastal 
Physician  Services  of  the  West,  Inc.,  3010  LBJ  Freeway, 
Suite  1300,  Dept.  SA,  Dallas,  TX  75234.  1-800-745-5402 
or  FAX  214-484-4395. 


Dallas/Fort  Worth  area:  Emergency 
Medicine  opportunities  in  suburban  and  rural 
communities  near  DEW.  Practice  in  beautiful 
East  Texas,  quiet  West  Texas,  or  exciting  North 
Central  Texas.  Volumes  range  from  7,000  to 
20,000  annually  and  remuneration  is  competi- 
tively set.  Flexible  scheduling,  no  on-call,  and 
professional  liability  insurance  procurement 
assistance.  For  more  details,  please  contact 
Cheryl  Armstrong,  Physician  Recruiter,  Coastal 
Emergency  Services  of  the  West,  Inc.,  3010  LBJ 
Freeway,  Suite  1300,  Dept.  SA,  Dallas,  TX 
75234,  1-800-745-5402  or  FAX  214-484-4395. 


Experience  the  Sterling  Advantage 


e>  A national  contract-management  group  founded  and  led  by  a residency 
trained  emergency  physician 

•>  Commitment  to  building  rewarding,  stable  practices  for  physicians 
e>  Dedication  to  promoting  high-quality  patient  care 

Emergency  Medicine  Independent  Contractors  Enjoy: 

•>  Competitive  Compensation  Packages 
•>  Paid  Malpractice  With  Extended  Coverage 
•>  Discounted  Disability  Coverage 
•>  Continuing  Medical  Education 
•>  No  Restrictive  Covenants  in  Contracts 

Emergency  Medicine  Opportunities  Available  in: 

TEXAS 


•> 

Angleton 

•> 

New  Braunfels 

•> 

Aransas  Pass 

•> 

Lake  Jackson 

•> 

Channelview 

•> 

Lewisville 

•> 

Cleveland 

•> 

Pasadena 

•> 

Del  Rio 

•> 

Port  Lavaca 

•> 

Fredericksburg 

•> 

San  Antonio 

•> 

Houston 

•> 

Terrell 

•> 

Jonesboro 

•> 

Weslaco 

ARKANSAS 

•> 

Jonesboro 

•> 

Wynne 

LOUISIANA 

•> 

Morgan  City 

•> 

Shreveport 

For  further  information  on  opportunities  available  in  the  cities  listed  above, 
please  contact  Pat  Smith  at  800-874-4053  or  fax  CV  to  419-249-5620. 


STERLING 

HEALTHCARE  GROUP 
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Emergency  Medicine 


KILLEEN:  Discover  outstanding  emer- 
gency department  opportunities  for  the 
BC/BP  primary  care  physician  with  ED 
experience.  Excellent  nurses  and  staff 
back-up.  Renovated  facilities.  Combine 
quality  of  life  - schools,  recreation  and 
time  for  family.  Competitive  remunera- 
tion starts  at  150K.  Incentive  plans  to  be 
discussed.  Call  Sally  S.  Williams. 

VICTORIA:  E mergency  Department 
opportunity.  Progressive  hospital  with 
high  standard  of  care.  Very  responsive 
medical  staff.  303  bed  facility,  approxi- 
mately 14,000  fishing  and  hunting  par- 
adise. Excellent  remuneration. 
Professional  liability  insurance  can  be 
procured  for  you.  Call  Pat  Weidman. 

PALESTINE:  New  hospital  in  lovely  east 
Texas  community  has  opening  for  prima- 
ry care  physician  in  emergency  depart- 
ment. Excellent  nurses  and  staff  back- 
up. State-of-art  facilities.  Enjoy  woods, 
lakes,  and  an  excellent  school  system. 
Competitive  remuneration.  Malpractice 
insurance  procurement  program.  Call 
Sally  S.  Williams. 

Pat  Weidman  or  Sally  S.  Williams 

Coastal  Physician  Services 
of  the  West,  Inc. 

3010  LBJ  Freeway,  Suite  1300,  LB43 
Dallas,  TX  75234-2709 
1-800-745-5402 


TEXAS:  Well  established  regional  group 
has  opportunities  available  in  EDs  rang- 
ing from  12,000  to  50,000  visits  annually. 
Earn  the  industry’s  maximum  compensa- 
tion as  an  independent  contractor  with 
out  the  day-to-day  hassles  of  managing 
your  own  practice. 

Send  CV  to  Emergency  Medicine 
Consultants,  PA,  1525  Merrimac  Circle, 
Suite  107,  Fort  Worth,  TX  76107;  or  call 
(817)  336-8600. 


MEDICAL  DIRECTION  FOR 
EMERGENCY  MEDICAL  RESCUE  SYSTEM 

Travis  County  and  the  City  of  Austin  are 
jointly  seeking  proposals  from  qualified 
physicians,  individually  or  as  a team,  to 
provide  Medical  Direction  for  the 
County/City  EMS  Rescue  System. 
Responsibilities  include:  medical  leader- 
ship, medical  performance  monitoring 
and  regulation,  and  medical  education 
& research.  Applicants  must  be  licensed 
or  capable  of  obtaining  license  to  prac- 
tice medicine  in  the  State  of  Texas,  board 
eligible  in  their  medical  specialty,  experi- 
enced in  emergency  medicine,  and 
familiar  with  the  design  and  operation  of 
a tiered  urban  EMS  system.  Salary  and 
benefits  negotiable.  Interested  candi- 
dates can  obtain  a proposal  package  by 
contacting. 

Cyd  V.  Grimes 

Travis  County  Purchasing  Agent 

RO.  Box  1 748 
Austin,  Texas  78767 

(512)  473-9700 

Deadline  for  Qualification  Submissions: 

May  1,  1995 


Family/General  Practice 

AMARILLO  AREAS:  Emergency  room  ,rnd  clinic  oppor- 
tunities for  primary  care  physicians.  Full  and  part-time  flex- 
ible schedules.  Texas  license,  BCLS  & ACLS  required. 
ATLS  and/or  PALS  a plus.  Malpractice  is  available.  Con- 
tact: ANNASHAE  CORPORATION,  Healthcare  Manage- 
ment & Staffing:  1-800-245-2662. 


INTERNAL  MEDICINE  AND  FAMILY  PRACTICE.  BOARD 
CERTIFIED  OR  BOARD  ELIGIBLE.  UNIQUE  OPPORTU- 
NITY with  primary  care  group  to  provide  hospital  inpatient 
or  office  outpatient  services  for  Baylor  University  Medical 
Center  (depending  on  physician  preference  for  hospital  or 
office  practice).  Very  attractive  compensation  package 
includes  salary,  plus  benefits  and  financial  incentives  to  pro- 
mote individual  achievement  and  group  goals.  The  positions 
require  NO  ON-CALL  RESPONSIBILITY.  This  is  a physician- 
managed  group  with  strong  Baylor  affiliation,  including  full 
support  from  subspecialty  attending  staff  and  administra- 
tion. For  additional  information,  contact  Brenda  Lancaster, 
TPCA,  c/o  EmCare,  1717  Main  Street.  Suite  5200,  Dallas,  TX 
75201;  214/712-2018. 


FP  physicians  needed  in  Dallas,  Ft. 
Worth,  Houston,  El  Paso,  Harlingen, 
McAllen,  etc.  Top  end  reimbursement, 
excellent  benefits.  1000’s  of  positions 
also  available  nationally.  Call  The 
Curare  Group,  Inc.  1-800-880-2028. 


FAMILY  PRACTICE  PHYSICIAN  NEEDED  full- 
time to  share  prime  office  space  in  North 
Dallas.  B/E,  B/C  preferred:  HM0/PP0  affilia- 
tion a plus.  Reasonable  Rent;  Excellent  Staff; 
X-Ray/Lab/  and  Call  Coverage.  No  O.B.  Call: 
Gabriel  Fried,  MD  at  (214)  387-0155  or  mail 
C.V.  to:  Family  Medical  Center,  15111 
Preston  Road,  Ste  103,  Dallas,  TX  75248. 


FAMILY/GENERAL  PRACTICE 

Student  Health  Center 
Texas  Tech  University 
Health  Sciences  Center 
Lubbock,  Texas 

Physician  to  provide  primary  medical 
care  to  students.  Onsite  laboratory,  x- 
ray,  and  pharmacy  facilities. 
Nutritional,  orthopaedics,  dermatology, 
gynecology,  health  education  and  pro- 
motion services  also  available.  40  hour 
work  week  with  no  call  or  weekends. 
Salary  is  $75,000  - $80,00  plus  benefits, 
based  on  years  of  experience.  BC/BPl 
preferred  but  not  essential. 

Contact:  Dee  Jackson 
Associate  Director 
3601  4th  Street,  Thompson  Hall 
Lubbock,  TX  79430 
(806)  743-2860 
FAX  (806)  743-1071 

EEO/AA  EMPLOYER 


Immediate  and  projected  openings  for  BC/BE 
primary  care  physicians  available  nationwide, 
with  a focus  on  the  South.  Specialty  needs 
include  Medical  Oncology,  Allergy,  OB/GYN, 
and  Dermatology.  Excellent  compensation 
packages  include  incentives,  marketing  sup- 
port, relocation  assistance  and  more.  Contact: 
Professional  Healthcare  Insource 
6900  Fannin,  Ste  240 
Houston,  TX  77030 
800-289-5902;  fax  (713)  790-9333 
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Family/General  Practice 


For  Excellent  Practice  Opportunities 

Contact  the  TEXAS  Specialists 


Academic  Positions  (in 
Family  Practice  and 
Internal  Medicine) 
Correctional  Medicine 
Dermatology 
Family  Practice 


Physician 
Resource 
Network 


Flematology/Oncology 
Internal  Medicine 
Pediatrics 
Physiatry  (PM  & R) 
Psychiatry 

Pulmonary  Medicine 


Endorsed  by  the  TEXAS  MEDICAL  ASSOCIATION 
(817)  431-9679  • (800)  525-6055  • Fax  (817)  431-2317 
1342  Johnson  Road  • Keller,  Texas  76248-4205 


PHYSICIAN  SEARCH  AND  PLACEMENT 
EDUCATIONAL  LECTURES 
PHYSICIAN  MANPOWER  NEEDS  ANALYSIS 


TEXAS 

Outstanding  Family  Practice 
Opportunities,  in  a community  nestled 
amid  towering  pine  trees,  rolling  country- 
side, lakes,  rivers  and  a wonderful  year 
round  climate.  A family  atmosphere,  low 
cost  of  living,  low  crime  rate,  yet  close  to  big 
city  amenities.  Choose  your  practice  style  by 
selecting  a solo  practice  with  coverage,  a 
group  practice,  or  an  excellent  salaried  posi- 
tion assisting  a regional  medical  center 
establishing  community  clinics.  All  have 
excellent  income  potential.  Call  Sharon 
Hirst  (800)  253-4116  or  send  C.V.  to: 

Legacy  Healthcare 
16415  Addison  Road,  Dallas,  Texas  75248 
FAX  (214)  735-0525 


CORPUS  CHRIST1,  TEXAS 

FAMILY  PRACTICE  - BC/BE 

New  medical  group  is  seeking  physician  with 
interest  in  urgent  care,  hospital  and  office 
work.  Exciting  opportunity  with  new  facility. 
Excellent  facilities,  salary  and  benefits. 

Send  C.V.  to:  Ron  Knight,  Marketing  Director 
5262  S.  Staples,  Suite  225 
Corpus  Christi,  TX  78411 
or  FAX  to:  (512)993-2211 


Family  Practice 

IF  YOU  WANT  TEXAS  new.  attractive  FP 
group  openings  in  Denton,  San  Antonio. 
Corpus  Christi;  major  hospital  affiliations; 
attractive  income  guarantees;  reply  confi- 
dentially to  Phil  Kelbe,  Fox  Hill  Associates, 
(800)  338-7107;  Fax;  (414)  785-0895. 


BEAUTIFUL  NORTHEAST  TEXAS 

Immediate  turn  key  opportunity  with  well  estab- 
lished primary  care  clinic  adjacent  to  Linden 
Municipal  Hospital.  Join  two  busy  family  practi- 
tioners. Competitive  guarantee  and  benefits.  An 
opportunity  to  practice  quality  care  with  conti- 
nuity in  a medically  underserved  area.  Contact 
Fred  Wilbanks,  903-756-5561;  CV  to  LMH,  P.0. 
Box  32,  Linden,  Texas  75563. 
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Family/General  Practice 


RESIDENCY  PROGRAM 
DIRECTOR 


A new  community-based  Family  Practice 
Residency  Program  affiliated  with  the 
Texas  A&M  University  Health  Science 
Center  College  of  Medicine  seeks  its 
founding  program  director  for  an  exciting 
leadership  opportunity.  We  plan  18  resi- 
dents with  the  first  class  of  six  starting  in 
July  1997.  The  residency  enjoys  wide  sup- 
port from  local  physicians,  the  medical 
society,  county  health  department,  both 
community  hospitals,  a large  HMO  clinic 
and  the  University.  The  Texas  A&M 
University  Health  Science  Center  College 
of  Medicine  is  nationally  recognized  for 
the  high  percentage  of  graduates  entering 
primary  care  and  its  diverse  academic 
and  educational  resources. 

Bryan/College  Station  is  a rapidly  grow- 
ing university  community  of  150,000 
located  in  east-central  Texas.  Excellent 
schools,  recreational  resources,  and  easy 
access  to  Austin  and  Houston  make  this 
an  ideal  environment  for  family  life. 

Candidates  must  be  board  certified  in 
Family  Practice,  eligible  for  licensure  in 
the  State  of  Texas,  and  possess  superior 
communication  and  administrative  skills. 
Previous  experience  as  a residency  direc- 
tor or  assistant  director  and  obstetrical 
practice  preferred.  This  position  will 
allow  significant  personal  influence  in 
program  development.  We  offer  an  excel- 
lent salary  and  benefit  package  with 
appointment  in  the  College  of  Medicine. 

Please  send  CV  to  Chair,  Search 
Committee,  Office  of  the  Dean,  Room 
147,  Reynolds  Medical  Building,  Texas 
A&M  University  Health  Science  Center 
College  of  Medicine,  College  Station, 
Texas  77843-1114,  (409)  845-3431;  E-mail: 
khester@tamu.edu,  AA/EEO. 


**TEXAS — FAMILY  PRACTICE** 

BC/BE,  Unbeatable  opportunity.  Turn-key  situa- 
tion, no  expenses,  no  OB.  Modem  individual  clin- 
ic attached  to  hospital  and  nursing  home.  Income 
guarantee  available.  Excellent  quality  of  life  and 
schools,  excellent  working  environment  and 
housing.  Contact:  Jim  Blum,  Schleicher  County 
Medical  Center:  Eldorado,  Texas.  915-853-2507. 


AUSTIN,  TEXAS 

Family  Practice  Physicians-The  City 
of  Austin.  Texas/Travis  County  Health 
and  Human  Services  Department  has 
excellent  opportunities  for  Family 
Practice  Physicians. 

Austin  has  been  on  the  1 0 most  desirable 
cities  list  to  live  in  for  many  years  and 
always  receives  high  marks  in  the  quality 
of  life  issues-especially  environment, 
arts/entertainment  and  recreation.  We  are 
seeking  physicians  who  are  dedicated  to 
providing  community  health.  Will  be 
providing  care  in  Women’s  Health. 
Pediatric,  and  Adult  in  one  of  our  com- 
munity based  clinics. 

Excellent  salary  and  benefits,  including 
paid  malpractice  insurance,  memberships 
and  CME  allowance. 

Contact:  Philip  Brown,  Recruiter 
2100  E.  St.  Elmo 
Austin,  TX  78744 
512-707-3288 
512-707-5403  FAX 
I -800-299-0265 
EOE/M/F/D 


INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an  affili- 
ate of  The  University  of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas.  Must  be  board  certified  or  have  met  the  edu- 
cational requirements  to  be  certified  by  the  American  Board 
of  Family  Practice.  Obstetrical  training  (or  experience) 
desired.  Duties  may  include  teaching,  direct  patient  care, 
and  research.  Send  C.V.,  cover  letter,  and  3 letters  of  refer- 
ence to  D.  Clifford  Burross,  MD,  Wichita  Falls  Family 
Practice  Residency  Program,  1301  Third  St.,  Wichita  Falls, 
TX  76301  An  Equal  Opportunity  Employer. 

Physician  Opportunity  is  available  in  Dallas/Fort  Worth. 
Low  stress,  office  based  practice.  No  nights,  no  emergen- 
cies, and  no  hospital  work.  Paid  malpractice.  M-F.  Lucra- 
tive salary  and  benefits.  Call  Lisa  Cole  at  1-800-234-6423, 
or  fax  CV  to  2 1 4-256- 1181. 


FAMILY  MEDICINE  PHYSICIAN 

Board  Certified 

Needed  in  private  multidisciplinary 
practice  in  Humble,  Texas;  Excellent 
opportunity  for  Texas  licensed  physi- 
cian includes  benefit  package. 
Contact:  Georgia  Watts, 
International  Family  Medical  Center 
(713)  446-9333;  FAX  (713)  446-6143 


TEXAS  - WICHITA  FALLS 

OPPORTUNITY:  For  General  Practice  at  the 
Wichita  Falls  State  Hospital.  Good  Salary  with 
increased  pay  for  Family  Practice  Certification. 
Texas  license  required. 

ADVANTAGES:  No  state  income  tax;  low 
cost  of  living;  generous  retirement;  liberal 
health  insurance  benefits;  vacation  and  sick 
leave;  malpractice  protection;  40  hour  work 
week. 

BENEFITS:  Friendly  community  of  100,000;  2 
hours  from  Dallas/Ft.  Worth  metroplex;  low 
crime  rate;  excellent  public  schools;  fine  State 
University;  local  symphony,  ballet  museum, 
theater,  modem  shopping  mall;  temperate  cli- 
mate; nearby  lakes.  No  Night  Calls. 
CONTACT:  R.M.  Bruner,  Superintendent, 
Wichita  Falls  State  Hospital,  P.O.  Box  300, 
Wichita  Falls,  TX  76307;  (817)  689-5218.  An 
equal  opportunity/affirmative  action  employer. 


AUSTIN,  TX  - FP  Directorship  for  communiry-based 
program;  Capitol,  University,  Highland  Lakes  area  of 
Texas;  medical  school  clerkship  affiliation;  full-time  posi- 
tion with  admin/teaching/research/direct  patient  care 
opportunities;  BC;  preferably  more  than  5 years  experience 
in  a family  practice  residency  program;  18-20  FP  residents 
interact  in  municipal  hospital  with  Internal  Medicine, 
Ob/Gyn,  Surgery,  Pediatrics  and  Transitional  programs. 
Salary/benefits  competitive.  Direct  CV/inquiries  to  Earl 
Matthew,  M.D.,  Central  Texas  Medical  Foundation,  601 
East  15th  Street,  Austin,  TX  78701,  512-480-1872;  FAX 
512-477-8933. 

Physician  with  Texas  license  needed  to  work  in  a pri 
mary  care  medical  clinic  on  the  campus  of  the  University 
of  North  Texas.  Experience  required  in  a primary  care 
practice.  No  call  duty.  Excellent  benefits.  Salary  is  deter- 
mined by  experience  and/or  certification  in  a primary  care 
specialty.  Contact:  University  of  North  Texas  Student 
Health  Center,  PO.  Box  5 1 58,  Denton,  TX  76203, 
817-565-2786.  Equal  Opportunity/Affirmative  Action 
Employer. 

Plano,  Texas  - a great  place  to  live!  Part-rime/full-time 
physician  needed  for  growing  minor  emergency  center. 
$40-50/hr.  Call  Dr.  Rakkar,  (214)  596-1003. 


Chief  of  Staff  needed  to  supervise  the  med- 
ical operation  of  a university  health  center  in 
conjunction  with  the  practiceof  medicine. 
Requirements:  graduation  from  an  accredited 
medical  school,  Texas  license,  board  certifica- 
tion in  family  practice  or  internal  medicine  and 
five  or  more  years  experience  in  a primary  care 
practice.  Administrative  experience  preferred. 
Excellent  benefits. 

Contact:  The  University  of  North  Texas,  Student 
Health  Center,  RO.  Box  5 1 58,  Denton,  TX 
76203,  817-565-2786.  Equal 
Opportunity/Affirmative  Action  Employer. 
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Internal  Medicine 


Locum  Tenens 


Internal  Medicine,  Carroll,  Iowa  - Outstanding  profes- 
sional opportunity  for  an  internal  medicine  physician  in  a 
progressive,  safe  and  clean  community  of  10,000  located  in 
west  central  Iowa,  90  miles  from  Des  Moines,  Iowa  or 
Omaha,  Nebraska.  This  opportunity  is  available  for  either 
an  in-practice  internal  medicine  physician,  or  the  internal 
medicine  physician  just  beginning  practice.  Excellent 
schools,  (Catholic  and  public),  quality  hospital  featuring  a 
radiation  oncology  center,  dialysis  center,  and  a new  32,000 
sq.  ft.  outpatient  addition.  Significant  income  potential 
available.  For  more  information,  call  Randy  Simmons,  Vice 
President,  at  1-800-382-4197  or  write  St.  Anthony 
Regional  Hospital,  South  Clark  Street,  Carroll,  IA  51401. 


INTERNAL  MEDICINE  AND  FAMILY  PRACTICE,  BOARD 
CERTIFIED  OR  BOARD  ELIGIBLE.  UNIQUE  OPPORTU- 
NITY' with  primary  care  group  to  provide  hospital  inpatient 
or  office  outpatient  services  for  Baylor  University  Medical 
Center  (depending  on  physician  preference  for  hospital  or 
office  practice).  Very  attractive  compensation  package 
includes  salary,  plus  benefits  and  financial  incentives  to  pro- 
mote individual  achievement  and  group  goals.  The  positions 
require  NO  ON-CALL  RESPONSIBILITY.  This  is  a physician- 
managed  group  with  strong  Baylor  affiliation,  including  full 
support  from  subspecialty  attending  staff  and  administra- 
tion. For  additional  information,  contact  Brenda  Lancaster, 
TPCA,  c/o  EmCare,  1717  Main  Street,  Suite  5200,  Dallas,  TX 
75201;  214/712-2018. 


IM  physicians  needed  in  Dallas,  Ft. 
Worlh,  Houston,  El  Paso,  Harlingen, 
McAllen,  etc.  Top  end  reimbursement, 
excellent  benefits.  1000’s  of  positions 
also  available  nationally.  Call  The 
Curare  Group,  Inc.  1-800-880-2028. 


GREENVILLE  INTERNAL  MEDICINE,  P.A.,  A premier 
single  specialty  is  currently  recruiting  a BF/BC  INTERNIST. 
This  excellent  opportunity  may  be  particularly  attractive  to 
those  who  value  maximum  family  and  personal  life  and 
minimum  call  responsibility.  Our  administration  handles  all 
daily  business  operations  while  YOU  PRACTICE  MEDICINE. 
For  immediate  consideration,  submit  CV  to: 

PO.  Box  8301 
Greenville,  TX  75404 


RADIOLOGY 


RESOURCES 


Radiology  Resources,  Inc.,  the  Locum  Tenens  and  Permanent 
Placement  specialists,  are  pleased  to  announce  the  expansion 
of  services  to  Atlanta  and  the  Southeast. 

New  offices  in  Atlanta,  under  the  direction  of  Bob  Kee,  region- 
al vice  president,  will  offer  the  same  services  and  new  innova- 
tions that  have  been  so  successful  in  Texas  and  the  Southwest. 

Radiology  Resources  now  offers  opportunities  in  Teleradiology, 
Comprehensive  Management,  Purchasing  of  Established 
Practices,  and  Partnerships. 

For  a personal  and  confidential  review  of  the  many  opportuni- 
ties available  to  you,  call  1-800-523-9955. 


Atlanta  Regional  Offices 
Bob  Kee 

680  Hillcrest  Road,  Suite  300 
Lilbum,  Georgia  30247 
404  923-7655 
Fax  404  923-7295 


Dallas  Coiporate  Offices 
Elizabeth  Ice  & Niki  Nichols 
3466  Gillespie 
Dallas,  Texas  75219 
214  443-9955 
Fax  214  443-9960 


800  523*9955 


CLASSIFIED  ADVERTISING  CATEGORIES 

Aller,  & Immuno. 

Hematology 

Ophthalmology 

Entertainment 

Anesthesiology 

Internal  Medicine 

Ortho/Ortho  Surg. 

Medical  Equip. 

Cardiology 

Locum  Tenens 

Otolaryngology 

Office  Space 

Dermatology 

Neonatology 

Pathology 

Practices 

Emergency  Medicine 

Neurology 

Pediatrics 

Property 

Endocrinology 

Neurosurgery 

Phys.  Med. /Rehab 

Travel 

Family/Gen  Pract. 

Occup  Medicine 

Plastic  Surgery 

Vacation  Homes 

Gastroenterology 

Ob/Gyn 

Psychiatry 

Cont.  Education 

Geriatrics 

Oncology 

Radiology 

Business  & Financial 

Rheumatology 

Urology 

Sen/ices 
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Locum  Tenens 


PHYSICIANS 

IlnlimM&d 


• Nationwide  Locum 
Tenens  Staffing. 

• Highly  qualified,  dedicated 
physicians. 

• Personal  attention  from 
our  experienced  locum 
tenens  professionals. 

• Fair  client  rates  & excellent 
physician  compensation. 


>800-227-0316 
Houston  - 867-8510 


Fax  - 713-867-8591 


Inf  rim 

Physicians® 

"In  Texas  since  1982" 

Helping 

provide  continuity 
of  patient  care. 

\&f  Locum  Tenens 

Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/GYn 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Plan  ahead,  call  todayl 

1-800-531-1122 

(formerly  PRN) 


Neurosurgery 


NEUROSURGERY  - TEXRS 


An  excellent  opportunity  to  join  two  well  estab- 
lished and  respected  neurosurgeons  in  their 
exclusive  practice  serving  an  area  population  of 
450,000.  Belief  in  your  potential  and  that  of  the 
practice  is  aggressively  underwritten  with  a very 
attractive  and  highly  competitive  net  income 
guarantee.  You  will  find  an  unlimited  income 
potential  with  an  outstanding  and  unusual  payor 
mix  including  strong  fee  for  service  and  low 
managed  care. 

The  community  is  nestled  amid  towering  pines, 
rolling  hills,  with  lakes  and  rivers.  Here  you 
will  find  highly  rated  schools,  beautiful  and 
affordable  homes,  and  a relaxed  lifestyle.  Call 
Sharon  Hirst  at  (800)  253-4116,  send  your  CV 
to  Legacy  Healthcare  Resources,  16415 
Addison  Road,  Ste.  250,  Dallas,  Texas  75248, 
FAX  (2141  735-0525. 


Ob/Gyn 


OB/GYN  physicians  needed  in  Dallas, 
Ft.  Worth,  Houston.  El  Paso,  Harlingen, 
McAllen,  etc.  Top  end  reimbursement, 
excellent  benefits.  1000’s  of  positions  also 
available  nationally.  Call  The  Curare 
Group,  Inc.  1-800-880-2028. 


OB/GYN  - DALLAS,  TX  AREA:  Top  99th  percentile 
income  potential,  partnership  offered.  Strong  need  for 
additional  OB/GYN.  For  details  call  Melissa  McMurray  at 
1-800-765-3055  for  details. 


TEXAS  MEDICINE 
CLASSIFIED  DIRECTORY 
DEADLINES 

ISSUE 

DEADLINE 

June  1995 

May  1, 1995 

July  1995 

June  1, 1995 

August  1995 

June  30, 1995 

September  1995 

August  1, 1995 

October  1995 

September  1, 1995 

j November  1995  September  29, 1995 

j December  1995 

November  1,  1995 

Measuring  quality  in  managed  care: 
Is  a report  card  part  of  your  future? 

An  update  about  the  physician’s  role  in  the  quality  of  health  care. 

General  Session  • TMA’s  128th  Annual  Session 
May  18  • 1:30-4  p.m.  • Loews  Anatole  Hotel,  Dallas 

Here's  what  you'll  learn  from  the  panel  presentation: 

• TMA's  goals  for  its  outcomes  study 

• TMA's  efforts  with  the  American  Group  Practice  Associations  quality  study 

• Provider  selection  criteria  for  managed  care  plans 

• Report  of  the  Health  Plan  Employer  and  Data  Information  Set  (HEDIS)  2.0 
Report  Card  Pilot  Project 


To  find  out  more,  call  TMA  at  (800)  880-1300, 
Ext.  145171452  or  (512)  370-145171452. 
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Orthopedic  Surgery 


ORTHOPEDIC  SURGERY 


Your  practice  will  keep  you  busy  as  you 
enjoy  referrals  from  a supportive  medical 
staff  and  an  expanding  hospital  network.  A 
highly  competitive  net  income  guarantee, 
liberal  relocation  allowance,  office  start-up 
and  practice  management  assistance  is 
being  offered.  A spectacular  new  office 
designed  especially  for  a progressive 
orthopaedic  surgeon  will  be  yours.  Here 
you  and  your  family  will  find  beautiful 
homes,  excellent  schools,  and  easy  access 
to  the  many  fun  and  exciting  recreational 
activities  and  scenic  beauty  found  in  pic- 
turesque New  Mexico  and  Colorado.  Call 
Sharon  Hirst  at  (800)  253-411  6,  send 
your  CV  to  Legacy  Healthcare  Resources, 
16415  Addison  Road,  Ste  250,  Dallas,  Texas 
75248,  FAX  (214)  735-0525. 


Pediatrics 

CORPUS  CHRISTI  - BC/BE  Pediatrician  needed  tar 
Ambulatory  Pediatrics  faculty  position  at  children's  hospital 
with  approved  residency.  Active  Adolescent,  Behavioral, 
General  services.  Contact  James  L.  Lukefahr,  MD,  Driscoll 
Childrens  Hospital,  P.O.  Box  6530,  Corpus  Christi,  TX 
78466;  512-850-6418;  FAX  5 1 2-85 1 -6867. 


IF  YOU  HAVE 
CANCER, 

WE  CAN 
HEIR 

IF  NOT,  YOU 
CAN  HEIR 

AMERICAN 
V CANCER 
1-800-ACS-2345  ? SOCIETY 


© 1994  American  Cancer  Society 
313.28 


Radiology 


Other  Opportunities 


RADI005Y  SERVICES 
TO  RURAL  HOSPITALS 


1-800-523-9955 


Rehabilitation  Medicine 

MEDICAL  PHYSICIAN  position  available  hull  and  part 
time.  No  evenings  or  weekends.  Top  salary  and  benefits. 
Salary  range  for  tall  time  position:  $6,500  - $10,000  per 
month  relative  to  experience  and  qualifications.  Part  time 
position  $60  - $85  per  hour.  Position  entails  Physical 
Examination  clearance  tar  rehab  and  some  occupational 
medicine.  Fax  resume  to  Marsha  Shipp,  (512)  306-0813  or 
send  to  2525  Wallingwood  Road,  #1-B;  Austin,  TX 
78746. 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  1-800-284-4560  / Houston  713-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  713-493-2234 


B r o n s t e i n 

& Associates 


Ambulatory 
Preventive  Medicine 


The  Tarrant  County  Health 
Department  is  seeking  board  eli- 
gible/certified physicians  in  the 
fields  at  public  health  & preven- 
tive medicine  and  family  medi- 
cine with  public  health  experi- 
ence. This  position  entails  clinical 
practice  and  program  manage- 
ment/oversight. Research 
opportunities  are  available. 

A generous  compensation 
package  is  provided  with  over 
30-days  paid  leave.  The  Fort 
Worth/Tarrant  County  Health 
Departments  are  the  most  inno- 
vative and  dynamic  in  Texas. 
Join  our  dedicated  health 
teams  for  a rewarding  career  in 
serving  the  community. 

Send  CV  to: 

Alecia  Hathaway,  MD,  MPH 
Fort  Worth/Tarrant  County 
Health  Departments 
1800  University  Drive 
Fort  Worth,  TX  76107 
(817) 871-7208 


Fort  Worth/Tarrant  County  Health  Department 
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Other  Opportunities 


WE  HAVE  A VARIETY 
OF  OPPORTUNITIES 
IN  TEXAS!! 

Endocrinology 

100%  Endocrinology.  Area’s  premier  hospital 
seeks  BC/BE  endocrinologist  to  develop 
endocrinology  service.  Strong  administrative 
support,  two-year  guarantee,  comprehensive 
benefits.  Relaxed  lifestyle,  university,  abundant 
cultural/recreational  options!  Contact:  Jane 
Vogt  re:  position  # JV3079ENDO. 

Family  Practice 

El  Paso,  TX.  Join  a growing  network  of  primary 
care  physicians.  Hospital-sponsored  position 
offers  a lucractive  package  and  security!  Call  1 :4, 
excellent  facilities  and  academic  appointment.  El 
Paso  is  a dynamic  metro  with  exceptional 
lifestyle  that  includes  a low  cost-of-living,  300 
days  ol  sunshine,  and  cultural  diversity.  Contact: 
Susan  Scott  re:  position  #SMS2620FP. 

OB/CYN 

Rio  Grande  Valley.  BC/BE  OB/GYNs  needed! 
Subspecialty  support,  flexible  hours,  two-year 
guarantee,  comprehensive  benefits.  Fastest 
growing  area  in  Texas.  University,  diverse  cul- 
tural/recreational activities.  Contact:  Jane  Vogt 
re:  position  #JV  10000BG. 

Orthopedics 

South  Texas.  BC/BE  Spine  Specialist  needed. 
Join  top-notch  Orthopedic  Surgeon  in  busy 
established  practice.  Income  potential  $500K 
plus.  Fastest  growing  area  in  Texas.  University, 
diverse  cultural/recreational  activities. 
Guarantee,  incentives,  partnership.  Contact: 
Jane  Vogt  re:  position  #JV3033ORS. 

Pediatrics 

Rio  Grande  Valley.  BC/BE  Pediatricians  need- 
ed! Subspecialty  support,  flexible  hours,  two- 
year  guarantee,  comprehensive  benefits.  Fastest 
growing  area  in  Texas.  University,  diverse  cul- 
tural/recreational activities.  Contact:  Jane  Vogt 
re:  position  #JV2634PED. 

CEJKA  AND  COMPANY 
222  S.  CENTRAL  AVENUE,  SUITE  700 
ST  LOUIS,  MISSOURI  63105 
800/765-3055  FAX:  314/726-3009 


DALLAS 

FAMILY  PRACTICE 
INTERNAL  MEDICINE  (BE/BC) 

Exciting  new  opportunity  for  family 
practitioners/internists  to  staff  newly 
developed  suburban  Family  Health 
Centers.  Base  salary  plus  incentive 
bonus  and  comprehensive  benefit  pack- 
age offered.  Facilities  and  medical 
equipment  provided.  Fee-for-service 
with  participation  in  managed  care  plans. 

Please  forward  CV  to  Susan  Cogburn, 
Physician  Recruiter,  Methodist  Hospitals 
of  Dallas,  PO.  Box  655999,  Dallas,  TX 
75265-5999  or  call  (214)  947-4579. 

Fax:  (214)  947-4501. 


HOUSTON,  TEXAS 
ORTHOPEDIC  SURGEONS  AND 
GENERAL  PRACTITIONERS 
WANTED 

LUCRATIVE,  INDEPENDENT 
OPPORTUNITIES  IN  INDUSTRI- 
AL MEDICINE.  DIVERSE  CITY, 
AMENITIES,  GUARANTEED 
CASH  FLOW. 

CALL:  713-981-8184 
FAX:  713-981-81  18 


ATTN:IPAs/LEAD  DOCTOR 
NETWORKS/PHOs/MSOs 


We  are  publishing  a national 
directory  of  physician  networks. 
Please  submit  listing  info  to: 

AAPN  - 8255  NW  64  Street  - Miami, 
FL  33166  or  call  (305)  591-1935. 


SEEKING  FAMILY  PRACTITIONER, 
GERIATRICIAN,  OR  INTERNIST  BE/BC 

INTERESTED  IN  SUN  AND  SAND?? 

The  VA  Medical  Center,  Biloxi.  MS.  is  seek- 
ing board  certilied/board  eligible  family 
practitioners,  geriatricians,  and  internists  for 
the  ambulatory/extended  care  areas.  Biloxi  is 
located  on  the  Mississippi  Gulf  Coast  where 
the  climate  is  ideal  for  year-round  participa- 
tion m the  myriad  of  outdoor  activities  avail- 
able. Competitive  salary  commensurate  with 
experience;  federal  tort  protection;  excellent 
vacation,  CME,  retirement,  and  insurance 
benefits.  Joint  faculty  appointments  are 
available  for  qualified  candidates. 

Respond  with  CV  to:  VA  Medical  Center, 
400  Veterans  Avenue,  Biloxi.  MS  39531. 
ATTN:  ACOS/Ambulatory  Care  (11  A), 
(601 ) 385-4970.  VA  is  an  equal  opportunity 
employer. 


DALLAS,  TX  - Physician  needed  for  pleasanr,  low  stress, 
office-  based  practice.  No  nights,  call,  hospital,  obstetrics, 
or  emergencies.  Regular  office  hours.  Paid  malpractice. 
Please  call  W.  Max  Frankum,  MO  at  214-484-8008. 

FOR  SALE  OR  LEASE 

| 

Office  Space 

DALLAS:  Newly  built  Medical  Office  space,  2400  square 
feet,  which  can  be  subdivided.  Located  at  the  intersection 
of  1-30  and  Beltline.  $6.50/sq  ft.  Contact  Michael  Ledford 
214-771-9001. 

Practices 

ENT  Practice,  SE  Houston.  Near  area  hospital  campus. 
Well  established  with  excellent  reputation  and  earnings. 
Doctor  will  stay  for  transition.  Telephone  Business  & Pro- 
fessional Associates  for  information  at  (713)  468-7198. 
TDH-1526. 

Medical  Practice  for  sale  (Houston,  TX)  - Grossing 
500K  with  potential  for  much  more.  One  of  best  locations 
in  town.  For  details,  call  Alex  Oria  at  713-499-2392. 

AUSTIN:  Solo  B/C  female  OB/CYN  with  mature  practice 
wishes  to  sell  fully  equipped  practice  and  office  space. 
Could  handle  2 OB/GYNs.  Family  illness  dictates  leaving 
Austin.  No  agents.  Contact:  William  Russell,  Jr.,  P.O.  Box 
33280-222,  Austin,  TX  78764. 
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Medical  Equipment 

NEW  MULTI-USER  MEDISOFT  SYSTEM  - Fileserver, 
IBM  Compatible,  486Dx33,  Enhanced  Keyboard,  Super 
Vga  Monitor,  HP  Lazer  Printer  4L,  Multi-User  Medisoft, 
ICD9  software,  MS  DOS  3.0,  Windows  3.1.  $6,000.  Call 
1-903-455-3654. 

ENT  MEDICAL  & OFFICE  EQUIPMENT  AVAIL- 
ABLE. Single  practice.  50%  current  price.  SMR  cabinets 
and  chairs,  microscope,  audiometer  & booth,  typewriters, 
copier,  filing  cabinets,  etc.  Leave  message.  (713)  332-1578. 

FOR  SALE,  MUST  SACRIFICE:  Beckton/ Dickinson 
QBC  Reference  CBC,  Simple  $1,500.  DuPont  Analyst, 
serum  chemistry  $2,500.  Holter  Monitor, 
Computer/Recorders,  Printer-Oxford  Medilos  400,  $3,000. 
Please  call:  Jose  Zamora,  MD  (210)  542-1440,  Fax 
(210)  542-2636. 

Lighted  Slide  Storage  System:  sort,  view,  edit  35mm 
slides.  100  slides  illuminated  per  rack.  Cabinets  store 
1000+.  Free  catalog:  800-950-7775  or  fax:  304-344-4764. 

Business  and  Financial  Services 


Software  Package  for  IPAs 

(Lead  Doctor  Networks)  PHOs  & MSOs 
Claim  professing/U.R./ Capitation 
Payment/E. D.l.  8c  More 

FREE  DEMO  PACKAGE 

(Data  Processing  Services  Available) 

THE  CLAIM  PRO  (c) 

(305)  596-3135 


Real  Estate 


RANCH  FOR  SALE 

IW2  hours  from  Metroplex,  on  pavement, 
good  hunting,  approx.  2407  acres  (2200 
acres  grass  can  be  bought  separately)  with 
two  homes,  two  barns,  steel  pens,  watered 
by  mills,  large  dam,  spring,  dirt  tanks  and 
Little  Wichita  River.  We  handle  ranches 
(both  large  and  small)  across  the 
Southwest,  farms,  feedyards  and  grain 
elevators  in  the  Texas  Panhandle. 

Scott  Land  Company 
Ben  G.  Scott  - Dimmitt,  Texas 
806-647-4375  Day  or  Night 


RELOCATING  TO  THE  DFW  AREA? 
NEED  INVESTMENT  PROPERTY? 

Are  you  in  the  market  to  purchase  residential  or 
commercial  real  estate  in  the  Dallas/Ft  Worth 
Metroplex?  If  so,  call  the  Real  Estate  Expert. 
Bruce  Hines,  Realtv  Executives,  (214)  612-8000 

or  (800)  880-6981 


Travel  & Leisure 

Bed  & Breakfasts/Inns 

WOODBURN  HOUSE:  Austin  landmark  in  historic 
Hyde  Park.  Antiques,  porches,  luxurious  comfort,  full 
breakfasts,  private  baths.  1991  Austin  Chronicle  “Best  B&B 

in  Austin.”  (512)  458-4335. 

Burnet  - Airy  Mount  Inn  (circa  1884).  Totally  restored 
Texas  limestone  barn.  Elegant  Texas-sized  breakfast. 
Champagne  and  flowers  optional.  King,  queen,  double 
w/private  bath.  Families  welcome.  (512)  756-4149. 

Camps 

Kid’s  Co-Ed  Christ-Centered  camp  on  Texas’  most 
beautiful  ranch.  Concentration  on  wilderness  & water 
activities.  Horses!!  Brand  new  cabins.  Austin,  Texas. 

(512)  263-5151. 

Cruises 

Join  TMA  members  on  a cruise  that  traces  the  historical 
time  line  from  age-to-age  on  a 12-night  cruise  of  the 
Mediterranean  and  Adriatic  Seas.  This  voyage  will  take  you 
from  Barcelona,  Spain  to  Venice,  Italy.  Departure  dates: 
June  5-18,  1995  and  September  9-22  (Continuing  Medical 
Education  offered  on  September  9 departure).  Contact 
Jeanette  Prentice,  800  880-1300,  extension  1565. 

Traveling  physicians:  Keep  watching  this  section  for  a 

growing  list  of  special  “getaways."  We  are  endeavoring  to 
provide  you  with  unusual  travel  opportunities  - from  the 
luxurious  and  exotic  to  the  adventurous  and  bargain-priced! 
Advertisers:  to  list  your  travel  buy  here,  call  the  Advertising 
Department  at  (800)  880-1300. 

Advertising  Rates  & Data  - Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos, 
and  borders  may  be  used  in  display  classified  ads.  Discounts 
are  available  for  display  classified  ads  5 inches  and  larger. 

5 to  9 1/2  inches  $85/inch 

10  to  19  1/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising  with 
Texas  Medicine.  Ad  box  numbers  can  be  substituted  for  for- 
mal addresses  upon  request  at  no  extra  cost.  Name  and 
address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  1st  of  the 
month  (or  the  closest  business  day)  preceding  publication. 
Send  copy  to  Denise  Kotson,  Assistant  Advertising  Man- 
ager, Texas  Medicine,  401  West  15th,  Austin,  Texas  78701. 
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Aberdeen  Medical  Insurance  Serv. 9 

Americom  Leasing 10 
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CompHealth 58 

Emcare  Physician  Stalling 6,42 

First  American  Home  Care 33 

Freeman  & Cockerell 

Dermatopathology 10 

HPSC II 
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Interim  Physicians 59 

International  Symposium,  Inc 63 

Medical  Protective  Company  19 

Medstaff  National  Medical  Staffing 15 

Physician  Resource  Network 56 

Physicians  Unlimited 59 

Radiology  Resources 60 

Scott  & White  Back  Cover 

Southern  Medical  Association  63 

Texas  Medical  Association  

Specialty  Societies  8 

Texas  Medical  Association 

Insurance  Trust  I 

Texas  Medical  Liability  Trust 

Inside  Back  Cover 

The  Sterling  Group 63 

U.S.  Air  Force 12 

Woodway  Financial  Advisors 14 


Publication  of  an  advertisement  in  Texas  Medicine  is  not  to 
be  considered  an  endorsement  or  approval  by  the  Texas 
Medical  Association  of  the  product  or  service  involved. 
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Texas  Medicine 


Educational  Opportunities 


— 

Texas  Medical  Association 

Practice  Management 
Seminars 

Coding  And  Collecting 
In  The  90's 
April  1 1 - Austin 
April  1 2 - San  Antonio 
April  1 8 - Houston 
April  20  - Tyler 
April  25  -Amarillo 
April  27  - Dallas/Ft.  Worth 

Managing  Managed  Care 

May  3 - San  Antonio 
May  4 - Houston 
May  9 - Dallas/Ft.  Worth 
May  10  - Tyler 
May  1 1 - Amarillo 

Impairment  Evaluation 
Under  Workers' 
Compensation 
Houston 
Basic  Course 
August  25,  8 am  - 5:15  pm 
August  26,  8 am  - 1 pm 
Advanced  Course 
August  26,  1 2 n - 5 pm 
August  27,  8 am  - 1 2 n 
Dallas 

Basic  Course 

October  1 3,  8 am  - 5: 1 5 pm 
October  14,  8 am  - 1 pm 
Advanced  Course 
October  14,  12  n - 5 pm 
October  1 5,  8 am  - 1 2 n 


For  more  information,  contact 
Practice  Management  Services 
at  1-800-880-1300  Ext  1423 
(Lisa)  or  Ext  1421  (Yvette). 


CONTINUING 

MEDICAL 

EDUCATION 


Spring  & Summer  Events  Worldwide 

Europe  ■ Australia  ■ USA  ■ Canada 

Topics  Include:  HIV/AIDS  ■ Medical  Update  '95 


LONDON  CME  MEETINGS 

Royal  College  of  Physicians  of  London 
Royal  College  of  Surgeons  of  England 


Live  Meetings  • Flexible  Self-Study  Format 


International  Symposium  Inc. 

Toll  Free  1-800-668-2248 


Offices  Worldwide  CANADA  U S A EUROPE  AUSTRALIA 


THIRD  ANNUAL  SYMPOSIUM  ON  PERINATAL 
MEDICINE  AND  NURSING,  April  26-27,  1995,  South 
Shore  Harbour  Resort,  League  City,  TX.  Presented  by  The 
University  of  Texas  Medical  Branch  at  Galveston,  Depart- 
ment of  OB/GYN,  (409)  772-0994.  CME  credit  available. 


Advertising  Rates  & Data  - Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos, 
and  borders  may  be  used  in  display  classified  ads.  Discounts 
are  available  for  display  classified  ads  5 inches  and  larger. 
Send  copy  to  Denise  Kotson,  Classified  Manager,  Texas 
Medicine,  401  West  1 5th,  Austin,  Texas  78701 . 


Annual  Session 

INTERLINK  FOR  PATIENT  CARE 

May  18-21,  1995 
Dallas 


First  Russian-American  Breast  Cancer 
Conference  June  7-8-9,  '95  in  Moscow 

Renowned  specialists  from  U.S.  and  Russia 
share  advances  in  diagnosis,  treatment, 
prevention  in  3-day  meeting  at  Moscow’s 
Cancer  Research  Center.  Tour  Moscow,  St. 
Petersburg.  U.S.  air  carriers.  Visa/travel 
assistance.  Call  Center  for  Bio-Medical 
Communication  (201)  385-8080. 


SOUTHERN 

MEDICAL  ASSOCIATION'S 
1995  CALENDAR  OF 
PRACTICE-RELATED 
MEETINGS 


CPT  & ICD-9-CM  CODING 
BY  SPECIALTY 

Orthopaedics: 

San  Antonio  - May  16,  1995 

General  Surgery: 

Dallas  - June  7,  1*995 
San  Antonio  - December  6,  1995 

OB/GYN: 

San  Antonio  - May  17,  1995 
Dallas  - June  6,  1995 

Psychiatry: 

San  Antonio  - December  5,  1995 

MEDICAL  TERMINOLOGY 

San  Antonio  - October  24-25,  1995 

PROACTIVE  PLANNING  FOR 
PRACTICE  REGULATION 

Dallas  - May  19,  1995 

IMPROVING  YOUR  PRACTICE 
PRODUCTIVITY 

San  Antonio  - September  12,  1995 

FOR  MORE  INFORMATION, 
CALL  THE  SOUTHERN 
MEDICAL  ASSOCIATION 
@ (800)-423-4992. 
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BackTalk 

Question 

What’s  the  best  advice 

you  could  give  a medical  student? 


«« 


ie  sympathetic  anti  interested  in  what  you’re 
* doing  — interested  in  taking  care  of  the  pa- 
tient properly  and  humanely.” 


Antonio  Dow,  MD,  72 

general  surgery ; semiretired,  El  Paso 


edicine  is  great  it  you  really  love  it,  otherwise 
forget  it  quick.  Do  it  only  it  there’s  nothing 
else  that  you  want  to  do  and  it  there’s  nothing  else  that 
could  ever  take  its  place.  But  if  there’s  any  doubt  in  your 
mind,  or  if  you  don’t  really  think  medicine’s  the  only  thing 
for  you,  then  don’t  waste  your  time." 


Ronald  Lemmons,  MD,  61 

general  surgery,  Harlingen 


££^^^^Vhen  1 was  about  to  graduate  from  medical 

Vf  : 


school  in  1955,  I just  wanted  to  be  turned 
loose  to  cure  everybody  in  the  world.  Back  then,  we  never 
did  really  take  into  account  what  our  incomes  would  be. 
So  I would  say  the  same  thing  they  said  to  us  when  we 
were  medical  students.  Pick  the  area  or  the  town  you  want 
to  practice  in,  and  irrespective  of  who  was  there  before 
you  or  what  the  situation  was,  go  in  there  and  love  and 
take  care  of  your  patients.  The  economics  will  always  take 
care  of  themselves.” 


Seale  Cutbirth,  MD,  65 

general  practice,  retired,  Brownwood 


** 


et  familiar  with  being  a primary  care  physi- 
cian, whether  a family  physician  or  an  internal 
medicine  physician,  because  I’ve  been  happy  being  one.  I 
do  realize  that  they  are  in  short  supply  and  that  there  is 
not  the  tremendous  appeal  to  be  a family  physician  that 
there  was  when  I was  in  medical  school.” 


Tom  Linstrum,  MD,  69 

family  practice,  retired,  McKinney 


*« 


jO  good  in  pharmacology  because  you’re  going 
to  need  it  if  you  plan  to  be  a clinician.  And  en- 
joy medical  school,  because  when  you  come  to  practice, 
things  change.  It’s  fun,  but  in  medical  school  you  can  re- 
lay responsibility  to  others  — to  faculty  members,  etc. 
Here,  it’s  all  yours.” 


Rodrigo  Menchaca,  MD,  39 

family  practice,  Wichita  Falls 


** 


metors  are  just  sitting  ducks  for  business  people 
'who  understand  how  the  mop  flops.  So  do 
whatever  you  want  to  do  in  regard  to  the  style  and  type  of 
practice  and  specialty  and  all,  but  you  also  need  to  take 
some  business  courses.  You  need  to  know  how  to  read  fi- 
nancial statements,  how  to  read  a prospectus,  something 
about  cost  analysis,  and  banking  and  investing.” 


William  Kinzie,  MD,  59 

family  practice,  Ennis 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone.  We  welcome  suggestions  for  future  topics. 
Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX  78701,  or  fax  them  to 
(512)  370-1632. 
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TMA  Recommends 
Autoflex  Leasing. 


(No  Second  Opinion  Needed.) 

The  Texas  Medical  Association  has  found  an  auto  leasing  company  worthy  of 
endorsement:  Autoflex  Leasing.  You  will  discover  a sense  of  integrity  that  is  reflected 
in  superb  service  and  flexible  leasing  plans.  Volume  buying  power  gives  Autoflex 
Leasing  the  edge  over  the  other  leasing  companies  and  new  car  dealers.  This  benefits 
you  in  many  ways;  one  of  these  is  the  “Flexlease.”  It  includes  free  rent  cars,  no  down 
payment,  and  no  deposit.  You  pick  the  car  and  Autoflex  Leasing  will  deliver  it  to 
your  home  or  office  the  next  day!  It’s  that  simple. 

A special  program  has  been  created  for  TMA  members,  so  call  one  of  the  Autoflex 
Leasing  professionals  soon  for  more  information  about  how  you  can  get  your  new 
car.. .over  the  phone!  Whether  you  buy  or  lease,  Autoflex  Leasing  has  the  right 
program  for  you.  The  TMA  believes  in  Autoflex  Leasing,  no  second  opinion  needed! 


Auto/Zg.v 

(l  E a S t N g) 

(800)  634-1234 

212  W.  Spring  Valley  • Richardson,  TX  75081  • (214)  234-1234 
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Today’s  Health  Care  is  About 

Choices 

and  Control  of  Costs. 


Now  TMAIT  offers  you 
both. 

For  40  years,  your  Texas  Medical 
Association  Insurance  Trust  has 
offered  traditional  indemnity 
insurance  products  for  TMA 
physicians,  family  members,  and  staff. 

Today,  some  of  your  patients  are  choosing 
new  forms  of  insurance  that  provide 
quality  health  care  but  at  a lower  cost. 

Now,  TMAIT  offers  you  the  same  choice. 

Introducing  Group  Plus 
Point-of-Service  Plan 

As  a TMA  physician,  you  can  choose 
traditional  indemnity  plans  or  Group  Plus 
POS.  You  get  the  cost  benefits  of  a 
contemporary  style  plan  or  the  flexibility  of 
indemnity.  Your  choice. 


Group  Plus  POS  Features: 

• Low  co-pays 

• Freedom  to  go  out-of-network  for 
physician  or  hospital 

• Immunization  and  preventive  care 

• More  control  over  costs  because  you 
choose  copays,  level  of  coverage,  and 
deductibles 

For  more  information  on  the  new  TMAIT 
Group  Plus  POS  plan,  write  or  fax  us. 

If  choice  and  control  of  health  care  costs 
are  important  to  you,  call... 

1-800-880-8 1 81. 

Underwritten  by  The  Prudential  Insurance  Company  of  America 
for  26  years  (1969  -1995) 

Prudential  Plaza,  Newark,  N.J.  07102 
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TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


P.0.  Box  1707  Austin,  TX  78767-1707 

Austin  370-1776  Houston  224-5309  Fax512/370-1799 


The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


A PUBLICATION  of  the  TEXAS  MEDICAL  ASSOCIATION 

TexasMedicine 


From  right,  Ben  Garza,  MD,  of  Edinburg,  dis- 
cusses medical  issues  with  Rep  Hugo  Berlanga 
(D-Corpus  Christi);  Brian  Glazer,  MD,  of 
McAllen;  and  Rep  Sergio  Munoz  (D-Mission). 
Physicians  and  their  spouses  met  with  lawmakers 
during  the  Texas  Medical  Association  and  TMA 
Alliance  Capitol  Check-Up  held  in  March. 
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Medical  Economics 

Jungle  fever 

Managed  care  lurks  in  the  shadows.  Capitated  fees  hang 
from  the  treetops.  Personal  injury  lawyers  slink  in  the  grass, 
waiting  to  strike.  Nobody  has  to  tell  you  it’s  a jungle  out 
there.  But  don’t  despair.  We  asked  the  experts  to  share  prac- 
tice management  and  risk  management  survival  tactics. 
Their  75  best  strategies  will  help  you  not  only  survive,  but 
thrive,  in  the  changing  medical  marketplace. 

BY  CINDI  MYERS 

22 


Legislative  Affairs 

Pulling  in  the  reins 9 

As  managed  care  stampedes  across  the  state,  will  the  rights 
of patients  and  physicians  be  tramp  ledi  TMA's  Patient  Protection 
Act  is  one  attempt  to  prevent  it. 

BY  KEN  ORTOLON 


Law 

Board  trouble 14 

It’s  the  kind  of  attention  any  physician  would  gladly 
decline.  But  if  you’ve  ever  wondered  what  attracts  the 
interest  of  the  Texas  State  Board  of  Medical  Examiners, 
here’s  a look. 

BY  TERI  MORAN 
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People  7 

Medicine’s  View 37 
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Public  Health 

‘I  fell  down  the 
stairs’ 18 

Victims  of  domestic  violence  offer  many 
excuses  to  hide  their  abuse.  By  watching 
for  the  signs,  physicians  can  make  a big 
difference  with  very  little  effort. 

BY  TERI  MORAN 
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Why  Johnny  hates  science 32 

Children  with  no  interest  in  science  make  poor  prospects  for  future  physicians.  An 
innovative  curriculum  to  change  young  peoples  attitudes  is  being  tested  in  Texas. 
BY  LARRY  BeSAW 

Commentary 

Prevention  is  key  to  combating  stroke  ....  43 

Physician  education  can  help  win  this  fight. 

BY  GEORGE  P.  RODGERS,  MD 


The  Journal 45 

What’s  new  in  stroke ? 

BY  ROBERT  G.  HART,  MD;  DIANE  H.  SOLOMON,  MD;  J.  JAMES 
ROHACK,  MD;  AND  WILLIAM  M.  FEINBERG,  MD 

An  overview  of  tick-borne  relapsing  fever  with  emphasis  on  outbreaks  in  Texas 

BY  JULIE  A.  RAWLINGS,  MPH 
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professional  Protection  Exclusively  since  1899 


To  reach  your  local  office,  call  800-344-1899. 


Texas  Medicine 


Report  on  Financing 
of  Practice  Acquisitions 


HPSC  Financial  Services  has  recently  provided  the  financing  for 
the  acquisition  of  practices  whose  selling  prices  are  shown  below. 


State 

Selling  Price 

State 

Selling  Price 

State 

Selling  Price 

CA  . . 

. . . $60,000 

GA  . . 

. . $329,000 

Ml  . . 

. . $365,000 

CA  . . 

. . . . 55,000 

ID  . . 

. . . 225,000 

Ml  . . 

. . . 214,000 

CO  . . 

. . . . 55,000 

LA  . . 

. . . 185,000 

MO.  . 

. . . 300,000 

FL  . . 

. . . 240,000 

LA  . . 

. . . 129,000 

M0.  . 

. . . 395,500 

FL  . . 

. . . 125,000 

MA.  . 

. . . 120,000 

NM.  . 

. . . 160,000 

FL  . . 

. . . 270,000 

MA.  . 

. . . 355,000 

NY  . . 

. . . 165,000 

FL  . . 

. . . 225,000 

MA.  . 

. . . 150,000 

NC  . . 

. . . 295,000 

FL  . . 

. . . . 90,000 

MA.  . 

. . . 235,000 

NC  . . 

. . . . 90,000 

FL  . . 

. . . . 90,000 

MA.  . 

. . . 100,000 

PA  . . 

. . . . 95,000 

FL  . . 

. . . 275,000 

MA.  . 

. . . . 85,000 

VA  . . 

. . . . 94,000 

GA  . . 

. . . 150,000 

MA.  . 

. . . 115,000 

VA  . . 

. . . 150,000 

GA  . . 

. . . 225,000 

MA.  . 

. . . 120,000 

Selling,  expanding,  acquiring  a practice? 
HPSC,  which  has  financed  over  60,000  doctors 
since  1975,  offers  you  all  these  benefits: 

1.  Financing  of  practice  acquisitions,  up  to  100%  of  purchase  price. 
Competitive  fixed  rates  - no  "points,"  variables,  or  hidden  fees. 

2.  Through  broker  network  we  help  seller  find  a buyer;  buyer  find 
a seller;  get  appraisals,  assist  with  practice  projections. 

3.  For  start-ups  and  expanding  practices,  we  finance  equipment, 
leasehold  improvements,  working  capital,  merchandise  contracts, 
computers,  and  other  office  equipment. 

4.  Innovative,  flexible  custom  plans,  geared  to  cash  flow; 
tax  benefits. 

5.  Leasing  options:  deferred  payment;  no  down  payment; 
graduated  payments  up  to  72  months. 

6.  Quick  response:  up  to  $125,000,  1 hour.  Over  $125,000, 
with  all  requested  documents  in  place,  24-48  hours. 

7.  Easy  add-on  to  existing  lease  as  practice  grows. 

8.  Funding,  servicing  of  all  contracts  in-house. 

Would  you  like  to  discuss  your  project,  or  get  more  information? 

Call  us  at  1-800-225-2488  or  fax  1-800-526-0259. 


Innovative  Financing 

for  Healthcare  Professionals 


TX05 


Sixty  State  Street,  Boston,  MA  02109-1803 


Editor’s  Mote 


May  is  national  Stroke 
Awareness  Month,  and  several 
items  in  this  issue  of  Texas 
Medicine,  concern  preventing 
this  feared  and  disabling  illness. 
“What’s  new  in  stroke?”  by  Robert  G. 
Hart,  MD,  and  others,  surveys  recent 
research  about  ischemic  stroke  (see  p 
46).  And  in  his  commentary  on  p 43, 
George  P.  Rodgers,  MD,  calls  on  physi- 
cians to  identify  their  patients  at  risk  for 
stroke  and  to  educate  patients,  and 
themselves,  about  prevention. 

Toward  that  end,  TMA  and  the 
Texas  Affiliate  of  the  American  Heart 
Association  are  working  together  on 
the  Stroke  Prevention  Project  to  dis- 
seminate recent  advances  in  stroke  to 
physicians  throughout  Texas.  The  pro- 
ject has  sponsored  the  pull-out  guide 
in  this  issue  on  warfarin  management. 

Also  as  part  of  the  Stroke  Preven- 
tion Project,  seminars  are  being  held 
across  the  state  to  educate  Texas  physi- 
cians on  stroke  prevention.  And  on 
May  20,  during  TMA  Annual  Session 
in  Dallas,  the  project  is  sponsoring  a 
special  3-hour  program. 

More  than  30,000  strokes  will 
occur  in  Texas  this  year.  Most  of  them 
could  be  prevented  using  available 
therapies.  By  educating  themselves 
about  stroke  prevention,  physicians 
can  put  this  killer  and  disabler  in  its 
place  and  make  a real  difference  in  the 
lives  of  their  patients. 

JEAN  PIET  RO  BONO 
Managing  Editor 
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Retiring  Temple  physicians  E.  Warner 

Ahlgren,  MD,  anesthesiology;  Edward 
B.  Best,  MD,  radiology;  Luther  M. 
Brewer,  MD,  internal  medicine; 
Nicholas  Christoff,  MD,  neurology; 
Paul  F.  Gilliland,  MD,  endocrinology; 
and  John  C.  Leadbeater,  MD,  internal 
medicine,  received  Silver  Stethoscope 
Awards  from  the  Bell  County  Medical 
Society  and  Alliance. 

Former  Commissioner  of  Health 
Robert  Bernstein,  MD,  Austin,  received 
the  St  George  Medal  from  the  Ameri- 
can Cancer  Society  in  recognition  of  his 
distinguished  volunteer  service. 

William  T.  Butler,  MD,  Baylor  College 
of  Medicine  president,  received  an 
honorary  doctorate  of  science  from 
Baylor  University  in  Waco. 

Francisco  Fuentes,  MD,  cardiovascu- 
lar disease  specialist,  received  the  out- 
standing service  award  from  the 
Minority  Faculty  Association  at  The 
University  of  Texas-Houston  Health 
Science  Center. 

David  Garrett,  MD,  chief  resident  in 
the  division  of  neurosurgery  at  The 
University  of  Texas  Health  Science 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership; election  or  appointment  to  an  office  of,  or  honors  from, 
a national  or  state  organization;  or,  space  permitting,  recogni- 
tion at  the  local  level.  Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  editor.  Submit  items  for 
consideration,  with  photos  if  possible,  to  Denise  Kotson,  People, 
Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512) 
370-1632. 


William  T.  Butler,  MD  Bernard  A.  Harris,  Jr,  MD 


Center  at  San  Antonio,  won  the  Resi- 
dent Research  Award  at  the  1 994 
meeting  of  the  American  Academy  of 
Neurological  Surgery. 

Bernard  A.  Harris,  Jr,  MD,  an  internist 
at  Baylor  College  of  Medicine,  took 
his  first  walk  in  space  during  the  shut- 
tle Discovery’s  latest  mission. 

George  Kemble,  MD,  Fort  Worth, 
received  the  People  of  Vision  Award 
from  Prevent  Blindness  Texas. 

Houston  psychiatrist  Lawrence  G. 
Root,  MD,  was  elected  1995  president 
of  the  Houston  Gerontological  Society. 

Boen  Swinny,  Jr,  MD,  San  Antonio, 
received  a distinguished  service  award 
from  the  American  College  of  Allergy 
and  Immunology. 

Austin  family  physician  Steven  Zim- 
met,  MD,  was  invited  by  the  Venous 
Forum  of  the  Royal  Society  of  Medi- 
cine to  join  the  International  Scien- 
tific Advisory  Committee  for  the  XII 
World  Congress  of  Phlebology  to  be 
held  in  London  in  September. 


DEATHS 


Carolyn  Marie  Adlof,  MD,  64;  Three 
Rivers;  The  University  ofTexas  South- 
western Medical  School,  1955;  died 
February  13,  1995. 

Max  Meyer  Diamond,  MD,  81;  Hous- 
ton; The  University  ofTexas  Medical 
Branch  at  Galveston,  1937;  died  Feb- 
ruary 25,  1995. 

William  O.  Finch,  MD,  68;  Huntsville; 
University  of  Arkansas  School  of  Med- 
icine, 1954;  died  December  27,  1994. 

Joseph  Fireman,  MD,  89;  Houston; 
Chicago  Medical  School,  1937;  died 
January  23,  1 995. 

William  S.  Harris,  MD,  73;  Dallas; 
The  University  ofTexas  Southwestern 
Medical  School,  1952;  died  February 
19,  1995. 

Ted  Johnson,  MD,  87;  San  Antonio; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1932;  died  Jan- 
uary 30,  1995. 

Andrew  W.  O’Neil,  MD,  77;  Falfur- 

rias;  University  of  Tennessee,  Mem- 
phis,  College  of  Medicine,  1941;  died 
February  10,  1995. 

Marie  Louise  Surgi,  MD,  79;  Bastrop; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1940;  died  Feb- 
ruary 1 , 1 995. 
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Anyone  can  build  a hospital. 


Building  a tradition  takes  a little  longer. 

Seventy-eight  years  of  tradition  and  a continuing  commitment  to  excellence. 

For  patient  referrals  call  (2 1 4)  38 1 -7 1 8 1 . 


BE  AN  AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with: 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  staff 

• Non-contributing  retirement  plan  if 
qualified 

Today’s  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 
fy. Call  USAF  HEALTH  PROFESSIONS 
Toll  free:  (800)  423-USAF 


Legislative  Affairs 


Pulling  in  the  reins 

TMA-backed  legislation 

seeks  to  halt  managed  care  free-for-all 

R Y Ken  OrTOLQN,  Associate  editor 


on’t  get  sick.  That  was  the  advice  to  managed 
care  plan  patients  from  the  cover  of  the  March 
1995  issue  of  Texas  Monthly.  In  fact,  maga- 
zines, newspapers,  and  television  and  radio 
stations  across  Texas  have  been  reporting  with  alarming 
frequency  on  the  myriad  problems  patients  and  physicians 
are  having  dealing  with  health  maintenance  organizations 
(HMOs),  preferred  provider  organizations  (PPOs),  and 
other  managed  care  entities. 


While  managed  care  is  nothing  new  in  our  state,  the  con- 
tinuing emphasis  on  cutting  health-care  costs  has  opened 
the  door  for  managed  care  to  jump  into  the  Texas  health 
insurance  market  in  a big  way.  Aggressive  managed  care 
companies  are  penetrating  markets  where  they’ve  never  had 
a presence  and  gobbling  up  market  shares  in 
large  gulps. 

Louis  J.  Goodman,  PhD, 
director  of  medical  economics 
for  the  Texas  Medical  Association, 
says  this  rapid  shift 
toward  managed  care 
may  have  been  fueled  by 
the  failure  of  President 
Clinton’s  health-system 
reform  plan  last  year. 

Where  the  pri- 
vate sector  tradi- 
tionally has  followed  the 
lead  of  government  programs 
in  designing  payment  mod- 
els, the  marketplace 
now  acting  on  its  own 
to  control  health-care 
costs,  Dr  Goodman  says. 

“It’s  a major  shift  of  emphasis  from 
a government-driven  system,  where 
the  private  sector  would  base  access,  cost,  and  quality 
indices  on  what  the  government  did,”  he  said. 
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Regardless  of  what  is  driving  this 
change,  the  rush  toward  managed  care 
is  nothing  less  than  a “range  war,”  says 
TMA  Director  of  Public  Affairs  Kim 
Ross. 

“Texas  is  a frontier  for  managed 
care  and,  like  any  frontier,  some  areas 
have  settled  in  very  nicely  and  peace- 
ably. In  many  other  areas  there  are 
range  wars.  Fences  are  being  knocked 
down  and  settlers  burned  out,  claims 
are  being  jumped,  and  territories  are 
being  stolen." 

Mr  Ross  warns  that  physicians  and  patients  need  to 
throw  up  fences  now  to  close  off  the  range  and  prevent  the 
war  from  getting  bloodier. 

That’s  exactly  what  TMA  did  in  mid-March  with  the 
filing  of  the  Patient  Protection  Act,  legislation  that  could 
have  far  more  impact  on  how  physicians  practice  medicine 

id  how  patients  receive  and  pay 
for  their  health  care  than  any 
other  bill  being  debated  by  the 
74th  Texas  Legislature. 

Protect  the  women  and  children 

The  Patient  Protection  Act  was 
filed  March  9 by  Rep  John  Smithee 
(R-Amarillo)  and  Sen 
Jim  Turner  (D-Crock- 
ett).  Numerous  other  sena- 
tors and  representatives  have 
signed  on  as  original  cosponsors. 

The  bill  is  similar  to  legisla- 
tion backed  in  Congress  last  year 
by  both  TMA  and  the  Amer- 
ican Medical  Association. 
While  that  legislation  failed  along  with 
all  other  health-system  reform  proposals, 
the  need  for  the  bill  has  not  lessened.  In 
fact,  Texas  is  1 of  about  20  states  where 
patient  protection  measures  are  now 
being  debated  by  state  legislatures. 
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The  bill’s  main  goal  is  to  rein  in  the 
predatory  market  practices  some  man- 
aged care  companies  have  employed  to 
boost  their  market  shares.  Such  tactics 
were  demonstrated  in  Houston  in  late 
1993,  when  two  insurance  industry 
giants  dropped  more  than  70  Houston 
physicians  from  their  local  PPO  net- 
works. Those  “deselections,"  to  use  the 
insurance  industry  term,  disrupted 
established  patient-physician  relation- 
ships — not  to  mention  continuity  of 
care  — for  thousands  of  Houstonians  j 
insured  by  those  managed  care  plans. 

Dr  Goodman  says  the  managed 
care  companies  cannot  be  allowed  to 
do  business  the  way  oil  companies, 
appliance  manufacturers,  or  other 
producers  of  consumer  goods  would, 
looking  only  at  their  bottom  lines. 

“Health  care  is  different,"  he  said. 
“The  industry  needs  help  in  determin- 
ing how  to  guard  against  untoward 
activities  that  it  may  do  unknowingly 
because  it  is  used  to  dealing  on  a busi- 
ness side  rather  than  dealing  with  peo- 
ple. Maybe  the  patient  protection 
standards  won’t  contribute  directly  to 
insurance  company  bottom  lines,  but 
they  will  be  good  for  patients.” 

As  hied  by  Senator  Turner  and 
Representative  Smithee,  the  Patient 
Protection  Act  would  not  put  an  end 
to  deselections,  but  it  would  add  some 
fairness  to  the  managed  care  system 
for  both  patients  and  physicians.  And, 
it  would  ensue  that  both  patients  and 
providers  would  have  a lot  more  infor- 
mation up  front  about  how  their 
managed  care  plans  operate. 

“One  of  our  key  concerns  is  to  get 
more  consumer  disclosure  so  patients 

IO 


can  make  wiser  purchasing  decisions 
when  they  are  evaluating  managed 
care  plans,”  said  TMA  lobbyist  Con- 
nie Barron,  who  is  coordinating  TMA 
efforts  to  enact  the  Patient  Protection 
Act.  “We  want  consumers  to  have  as 
much  information  as  possible  so  they 
know  exactly  what  they  are  buying 
and  what  it’s  going  to  mean  to  be  part 
of  that  managed  care  plan. 

Other  provisions  of  the  bill  also 
require  managed  care  firms  to  give 
physicians  contracting  with  the  plans 
more  information,  such  as  the  criteria 
upon  which  the  care  they  provide  will 
be  evaluated  and  what  financial  incen- 
tives may  be  put  in  place  to  motivate 
or  pressure  physicians  to  save  money 
by  restricting  patient  care. 

The  bill  does  away  with  “without 
cause”  deselections  — such  as  those  car- 
ried out  in  Houston  in  1993  — by 
requiring  due  process  procedures  when  a 
physician  is  to  be  dropped  from  a plan. 

“If  a provider  is  to  be  removed 
from  a managed  care  network,  we 
want  due  process  or  a fair  process 
established  in  order  to  ensure  that 
doctor-patient  relationships  are  not 
severed  unnecessarily  or  without  care- 
ful thought,”  Ms  Barron  said.  “That’s 
one  of  the  biggest  concerns  and, 
frankly,  the  greatest  area  of  potential 
abuse.  In  marketing  their  plans,  the 
managed  care  companies  use  physi- 
cians’ names  to  bring  patients  into  the 
network.  Then,  they  remove  the 
providers  and  keep  the  patients.” 

Provide  choice 

The  bill  would  ensure  patient  choice 
by  requiring  a managed  care  company 
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that  offers  a closed  panel  HMO  to 
offer  a point-of-service  option  for 
those  patients  who  want  to  go  outside 
the  network  for  their  care.  The  patient 
— not  the  HMO  or  the  employer 
offering  the  plan  — would  have  to 
pay  the  additional  premium  for  the 
point-of-service  option.  However,  Ms 
Barron  says  the  availability  of  that 
option  would  ensure  that  a patient 
who  has  a long-standing,  trusting  rela- 
tionship with  his  or  her  physician  will 
not  be  forced  to  find  a new  doctor  if 
he  or  she  does  not  wish  to  do  so. 

Ms  Barron  says  the  bill  represents 
“best  practices”  already  being 
employed  by  some  managed  care  enti- 
ties. In  fact,  representatives  of  First- 
Care,  an  HMO  owned  by  High  Plains 
Baptist  Health  Systems  in  Amarillo, 
recently  told  the  Amarillo  Globe-News 
that  the  standards  set  out  in  the  bill 
have  been  used  by  that  plan  since  its 
inception.  In  an  article  dated  March 
11,  FirstCare  Regional  Executive 
Director  John  McKissack  said  some 
plans  “are  not  what  they  are  reported 
to  be”  when  marketed  to  employers. 
“We  finally  have  a bill  that  levels  the 
playing  field,”  Mr  McKissack  said. 

Not  all  managed  care  entities  have 
taken  that  attitude,  however.  “The  bill 
is  meeting  strong  resistance  from 
HMOs  and  insurance  companies, 
which  is  no  surprise,”  Ms  Barron  said. 
“They  are  attempting  to  cloak  it  as 
any  willing  provider’  legislation, 
which  it’s  not.  They  are  saying  that  it 
raises  the  cost  of  health  care,  which  it 
doesn’t.  And,  they  are  attempting  to 
engage  the  business  and  consumer 
communities  from  a standpoint  that  it 
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is  going  to  make  health  care  more 
expensive,  and,  therefore,  that  it’s 
really  an  anticonsumer  hill  as  opposed 
to  a pro-consumer  bill.” 

Lobbyists  for  the  Texas  HMO  Asso- 
ciation have  been  successful  in  bringing 
some  business  groups  into  the  debate  by 
claiming  the  Patient  Protection  Act’s 
disclosure  requirements  are  an  employer 
mandate  — an  element  that  helped  kill 
some  of  the  more  ambitious  health-sys- 
tem reform  plans  in  Con- 
gress in  1 994. 

TMA,  however,  has 
been  aggressive  in  coun- 
tering those  attacks. 

Shortly  after  the  bill  was 
introduced,  TMA  joined 
with  the  Texas  Dental 
Association  (TDA)  to 
conduct  editorial  board 
meetings  with  major-  and 
medium-market  daily 
newspapers  across  the 
state.  In  addition  to  TMA  and  TDA, 
several  other  provider  groups  — from 
psychologists  to  pharmacists  — likely 
will  endorse  the  bill  and  seek  to  get 
themselves  written  into  it. 

Where  do  I sign  up? 

“Most  of  the  organizations  that  have 
been  shopping  ‘any  willing  provider’ 
bills  have  not  been  finding  a warm 
response,”  Ms  Barron  said.  “So  we’ve 
been  approached  by  a number  of 
provider  groups  asking  if  they  could 
or  would  be  included  in  the  bill.  It 
would  only  be  logical  for  the  legisla- 
ture to  say  that  if  this  bill  is  good  for 
physicians,  then  why  isn’t  it  good  for 
these  other  groups.” 


Not  only  are  other  providers  want- 
ing to  be  included  under  the  Patient 
Protection  Act,  but  some  pharmaceu- 
tical manufacturers  also  are  interested 
in  the  measure. 

“The  drug  companies  are  interested 
in  some  of  the  language  that  would  dis- 
close to  consumers  any  restrictive  phar- 
macy programs,  such  as  formularies, 
that  would  keep  some  of  their  drugs 
from  being  offered,”  Ms  Barron  said. 


Thanks  to  the  Texas  Monthly  article 
and  stories  in  The  Wall  Street  Journal 
and  elsewhere,  consumers  also  are 
joining  the  fight.  Two  patients  who 
experienced  difficulty  getting  the  kind 
of  care  they  felt  they  needed  from 
their  managed  care  plans  participated 
in  editorial  board  meetings  March  23 
at  the  Houston  Chronicle  and  The 
Houston  Post. 

“With  the  publicity  the  bill  is  get- 
ting, were  starting  to  get  consumers 
calling  us  wanting  to  participate, 
wanting  to  be  part  of  building  grass- 
roots consumer  movements  to  help 
support  the  bill,”  Ms  Barron  said.  “I 
suspect  that  we  will  see  more  of  that  in 
the  coming  weeks.” 


“We’ve  got  an 
excellent  chance 
of  passing  a 
patient  protec- 
tion bill.  The 
question  will  be 
how  strong  can 
we  get  it.” 


Down  to  the  stretch 

With  just  about  a month  left  in  the 
legislative  session,  TMA  has  its  work 
cut  out  to  overcome  insurance  com- 
pany opposition  and  pass  the  Patient 
Protection  Act.  Negotiations  with  the 
HMOs  have  been  under  way  virtually 
from  the  moment  the  bill  was  filed. 
However,  initial  discussions  were  acri- 
monious and  largely  unproductive. 

Despite  insurance  company  oppo- 
sition, the  measure  has  a fair  chance 
for  success.  In  the  House,  the  bill  has 
been  referred  to  the  Insurance  Com- 
mittee. That  poses  a problem  because 
members  of  that  committee  tradition- 
ally have  had  a close  working  relation- 
ship with  the  insurance  industry. 
TMA,  however,  does  have  the  advan- 
tage of  having  the  chairman  of  the 
Insurance  Committee,  Representative 
Smithee,  as  its  bill  sponsor. 

In  the  Senate,  the  measure  is  being 
considered  by  the  Senate  Committee 
on  Economic  Development,  which  is 
chaired  by  Sen  David  Sibley  (R- 
Waco),  who  has  been  a staunch  sup- 
porter of  organized  medicine. 

“We’ve  got  an  excellent  chance  of 
passing  a patient  protection  bill,”  Ms 
Barron  said.  “The  question  will  be 
how  strong  can  we  get  it.  How  sharp 
are  the  teeth  that  we  can  put  in  it? 
How  strong  will  the  enforcement  pro- 
visions be?  How  detailed  can  we  make 
it  to  ensure  it  doesn’t  leave  anything 
open  for  interpretation?  That  will  all 
be  part  of  the  negotiations.” 

Mr  Ross  says  that  when  the  bill  comes 
up  for  a vote,  physicians  may  find  them- 
selves aligned  with  some  lawmakers  who 
in  the  past  have  been  their  opponents. 
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“The  managed  care  debate,  and  to 
what  extent  patient  rights  can  be  pro- 
tected b>y  statute  in  these  new  systems, 
typifies  the  brave  new  world  of  med- 
ical politics,  as  well  as  the  brave  new 
world  of  medical  economics,’  he  said. 
“Your  alliances  shift.  A liberal  legislator 
who  tends  to  be  very  antagonistic 
toward  medicine  on  limiting  damages 
in  malpractice  suits  will  be  very 
strongly  in  the  doctor’s  corner  when 
you  ger  into  matters  involving  patient 
protection.  There  are  conservatives 
who  share  the  same  view,  like  Jim 
Turner  and  John  Smithee.  However, 
there’ll  be  a tendency  for  legislators 
who  come  out  of  big  business  or  the 
insurance  industry  to  view  this  as 
antagonistic.’’ 

If  the  bill  is  enacted,  it  would  affect 
about  30%  of  the  Texas  health  insur- 
ance market.  The  remainder  of  the 
private  insurance  market  is  made  up 
of  self-funded  plans  offered  by  large 
employers.  Those  plans  are  exempt 
from  state  insurance  regulations  under 
the  federal  Employee  Retirement 
Income  Security  Act. 

Despite  affecting  less  than  a third 
of  the  market,  Ms  Barron  says  passage 
of  the  Patient  Protection  Act  would  be 
an  important  precedent,  particularly 
since  lawmakers  also  are  seeking  to 
convert  Medicaid  to  a managed  care 
system.  TMA  already  is  pushing  sepa- 
rate legislation  to  apply  the  same 
Patient  Protection  Act  standards  to 
Medicaid  managed  care,  and  it  will 
attempt  to  add  similar  provisions  to 
any  other  legislation  dealing  with 
health-care  delivery  systems. 

Beyond  that,  Ms  Barron  says  pas- 


sage of  the  act  would  send  a powerful 
message  to  Congress  that  problems 
with  managed  care  must  be  addressed 
in  more  than  a piecemeal  manner. 

“First,  the  HMO  market  right  now 
is  one  of  the  fastest-growing  segments 
of  the  market,”  she  said.  “We  could  set 
guidelines  for  future  market  penetra- 
tion. Second,  it  sends  a message  to  the 
federal  level.  Twenty  states  have  filed 
patient  protection  bills  this  year.  When 
the  Patient  Protection  Act  becomes 
that  important,  and  insurance  lobbyists 
are  having  to  deal  with  this  in  state 
after  state,  maybe  Congress  will  realize 
it  has  to  consider  setting  standards  like 
this  at  the  federal  level.’’  ★ 


All  articles  in  Texas  Medicine  that  mention  Texas  Medical 
Association's  stance  on  state  legislation  are  defined  as  "legislative 
advertising,  ’’  according  to  Texas  Govt  Code  Ann  $ 305.027 ’ 
That  law  requires  disclosure  of  the  name  and  address  of  the  per- 
son who  contracts  with  the  printer  to  publish  the  legislative 
advertising  in  Texas  Medicine:  Robert  G.  Mickey,  Executive 
Vice  President,  TMA,  401  W 15th  St,  Austin,  TX  78701. 
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Douglas  C.  McNabb 
Federal  Criminal  Defense  Attorney 

Recognized  as  one  of  Texas'  leading 
federal  criminal  defense  attorneys, 
Douglas  C.  McNabb  has  earned  a reputa- 
tion for  his  aggressive  representation  and 
knowledgeable  preparation  in  defending 
the  rights  of  individuals  charged  with 
federal  crimes.  He  limits  his  practice  to 
defending  people  who  are  being  investi- 
gated by  federal  agencies  such  as  the  FBI, 
DEA,  ATF,  IRS,  Secret  Service,  or 
Customs. 

Mr.  McNabb  has  been  involved  in 
numerous  high  profile  cases  that  have 
been  the  subject  of  several  books  and 
movies.  He  is  licensed  to  practice  before 
the  U.S.  Supreme  Court  and  other  federal 
courts  throughout  the  United  States. 

•Health  Care  Fraud  Crimes 
•Tax  Crimes 

•Mail/ Wire  Fraud  Crimes 
•Conspiracy  Crimes 
•Money  Laundering  Crimes 
•Export/Import  Crimes 
•Drug  Crimes 
•Environmental  Crimes 

Douglas  C.  McNabb 

Texas  Commerce  Tower 
600  Travis  - 62nd  Floor 
Houston,  Texas  77002 

(713)  237-0011 

Not  certified  by  the  Texas  Board  of  Legal  Specialization 
No  designation  has  been  made  by  the  Texas  Board  of 
Legal  Specialization  for  a Certificate  of  Special 
Competence  in  these  areas. 


12 


TEXAS  MEDICINE  ★ MAY  1995 


Medical  Spanish 
for  Every  Situation 


Complete  set  of  phrases  to  help  you  learn  specific 
medical  Spanish  for  every  situation. 


Gary  L.  Monroe,  M.D 

Nellie  Herrada-Monroe,  R.N 
Medical  Spanish  Editor 


"Medical  Spanish  for  Every  Situation" 

— A new  practical  approach  — 


This  instructional  set  includes  a 203-page  book  with 
vocabulary  and  over  6 hours  of  tapes  that  provide  perfect 
Spanish  pronunciation  in  the  following  categories: 


Emergencies 
Basic  Nursing 
Care 

Anesthesia 

Endoscopy 


Nursing  Assessment 
History  and  Physical 
Exam 
Obstetrics 
X-Ray  Exams 


Recovery  Room 
Pre-  and  Post-Op 
Surgery 

Giving  Pain  Meds 
Starting  IVs 


Available  at  J.A.  Majors,  Barnes  & Noble  and  B.  Dalton 
bookstores;  or  by  mail  with  order  form  below: 


Name  

Address  

City  State Zip 

Send  check  or  money  order  for  $84.95  to: 

Houston-Magellan  Publishing  Co.,  6763  Hwy.  6 South  - Ste.  1 100-331,  Houston  TX  77083-151 1 


( Mi  SIT  mmif  FOR  IT! ) 


mm 


IPMC  Travel  offers  Continuing  Medical  Education  (CME)  programs  designed  especially  for  doctors,  their  friends  and 
families  on  25  international  tours  and  cruises  for  1995/96.  Get  fascinating  "onboard"  tour  packages  such  as  our 
QE2  departures  featuring  CME  Category  1 Seminars  with  return  Concorde  air  transportation.  Seminars  are 
sponsored  by  either  Tulane  University  Medical  Center  or  Temple  University  School  of  Medicine.  Mention  this  ad  and 
enjoy  special  savings  on  select  QE2  sailings  this  simmer. 


BOOK  BY  MAY  31, 1005! 


Space  is  Ibnited. 

Please  call  extension  488  today  for  departure  dates  and  prices 
or  to  order  our  1995/96  brochures. 


IPMC  TRAVEL 

INTERNATIONAL  PROFESSIONAL  MEETING  COORDINATORS 


800-645-2222  • 2I8-Z79-7500 


Antarctica-Falkland  Islands  • Holland  America  Cruisetours  • QE2  Crossing  plus  London  • South  America  • Galapagos  Islands  • East  Africa 
Southern  Africa  • Egypt  • Israel  • India  & Nepal  • Orient  • Uietnam  • China  plus  Hong  Kong  • Australia  & New  Zealand  • Russia  • 
Scandinavia  • Ireland  • Spain  & Portugal  • France  • Orient  Express  • Italy  • Greece  • Turkey  • Canadian  Wilderness 


Law 


Board  trouble 

What  activities  attract  the  attention  of  the 
Texas  State  Board  of  Medical  Examiners 

By  Teri  Moran,  Associate  editor 


very  year  about  45,000  Texas  physicians  duti- 
fully get  out  their  checkbooks  and  send  off  a 
few  hundred  dollars  to  this  state  institution. 
Besides  taking  the  test  for  their  licenses  in  the 
first  place,  mailing  that  yearly  check  marks  the  extent  to 
which  most  Texas  physicians  ever  come  into  contact  with 
the  Texas  State  Board  of  Medical  Examiners  (TSBME). 
But  for  a number  of  physicians  each  year,  a brush  with 
TSBME  is  akin  to  facing  a medical  malpractice  lawsuit, 
only  the  board  has  the  power  to  take  away  their  licenses. 
And  under  the  Medical  Practice  Act  of  Texas,  there  is  no 
statute  of  limitations  for  bringing  accusations  against  a 
physician  for  possible  violations. 


Last  year,  22  Texas  physicians  either  surrendered  their 
licenses  or  had  them  revoked  by  TSBME.  The  board  also  sus- 
pended the  licenses  of  30  physi- 
cians, restricted  the  practice  of 
104,  and  reprimanded  14. 

The  kinds  of  allegations 
brought  to  the  board’s  attention 
often  mirror  those  of  medical 
malpractice.  Poor  or  unexpected 
outcomes  constitute  many  com- 
plaints against  physicians,  cou- 
pled with  documentation  that 
doesn’t  stand  up  under  scrutiny. 

The  board  also  has  the  power  to 
discipline  physicians  even  il 
there’s  no  evidence  that  anything 
they’ve  done  has  ever  actually 
harmed  a patient.  It  may  disci- 
pline physicians  for  failing  to  keep 
accurate  or  complete  records  oi 
certain  drugs,  for  intemperate  use 
ol  alcohol  or  drugs,  and  for  fraud- 
ulent billing  practices  — all  viola- 
tions of  the  Medical  Practice  Act. 


TSBME  doesn’t  go  out  looking  for 
doctors  to  investigate.  It  doesn’t  have 
to.  Although  it  does  review  physicians 
who  have  had  three  malpractice  claims 
in  a 5-year  period,  most  board  investi- 
gations begin  as  a result  of  complaints 
submitted  through  the  citizen  com- 
plaint process,  where  anyone  may  file  a 
written  complaint  against  a physician. 

Last  year  it  logged  3,463  complaint 
calls  on  its  1-800  phone  number,  where 
callers  can  find  out  how  to  initiate  a 
written  complaint  — the  only  kind  the 
board  accepts  — and  also  check  to  see  if 
the  board  has  taken  disciplinary  action 
against  a physician.  II  the  allegation  falls 
under  the  board’s  jurisdiction  and  has 
merit  — meaning  it’s  more  than  just  a 
“my  doctor  is  rude’’  complaint  — the  board  opens  an  investi- 
gation. Complaint  sources  are  varied,  and  include  patients, 

peers,  other  health-care  provid- 
ers, family  members,  and  insur- 
ance companies. 

This  February,  the  board  had 
886  active,  ongoing  investiga- 
tions. Last  year  it  opened  1,714 
investigations  and  completed 
1 ,858.  In  the  5 months  between 
September  1994  and  February 
1995,  investigations  took  an  aver- 
age ol  1 88  days  to  complete. 

And  while  it  fields  thousands 
of  complaints  every  year,  the 
majority  turn  out  to  be  frivo- 
lous, similar  to  the  fate  of  most 
malpractice  claims.  According  to 
TSBME  President  John  M. 
Lewis,  MD,  about  75%  to  80% 
of  all  investigations  opened  have 
no  real  basis  and  are  ultimately 
dismissed. 

“Most  physicians  in  this 
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state  are  very  good  — 99%  are  very 
hardworking,  competent  doctors,"  Or 
Lewis  said.  “But  it’s  that  1%  who  aren’t 
that  we  have  to  contend  with.”  A lot  of 
gut-wrenching  inquiry  goes  into  every 
complaint  the  board  receives,  he  says. 
And  within  that  percentage  oL  physi- 
cians who  do  finally  wind  up  receiving 
some  kind  of  board  discipline,  there  is 
a veritable  potpourri  of  circumstances 
and  underlying  causes. 

Never  too  much  of  a good  thing 

Sounding  like  an  echo  from  those 
with  long  experience  on  both  sides  of 
the  board  — from  lawyers  who  repre- 
sent TSBME  at  board  hearings  and 
lawyers  who  defend  them  there  — 
rings  the  admonition  to  document, 
document,  and  document  some  more. 
In  so  many  kinds  of  cases,  poor  docu- 
mentation is  the  culprit,  according  to 
Austin  defense  attorney  Daniel 
Bishop,  JD,  who  has  defended  numer- 
ous physicians  before  the  board. 

“When  a patient  is  unhappy  with 
his  or  her  medical  care,  instead  of  the 
complaint  being  dismissed  on  its  face, 
it’s  given  some  credence  when  there  is 
inadequate  documentation,”  Mr 
Bishop  said.  “Doctors  then  get  pulled 
into  situations  they  wouldn’t  otherwise 
be  pulled  into.  With  medical  records 
that  lack  proper  documentation  of 
diagnosis,  symptoms,  or  treatment 
plan,  the  board’s  investigator  will 
assume  that  there  was  no  diagnosis  — 
that  there  was  no  treatment  plan.” 

It  is  especially  important  for  physi- 
cians to  know  that  the  board’s  stan- 
dards are  not  the  same  as  standards  in 
tort  law,  where  harm  has  to  be  proven 


first.  “Theoretically,  for  the  board,  the 
outcome  is  irrelevant,”  Mr  Bishop 
said.  “What  they  are  looking  for  is 
whether  or  not  you’ve  met  the  stan- 
dard of  care.  Period.” 

Often,  it  is  in  drug-prescription 
cases  that  lackadaisical  record  keeping 
comes  back  to  haunt  physicians. 
“Whenever  doctors  have  patients  on 
narcotic  medication,  they  need  to  be 
careful  to  keep  good  solid  records  to 
back  them  up,”  Dr  Lewis  said.  “If 
they’re  sloppy,  and  something  hap- 
pens that  creates  an  investigation,  it 
could  be  a problem.” 

Sometimes  cases  come  to  the 
board’s  attention  when  drugs  such  as 
narcotics  or  sedatives  fall  into  the 
wrong  hands,  or  when  a pharmacy’s 
computer  detects  that  a physician’s 
prescribing  has  crossed  a usage  thresh- 
old. “One  of  the  most  common  situa- 
tions is  where  a physician  is  not 
paying  enough  attention  to  the 
patient  who  is  abusing  medication, 
and  the  physician  continues  to  pre- 
scribe it,”  Mr  Bishop  said. 

Timothy  Weitz,  JD,  TSBME  gen- 
eral counsel,  agrees.  “Physicians  often 
fail  to  document  what  they’re  prescrib- 
ing, what  dosage  amount,  how  many 
refills,  and  they  fail  to  see  the  patients 
on  a regular  basis,”  he  said.  “They  just 
kind  of  shoot  from  the  hip  and  don't 
keep  good  records.”  Such  physicians 
can  be  sanctioned  by  the  board  right 
along  with  physicians  who  intention- 
ally prescribe  drugs  inappropriately,  if 
their  documentation  persistently  or 
flagrantly  fails  to  meet  standards. 

Good  record  keeping,  on  the  other 
hand,  has  spared  many  a physician 


from  further  investigation  or  board  dis- 
cipline, according  to  Dr  Lewis.  “It 
often  saves  them,”  he  said.  “Thorough 
charts  thwart  many  allegations  when  it’s 
the  patient’s  word  against  the  doctor’s.” 

Business  and  insurance  company  savvy 

Even  when  physicians  have  otherwise 
sound  risk  management  practices,  fail- 
ing to  keep  a close  watch  on  the  busi- 
ness end  of  their  practices  can  also  get 
them  into  hot  water.  “Having  employ- 
ees who  are  carrying  out  fraudulent 
billing  practices,  even  accidentally,  is 
one  way  physicians  unwittingly  get  in 
trouble  with  the  board,”  Dr  Lewis 
said.  “Physicians  should  be  very  cau- 
tious and  make  sure  their  employees 
properly  code  and  classify,  especially 
with  Medicare  or  Medicaid.” 

From  the  board’s  perspective,  hon- 
est mistakes  are  still  mistakes  when  it 
comes  to  fraudulent  claims  for  med- 
ical procedures  performed  — or  not 
performed.  “Unfortunately,  many 
doctors  don’t  understand  that  for 
most  violations  of  the  Act,  an  element 
of  intent  is  not  necessarily  required,” 
Mr  Weitz  said.  Physicians  often  dele- 
gate billing  and  then  fail  to  monitor 
those  who  are  doing  it,  he  says,  not 
appreciating  the  fact  that  they  are  the 
ones  who  will  be  held  responsible  — 
not  the  clerks  or  office  managers. 

Another  common  but  mistaken 
assumption  physicians  make,  accord- 
ing to  Mr  Bishop,  is  that  what  they 
charge  doesn’t  make  that  much  differ- 
ence. He  says  physicians  often  think 
that  because  the  insurance  company 
just  pays  them  a fair  percentage  of 
their  overall  bill  and  then  writes  the 
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rest  off,  they  can  bill  however  much 
they  want.  “Doctors  frequently  come 
to  me  when  they’re  accused  of  over- 
charging and  say,  ‘But  I didn’t  get 
paid,  ” Mr  Bishop  said.  “Well,  the 
board  doesn’t  have  to  prove  that  you 
got  paid  for  it.  All  it  has  to  prove  is 
that  you  overcharged  and  that  you 
attempted  to  get  paid  Lor  it." 

Nowadays,  it  isn’t  just  patients  who 
complain  to  TSBME  about  their  doctor 
bills.  Insurance  companies 
do,  too,  and  with  growing 
frequency,  according  to  Mr 
Bishop.  “Insurance  compa- 
nies will  do  it  to  avoid  pay- 
ing those  bills,"  he  said.  “If 
insurance  companies  have 
disputes  with  doctors  over 
bills  and  can’t  resolve  them 
with  the  doctors,  the  way 
they  sometimes  try  to  resolve 
it  is  by  complaining  to  TSBME.” 

If  physicians  hnd  themselves  tan- 
gling with  insurance  companies  over 
billing,  Mr  Bishop  advises  them  to 
muster  all  the  congeniality  they  can. 
“Avoid  bickering  with  insurance  com- 
panies over  bills,"  he  said.  “Physicians 
do  not  want  them  as  their  enemies.” 

Sex  and  the  Act 

Every  physician  knows  not  to  have  sex 
with  patients.  But  not  every  physician 
realizes  how  easily  they  can  be  falsely 
accused  of  it  and  how  hard  it  can  be  to 
defend  against  an  alleged  violation  of 
this  particular  part  of  the  Medical  Prac- 
tice Act.  “Doctors  need  to  be  very  cau- 
tious and  protect  themselves  against 
sexual  charges,”  Dr  Lewis  said.  “They 
need  to  be  chaperoned  appropriately 


Lor  the  circumstances  in  order  to  avoid 
the  appearance  of  impropriety  and  to 
avoid  exposure  to  complaints.” 

More  than  in  any  other  specialty, 
psychiatrists  hnd  themselves  at  risk  to 
be  falsely  accused  of  sexual  miscon- 
duct, according  to  Mr  Bishop.  “I’ve 
seen  situations  in  which  it  could  be  as 
harmless  as  the  doctor  squeezing  the 
patient’s  shoulders,”  he  said.  “But 
what  can  happen  to  any  doctor  is  that 


“Avoid  bickering 
with  insurance 
companies  over 
bills.  Physicians 
do  not  want  them 
as  their  enemies.” 


a patient  who  has  psychological  prob- 
lems, or  a patient  who  Lor  whatever 
reason  is  very  sensitive,  can  misinter- 
pret a doctor’s  behavior.” 

He  says  he  has  seen  situations 
where  physicians  date  former  patients, 
then  years  later  face  sexual  miscon- 
duct charges.  “When  the  relationship 
is  broken  off,  the  former  patient  is  bit- 
ter and  files  a complaint  with 
TSBME,”  he  said.  “Patients  will  liter- 
ally come  up  complaining  about  an 
incident  that  occurred  20  years  ago.” 

Mr  Weitz  says  it’s  not  uncommon 
Lor  physicians  who  suffer  counter- 
transference to  feel  as  though  they’ve 
fallen  in  love  with  patients  and  to  vio- 
late the  Act  thinking  they’re  somehow 
benefiting  the  patients.  One  general 
practitioner  who  had  an  affair  with  a 
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patient  regularly  had  sex  with  her  in 
his  office  during  her  appointments. 
But  he  came  to  the  board’s  attention 
only  after  making  a pass  at  another 
patient  who  reported  him.  “He 
denied  it  every  step  of  the  way,”  Mr 
Weitz  said.  Lying  to  the  board  does 
not  arouse  its  leniency,  he  added. 
“The  doctor  was  revoked.” 

Under  the  influence 

According  to  Dr  Lewis,  one  kind  of 
complaint  is  the  most  worrisome  of 
all.  “The  largest  group  of  doctors  who 
come  before  the  board  and  require 
sanctions  are  doctors  who  have  prob- 
lems with  substance  abuse,”  he  said. 
“Behind  most  abhorrent  behavior, 
whether  it’s  sexual  misconduct,  fraud- 
ulent record  keeping,  or  any  kind  of 
ethical  misconduct,  you’ll  usually  find 
alcohol  or  drugs.  Most  doctors,  who 
have  normal  thinking  minds  not 
affected  by  substance  abuse,  are  not 
going  to  do  any  of  these  things.”  In  his 
opinion,  alcohol  or  chemical  depen- 
dency is  the  root  cause  of  80%  to  85% 
of  complaints  against  physicians. 

“Substance  abuse  cases  are  particu- 
larly problematic  because  there  is  a 
certain  degree  of  urgency,”  Mr  Weitz 
said.  “And  because  they  account  for 
about  24%  of  our  caseload,  we  have  to 
take  limited  resources  off  quality-of- 
care  cases  to  address  the  potential 
harm  due  to  a physician’s  substance 
abuse.”  This  is  one  area  in  which 
physicians’  family  members  are  very 
likely  to  report  them  to  the  board  in 
the  hopes  that  it  will  force  them  into 
rehabilitation. 

When  physicians  self-report  or 
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admit  their  violations  once  caught, 
and  seem  contrite  and  willing  to 
change  their  behavior,  the  board  may 
take  a more  lenient  stance  when  the 
law  allows,  Mr  Weitz  explains.  It 
might  suspend  when  it  really  could 
revoke  in  such  cases,  giving  rehabilita- 
tion a chance. 

TMA  offers  a confidential  support 
and  intervention  program  lor  physi- 
cians who  may  have  substance  abuse 
or  other  problems  that  could  affect 
their  practice  of  medicine.  Anyone 
may  access  TMA’s  physician  health 
and  rehabilitation  program  by  calling 
its  24-hour  hotline  at  (800)  880-1640. 

Dr  Lewis  encourages  physicians  to 
sell-monitor  their  profession  whenever 
possible.  “The  vast  majority  ol  physi- 
cians do  an  outstanding  job  in  taking 
care  ol  patients.  And  we  physicians 
need  to  be  alert  to  our  peers  who  are 
carrying  on  abhorrent  activities  so  that 
we  can  report  that  and  keep  the  name 
of  medicine  as  clean  as  possible.  ” ★ 


Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  informa- 
tion on  selected  topics.  These  articles  are  published  with  the 
understanding  that  TMA  is  not  engaged  in  providing  legal 
advice.  When  dealing  with  specific  legal  matters,  readers 
should  seek  assistance  from  their  attorneys. 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services,  Inc.,  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


W’e  are  a dedicated  group  of 

professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician’s  claim  history,  specialty 
or  previous  problems. 
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‘I  fell  down  the  stairs’ 

Physicians  can  help  by  learning  to  recognize 
the  signs  of  domestic  violence 

By  TERI  MORAN,  Associate  editor 


The  baby  lay  on  the  examining  table,  his  elbow 
swollen  to  grotesque  proportions  like  some 
jumbo  orange  had  sprouted  from  his  tiny  arm. 
And  Diana  Fite,  MD,  remembers  wondering 
how  the  1 -year-old  child  could  have  sustained  such  an 
awful  fracture  from  just  falling  out  of  bed.  In  2 years  as  an 
emergency  physician,  she’d  seen  her  share  of  injuries  from 
out-of-bed  falls  — usually  split  lips,  minor  head  lacera- 
tions, or,  at  worst,  fractured  clavicles.  But  nothing  like 
what  this  baby  had. 


Then  a week  later  in  the  same  emergency  department, 
Dr  Fite  asked  a woman  whose  face  was  bloodied  and 
swollen  almost  beyond  recognition  how  shed  gotten  hurt. 

“I  fell  down  the  stairs,”  came  the  woman’s  response. 

Dr  Fite  heard  her  herseh  saying  that  falling  down  stairs 
didn’t  usually  cause  such  extensive  injuries  when  she  real- 
ized she  was  addressing  the  mother  of  the  baby  with  the 
terrible  elbow  fracture. 

And  as  the  woman  spilled 
the  truth,  that  her  husband 
had  not  only  just  beaten 
her  but  a week  earlier  had 
also  twisted  their  baby’s 
arm  hard  enough  to  rip 
apart  his  elbow,  Dr  Fite 
could  feel  her  regret  — 
and  dread  — rising. 

She  wondered  how 
many  cases  of  family  vio- 
lence like  this  one  she  had 
missed,  how  many  suspi- 
cious-sounding explana- 
tions for  injuries  she  had 
talked  herself  into  believ- 
ing, and  if  somehow  she 
could  have  prevented  any 
of  them. 

“I  just  started  thinking 


— what  if  I had  recognized  that  baby’s 
injury  as  abuse?”  Dr  Fite  said.  “What 
if  the  mother  had  come  in  first  — and 
she’d  probably  been  in  before  — could 
I have  done  anything  to  prevent  that 
baby’s  injury?  How  many  times  could 
some  sort  of  physician  intervention 
have  made  a difference  in  these  cases?” 

In  the  15  years  since  then,  when 
family  violence  was  not  as  high  on 
society’s  social  agenda  as  it  is  today,  Dr 
Fite  says  she  has  seen  thousands  of 
such  abuse  cases  in  her  emergency 
medicine  and  outpatient  gynecology 
practices  in  Houston.  And  as  a frequent  speaker  on  the  sub- 
ject, she  teaches  members  of  the  medical  community  not 
only  how  she  has  learned  to  recognize  victims  of  family  vio- 
lence, but  also  time-friendly,  nonconfrontational  ways 
physicians  can  make  a difference. 

Educating  physicians  is  one  of  the  Texas  Medical  Associ- 
ation’s many  goals  in  its  family  violence  initiative,  which 

also  is  supported  by  the 
TMA  Alliance  and  the 
TMA  Foundation.  Dr 
Fite  chairs  TMA’s  Blue 
Ribbon  Panel  on  Family 
Violence,  which  will  issue 
a report  to  the  House  of 
Delegates  during  annual 
session  this  month  that 
will  guide  TMA’s  efforts 
to  address  the  growing 
incidence  of  family  vio- 
lence in  Texas. 

Texas  law  requires  phy- 
sicians to  report  suspected 
abuse  of  children,  the 
elderly,  and  the  disabled. 
When  they  do  recognize 
it,  physicians  rarely  hesi- 
tate to  document  or  report 
suspected  abuse  in  such 
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cases,  according  to  Donald  J.  Gordon, 
MD,  PhD,  a panel  member  and  med- 
ical director  of  emergency  medical  ser- 
vices at  The  University  oh  Texas  Health 
Science  Center  at  San  Antonio. 

But  Texas  law  does  not  require 
physicians  to  report  suspected  cases  oh 
domestic  violence,  which  is  defined  as 
violence  one  adult  intimate  inflicts  on 
another.  Often,  physicians  are  not 
aware  that  violence  is  behind  a 
patient’s  complaints,  even  though 
they’re  working  against  the  alarming 
reality  that  oh  all  medical  visits  by 
women  in  the  nation,  one  in  five 
results  from  domestic  violence. 

“There  is  a tendency  among  over- 
worked physicians  to  dig  just  far 
enough  into  a history  to  address  the 
immediate  problem,”  Dr  Gordon 
said.  “It’s  not  that  they  don’t  care 
about  abuse  that  may  be  taking  place, 
it’s  that  they  are  not  inclined,  by  the 
pressures  of  having  to  take  care  oh  so 
many  patients,  to  dig  far  enough  to 
find  it.” 

In  the  not-so-distant  past,  accord- 
ing to  Dr  Fite,  society’s  condescending 
and  often  negative  attitudes  toward 
female  domestic  violence  victims  even 
permeated  medicine  — especially 
when  women  would  repeatedly  go 
back  to  their  abusers  upon  discharge 
from  the  emergency  room. 

“I  once  fell  into  that  same  group,” 
Dr  Fite  admitted.  “We  would  think, 
well,  she  must  want  to  be  beaten  up  if 
she  won’t  leave  him.  She  must  like  it." 
Fortunately,  she  says,  society  is  learning 
now  that  women  stay  for  many  reasons 
— financial  dependence,  shame,  and 
overwhelming  feelings  of  hopelessness. 


Often,  their  greatest  fear  is  that  their 
partners  will  harm  or  kill  them  or  their 
children  if  they  do  leave,  a fear  that 
state  and  national  statistics  support. 

In  this  country,  domestic  violence  is 
the  single  largest  cause  of  injury  to 
women,  and  72%  oh  all  its  victims 
already  are  separated  from  their  part- 
ners, experts  say.  “Leaving  is  about  the 
most  dangerous  thing  they  can  do, 
because  it  greatly  increases  their  chances 
of  suffering  serious  injury  or  death,”  Dr 
Fite  said.  “ I he  majority  of  women  who 
are  murdered  in  the  United  States  are 
murdered  by  their  partners.” 

“Domestic  violence  is  all  about 
power  and  control,”  Dr  Gordon  said. 
“And  the  threat  of  murder  is  perhaps 
the  abuser’s  ultimate  weapon.  Simi- 
larly, abusers  will  often  threaten  to  kill 
themselves  if  their  partners  leave.” 
Frequent  accounts  of  men  who  kill 
their  partners  and  then  kill  themselves 
bear  out  women’s  fears,  he  adds. 

The  number  of  community  shel- 
ters and  other  resources  for  battered 
women  has  increased  as  public  atti- 
tudes change.  And  with  more 
resources  available  to  victims.  Dr  Gor- 
don says  many  physicians  who  may 
once  have  felt  a sense  of  helplessness 
with  such  patients  now  have  places  to 
refer  them.  But  first,  he  says,  they  will 
have  to  bone  up  on  recognizing  the 
often  relatively  obscure  signs  of 
domestic  violence. 

Tell-tale  signs 

“When  I give  lectures,  it’s  almost  to 
the  point  where  I say  that  if  a woman 
says  she  fell  down  the  stairs,  she  was 
beaten  up,”  Dr  Fite  said.  “You  hear 


that  all  the  time  — almost  daily.  But 
falling  down  stairs  doesn’t  give  you 
black  eyes.  The  injuries  are  going  to 
look  different." 

“They’ve  always  slipped  and  fallen," 
Dr  Gordon  said.  “Or  they’ve  gotten 
their  arm  caught  in  the  car  door,  or  the 
car  door  hit  them  in  the  face,  or  they’ve 
burned  themselves  cooking.” 

Explanations  for  injuries  that  don’t 
match  the  injuries  are  pretty  much 
dead  giveaways,  Dr  Fite  says.  So  are 
very  odd  explanations  — period.  “One 
upper-class,  professional  woman  came 
in  with  a Le  Fort  fracture,  her  face 
swollen  like  a pumpkin,”  Dr  Fite  said. 
“She  told  us  she’d  been  mugged  by  a 
man  standing  by  her  front  door  when 
she  came  home.”  That  sounded  rea- 
sonable enough,  until  she  added  that 
the  exact  same  thing  had  happened  1 
year  before,  and  with  little  prodding, 
the  woman  admitted  her  husband  had 
beaten  her. 

Because  domestic  violence  knows 
no  class  boundaries,  the  only  differ- 
ence between  rich  and  poor,  and  edu- 
cated and  uneducated  women,  Dr  Fite 
says,  is  that  professional  and  upper- 
class  women  generally  give  more 
sophisticated  excuses  for  their  injuries. 

Regardless  of  a patient’s  socioeco- 
nomic status,  victims  of  abuse  tend  to 
have  a stereotypical  doting,  concerned 
partner  hovering  nearby  when  they 
present  for  treatmenr.  “Abusers  won’t 
leave  their  partner’s  side  for  fear  she’ll 
tell,  Dr  Gordon  said.  “That’s  a real 
red  Hag.” 

Odd  bruises,  scars,  markings, 
burns,  and  multiple  sites  of  injury  are 
also  evidence  of  abuse.  Dr  Fite  adds, 
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especially  on  breasts,  genitals,  and 
areas  normally  hidden  by  clothing  — 
“bikini”  areas. 

“Sometimes  we  fail  to  recognize 
abuse  because  the  injuries  are  so 
bizarre,”  Dr  Fite  said.  She  recalls  per- 
forming a pelvic  exam  on  a woman 
years  ago  and  noticing  several  pecu- 
liar, pronglike  scars  on  her  inner 
thighs.  “Gosh,  you’ve  got  some  odd 
little  scars  down  there.  Flow’d  you  get 
these?”  Dr  Fite  asked. 

After  First  mumbling 
some  vague  excuse,  the 
woman  described  how 
her  husband  had  been 
branding  her  with 
heated  forks  for  many 
years  as  punishment  for 
things  like  serving  din- 
ner late  or  spending  too 
long  at  the  grocery  store. 

“All  it  took  was  for 
me  to  ask  her  about 
those  scars,”  Dr  Fite  said. 

“Maybe  I was  just  the 
right  person  at  the  right  time,  but  I 
couldn’t  help  but  wonder  if  she’d  ever 
been  asked  before.” 

Watching  out  for  obscure  signs 
On  the  other  side  of  the  spectrum  are 
abusers  who  are  careful  not  to  injure 
their  partners  badly  enough  to  leave 
marks  or  send  them  to  a doctor,  much 
less  an  emergency  room.  Body-bruis- 
ers, they’re  called. 

“Women  who  get  repeatedly 
slammed  against  the  wall  come  to 
their  family  physicians  seeking 
painkillers  for  headache  relief,”  Dr 
Fite  said.  “The  same  goes  for  women 
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whose  partners  regularly  hit  them  in 
the  chest.  They  know  why  they’re  in 
pain  and  they  need  relief,  whether  or 
not  they’ll  tell  you  what  caused  it.” 

Women  who  have  had  numerous 
work-ups  for  chronic  pelvic  pain,  gas- 
trointestinal complaints,  or  headaches 
with  no  physiological  abnormality  are 
often  victims  of  abuse.  “A  big  one  is 
asking  for  antidepressants  and  sleep- 
ing pills,”  Dr  Fite  said.  “Women  expe- 


rience all  kinds  of  symptoms  from  the 
stress  of  living  in  an  abusive  relation- 
ship — - problems  sleeping,  lack  of 
appetite,  depression,  anxiety,  and  even 
suicidal  tendencies.” 

Although  battered  women  often 
medicate  themselves  with  alcohol  or 
drugs,  she  says,  abusers  will  often 
force  their  partners  to  drink  with 
them.  Health-care  providers  tend  to 
afford  such  victims  less  compassion 
when  they  present  injured  and  intoxi- 
cated, unaware  of  their  circumstances. 
“Why  did  that  woman  run  into  a tree 
at  3 o’clock  in  the  morning  on  a week- 
day, showing  up  in  the  ED  all  alone 
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with  alcohol  on  her  breath?”  Dr  Fite 
said.  “What  was  she  running  from?” 

A little  can  go  a long  way 
Whether  patients  present  with  black 
eyes  and  broken  bones,  or  sleepless- 
ness and  depression,  physicians  who 
routinely  include  nonconfrontational 
questions  or  statements  about  family 
violence  during  their  examinations 
run  a good  chance  of  discovering  vic- 
tims of  abuse. 

Dr  Fite  recommends  routinely  say- 
ing something  as  simple  as:  “These 
days  we’re  very  concerned  about 
domestic  violence.  If  you  have  a friend 
or  relative  who  is  involved  with  that, 
please  tell  them  there  is  help.”  Physi- 
cians can  include  such  a statement  on 
their  intake  forms  along  with  helpful 
phone  numbers.  They  can  wear  a but- 
ton that  says  “Family  violence  hurts 
everyone”  to  let  patients  know  they  can 
talk  to  them.  They  can  put  up  posters 
in  their  waiting  and  exam  rooms,  and 
informational  cards  in  their  restrooms. 
“Just  some  indirect  mention  of  it 
would  go  a long  way,”  she  said. 

“Question  unlikely  explanations,” 
Dr  Gordon  said.  “And  separate  a sus- 
pected abuser  from  the  woman  — send 
him  off  to  check  on  the  bill  or  some- 
thing so  you  can  talk  to  her  privately.” 

Write  the  phone  number  of  the 
local  women’s  shelter  on  a tiny  piece 
of  paper  and  give  it  to  a woman  whom 
you  suspect  has  been  abused,  so  she 
can  hide  it  from  her  abuser,  Dr  Fite 
says.  “One  of  physicians’  main  con- 
cerns is  that  talking  to  patients  about 
abuse  will  take  a lot  of  time,  and  it 
doesn’t  have  to  take  any  extra  time. 


“All  it  took  was 
for  me  to  ask  her 
about  those  scars. 
Maybe  I was  just 
the  right  person 
at  the  right  time, 
but  I couldn’t  help 
but  wonder  if 
she’d  ever  been 
asked  before.” 
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“We  can  easily  document  our  sus- 
picions — that  the  explanation  does 
not  match  the  injury.  We  document 
every  injury  we  see  anyway,  no  matter 
what  the  reason."  And  looking  at  the 
rest  of  the  patient’s  body,  even  if  the 
chief  complaint  is  small  and  localized, 
may  reveal  signs  of  abuse. 

Dr  Fite  says  she  has  had  several 
patients  come  back  years  after  she 
treated  them  saying  that  her  small 
show  of  support  encouraged  them  to 
leave  their  abusers.  “Even  if  they  don't 
leave  right  then,  they’ll  remember," 
she  said.  “Our  efforts  as  physicians,  no 
matter  how  small,  are  not  futile  and 
needn’t  take  extra  time.” 

According  to  the  American  Med- 
ical Association,  family  violence 
touches  as  many  as  one  quarter  of  all 
American  households  and  is  self-per- 
petuating — children  who  grow  up  in 
violent  homes  are  more  likely  to 
become  abusers  themselves.  Reaching 
out  even  in  small  ways  beyond  what 
the  law  requires,  Dr  Gordon  says,  may 
break  the  cycle  of  violence  for  a child 
living  in  a violent  home. 

He  believes  more  physicians  will 
ultimately  take  leadership  roles  in  the 
struggle  against  all  forms  of  family 
violence.  “Physicians  get  involved 
once  they  know  about  something,”  Dr 
Gordon  said.  “If  they  know  about  it 
and  know  a course  to  take,  you  don’t 
have  to  say  much  more  than  that.”  ★ 
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Survival  Tactics 


Strategies  for  Success 

in  the  changing  medical  marketplace 


today’s  evolving  health-care  system.  But  certainly 
physicians  have  felt  like  beating  their  chests  and  letting 
out  a healthy  yell  as  they  hack  their  way  through  the 
maze  of  HMOs,  PPOs,  IPAs,  PHOs,  and  the  like.  Just 
when  the  path  ahead  looks  clear,  along  comes  another 
swamp  of  capitation  payments  and  copays,  fee  discounts 
and  payment  cuts.  Today’s  doctors  must  manage  patient 
care,  manage  to  keep  down  costs,  and  somehow  manage 
to  make  a profit.  • Texas  Medicine  asked  five  consultants 
for  their  best  advice  on  practice  management  and  risk 
management.  Their  tips,  which  follow,  are  intended  to 
help  you  make  your  way  through  the  jungle  and  emerge 
not  only  a survivor,  but  a success.  • By  Cindi  Myers  • 


Get  a plan 

The  experts  agree  that  you’ve  got  to  start 
with  a plan.  That  means  knowing  where 
you  are  now  and  where  you  want  to  be. 

L 

GIVE  YOUR  PRACTICE  A CHECKUP. 

Start  by  reviewing  your  financial  situa- 
tion, including  accounts  payable  and 
receivable,  cash  flow,  and  assets  and  lia- 
bilities. Look  at  tangibles,  such  as  capi- 
tal equipment  and  amount  of  debt, 
and  intangibles,  such  as  your  reputa- 
tion in  the  community. 

2. 

DETERMINE  YOUR  COST  OF  CARE. 

Look  at  your  expenses  divided  by 
number  of  patient  visits.  Compare 
this  to  your  income  divided  by  patient 
visits.  Is  your  cost  per  patient  visit 
exceeding  your  income? 

3. 

IDENTIFY  AREAS  WHERE  YOU  ARE 
NOT  CURRENTLY  PROFITABLE. 

Maybe  your  in-office  laboratory  is  los- 
ing money.  Or  that  new  billing  service 
isn’t  paying  for  itself.  Is  it  time  to 
make  some  changes? 

4 . 

REVIEW  YOUR  FEE  SCHEDULE. 

Don’t  lose  out  because  you  haven’t 
adjusted  fees  to  keep  up  with  changes  in 
your  costs.  Consultants  say  that  if  dis- 
counted fee-for-service  plans  are  paying 
100%  of  your  charges,  the  pricing  of 
your  services  needs  to  be  analyzed. 

5. 

UNDERSTAND  THE  FINANCIAL 
IMPLICATIONS  OF  YOUR  DECISIONS 
ON  YOUR  PRACTICE. 

How  much  can  you  afford  to  cut 
back?  How  big  a discount  of  your  fees 
can  you  accept?  How  much  will 
adding  one  employee  or  new  piece  of 
equipment  increase  your  cost  of  care? 


ClNDl  MYERS  is  a freelance  writer  based  in 
Wimberley. 
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8, 

DESIGN  AN  EMERGENCY  PLAN. 

What  would  you  do  if  your  office 
burned  down  tomorrow?  What  if  you 
were  robbed?  How  soon  would  you  be 
up  and  running  again?  Evaluate  your 
insurance  policies  and  plan  to  safe- 
guard your  records.  List  phone  num- 
bers, names  of  contacts,  etc,  and  store 
this  information  in  a secure  place  out- 
side the  office. 


7. 

SET  AN  ANNUAL  BUDGET. 

If  you  know  what  you  can  afford  to 
spend,  you’ll  know  what  you  can 
afford  to  lose.  Budgeting  also  helps  in 
setting  goals  for  the  coming  year. 


DETERMINE  YOUR  PAYER  MIX. 

Don’t  rely  on  one  insurance  company 
or  patient  group  for  most  of  your 
income.  Diversify  to  spread  the  risk. 
(See  “Balancing  act,”  Texas  Medicine , 
April  1994,  pp  26—28.) 


9 . 

FIND  THE  PATIENTS 
YOU  WANT  TO  TREAT. 

As  you  look  for  new  patient  groups  to 
diversify  your  practice,  concentrate  on 
“recruiting”  the  kinds  of  patients  who 
you  enjoy  working  with  and  who  need 
the  kinds  of  services  you  provide.  Then 
consider  signing  on  with  insurance  plans 
that  provide  coverage  for  those  patients. 


DEVELOP  3-  AND  S-YEAR  PLANS. 

Determine  where  you  want  to  be  3 
years  from  now  and  5 years  from  now, 
financially,  professionally,  and  person- 
ally. What  will  have  to  happen  for  you 
to  get  there?  What  can  you  do  now  to 
make  it  happen? 


DEVELOP  A MARKETING  PLAN. 

Promote  yourself  to  those  who  are 
responsible  for  sending  you  patients  — 
local  employers,  managed  care  plans, 
primary  care  specialists  who  might 
refer  their  patients  to  you,  or  other 
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groups  in  the  communities  where  your 
patients  live. 


THINK  ABOUT  THE  FUTURE. 

Reed  Tinsley,  the  health-care  depart- 
ment director  of  O’Neal,  McGuinness, 
& Tinsley,  LLP,  a practice  management 
firm  in  Houston,  advised,  “You’ve  got 
to  ask  yourself  one  question:  'In  my 
service  area,  what  could  happen  in 
both  the  short  term  and  the  long  term 
that  will  take  patients  away  from  me?”’ 
Whether  the  answer  is  the  shutting 
down  of  the  area’s  major  employer,  the 
advent  of  a physician-hospital  organi- 
zation of  which  you  are  not  a member, 
or  competition  from  another  medical 
group,  you  should  plan  now  to  deal 
with  the  problem. 

A LEAN,  MEAN 
MEDICAL  MACHINE 

In  order  to  continue  realizing  a profit 
with  discounted  fee  schedules  and  capi- 
tation systems,  physicians  must  operate 
their  practices  as  efficiently  as  possible, 
without  wasting  effort  or  resources. 


AFFILIATE. 

One  physician  alone  has  little  clout 
against  the  insurance  behemoth.  But  a 
group  of  physicians  has  more  leverage 
in  negotiations.  And  groups  can  take 
advantage  of  economies  of  scale  that 
may  mean  the  difference  between  a 
profit  and  a loss  these  days.  Whether 
you  merge  your  practice  with  another, 
join  an  independent  practice  associa- 
tion or  a physician-hospital  organiza- 
tion, or  band  together  in  some  other 
way,  affiliation  can  mean  more  power 
and  more  profit  in  the  future. 


LOOK  TO  COLLEAGUES  FOR  A 
MERGER. 

The  doctors  in  your  call  group,  along 
with  those  located  in  the  same  office 
building  or  just  down  the  street,  likely 


share  your  concerns  and  some  common 
interests.  Before  bringing  in  an  outside- 
partner,  consider  physicians  you  already 
know  as  partnership  prospects. 

15, 

WORK  LONGER  HOURS. 

Under  fee-for-service  managed  care, 
you  have  less  control  over  the  amount 
you  receive  per  patient  visit.  The  only 
way  to  increase  income  is  to  increase 
patient  visits. 


16, 

WORK  DIFFERENT  HOURS. 

Early  morning,  noon  time,  evening,  and 
weekend  hours  appeal  to  patients,  to 
their  employers,  and  to  insurance  com- 
panies. A 1990  American  Hospital  Asso- 
ciation study  reported  that  extended  or 
weekend  appointment  hours  was  the 
number  one  request  of  the  Dallas  and 
Houston  patients  surveyed  (1). 

17, 

USE  MIDLEVEL  PROVIDERS 
TO  INCREASE  PRODUCTIVITY. 

Physician  assistants,  nurse  practition- 
ers, and  even  registered  nurses  enhance 
your  ability  to  see  more  patients  by 
handling  routine  examinations,  well- 
checks,  phone  counseling,  and  other 
types  of  care  under  your  supervision. 
George  Conomikes,  president  of 
Conomikes  Associates,  a medical  prac- 
tice management  consulting  firm,  said, 
“Generally  speaking,  a midlevel 
provider  can  increase  a physician’s  pro- 
ductivity a minimum  of  25%. ” 


Ready  or  not... 

Is  it  time  to  get  on  board  the  managed 
care  train?  Consider  the  following 
advice. 

18. 

ACKNOWLEDGE  THAT  MANAGED 
CARE  IS  GOING  TO  BE  A BIG  PART 
OF  MEDICAL  CARE  IN  THE  FUTURE. 

Employers  have  embraced  managed  care 
plans  as  a way  to  keep  their  health-care 
costs  down,  and  consumers  see  these 


savings  translated  to  their  pocketbooks. 
Federal  and  state  governments  are  look- 
ing at  managed  care  as  a way  to  control 
spiraling  Medicare  and  Medicaid  costs. 
Traditional  indemnity  insurance  still 
accounts  for  a share  of  patients,  but  each 
year  that  share  shrinks.  While  some 
physicians  may  survive  outside  oi  man- 
aged care,  many  cannot  afford  to. 

19, 

GET  IN  ON  THE  GROUND  FLOOR. 

You  are  most  likely  to  have  an  influ- 
ence over  the  terms  of  a managed  care 
plan  when  it  first  comes  to  your  com- 
munity. Though  you'll  have  less  infor- 
mation about  the  plan  and  the  patients 
it  will  bring  to  you,  by  the  time  a plan 
is  established  and  popular,  it  may  be 
less  willing  to  negotiate  or  even  have 
closed  its  doors  to  new  physicians. 


Design  an 

EMERGENCY 
PLAN. 
What  if  you 
xv ere  robbed? 
How  soon  would 
you  be  up  and 
running  again  ? 
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SIGN  ON  WITH  SEVERAL  PLANS. 

By  signing  up  with  a number  of  plans, 
you  lessen  the  blow  of  one  plan  fail- 
ing. And  you  avoid  losing  a large  share 
of  your  patient  population  to  what 
could  be  the  dominant  market  force 
in  your  area  tomorrow.  To  further 
diversify,  sign  on  with  different  types 
of  plans  serving  different  patient  and 
employer  groups. 

21. 

MARKET  YOURSELF 
TO  THE  PLANS. 

Prove  to  the  managed  care  plans  that 
you  can  take  good  care  of  their  patients 
and  save  them  money  while  doing  so, 
and  you'll  not  only  be  welcomed  to  the 
plans,  you’ll  avoid  deselection  later.  If 
you’re  a solo  practitioner  without  the 
negotiating  leverage  of  a large  group 
practice,  sell  the  plans  on  your  unique 
talents,  such  as  training  in  a subspe- 
cialty where  the  plans  need  providers  or 
fluency  in  a foreign  language.  Or  point 
to  your  extended  office  hours  as  a way 
to  keep  patients  from  expensive  emer- 
gency room  visits. 

22. 

SPECIALISTS  SHOULD  GET  TO 
KNOW  THE  PRIMARY  CARE 
PHYSICIANS  IN  THEIR  AREAS. 

Managed  care  plans  often  choose  to 
sign  specialists  on  the  recommenda- 
tions of  primary  care  physicians.  And 
under  many  managed  care  plans,  pri- 
mary care  “gatekeepers"  are  responsi- 
ble for  referring  their  patients  to 
member  specialists  for  care.  Good 
relationships  with  local  primary  care 
doctors  can  mean  more  referrals  when 
patients  need  specialized  care. 

23. 

GET  TO  KNOW  THE  PHYSICIAN 
RELATIONS  REPRESENTATIVES 
AND  MEDICAL  DIRECTORS 
OF  THE  MANAGED  CARE  PLANS 
IN  YOUR  AREA. 

If  you’re  not  yet  with  a plan,  the 
physician  relations  representative  and 
the  medical  director  may  help  you 


sign  on.  And  once  you’re  enrolled  as  a 
provider,  these  two  people  can  help 
smooth  over  problems. 


PROFILE  YOUR  PRACTICE. 

Gather  data  from  the  hospitals  you  use, 
showing  number  of  admissions,  average 
patient  stays,  and  tests  ordered.  Show 
the  managed  care  plans  that  you  can 
practice  high-quality,  cost-effective 
medicine  by  ordering  only  necessary 
tests  and  hospitalizing  patients  only 
when  necessary. 

“Cost  is  a prime  issue  in  all  of  this 
and  don’t  let  anybody  say  different,” 
said  Mr  Conomikes.  “Everybody  says, 
I practice  quality  medicine.'  Well,  not 
too  many  physicians  don’t  practice 
quality  medicine.” 

Managed  care 

CONTRACTS 

Amid  the  pages  of  legalese  lie  pitfalls, 
and  perks,  for  physicians  signing  on 
with  managed  care  plans.  Experts 
offer  the  following  advice  for  dealing 
with  managed  care  contracts. 

25. 

READ  EVERY  CONTRACT. 

Managed  care  contracts  may  all  look 
alike,  but  each  has  its  own  clauses  and 
codes.  TMA  publishes  a Managed 
Care  Contract  Checklist  to  help 
physicians  evaluate  contracts.  For  a 
free  copy,  call  (800)  880-1300,  ext 
1417,  or  (312)  370-1417. 


HAVE  AN  ATTORNEY 
READ  THE  CONTRACT. 

To  avoid  costly  mistakes  and  head- 
aches, have  an  expert  review  all  man- 
aged care  contracts.  As  a service  to 
TMA  members,  Andre  Hampton,  JD, 
will  analyze  managed  care  contracts  for 
$100.  Send  the  fee  and  a copy  of  the 
contract  to  Andre  Hampton,  Attor- 
ney/Mediator, 515  Congress  Ave,  Ste 
2000,  Austin,  TX  78701. 


KNOW  WHAT 
YOU’RE  BEING  PAID  FOR. 

If  you’re  being  paid  under  a capitation 
agreement,  know  exactly  what  services 
that  payment  is  supposed  to  cover.  Are 
other  services  exempt  from  capitation 
and  payable  on  a fee-for-service  basis? 
If  the  plan  pays  a discounted  fee-for- 
service,  how  does  this  payment  com- 
pare with  your  cost  of  providing  that 
service?  Can  you  accept  the  discount 
and  still  cover  your  costs? 


KNOW  WHAT 

SERVICES  ARE  NOT  COVERED. 

Cosmetic  procedures,  experimental 
treatments,  and  other  services  may  not 
be  covered  by  managed  care  plans. 
Some  procedures  may  require  preautho- 
rization. Learn  what  these  services  are  to 
avoid  being  denied  payment  later. 


FIND  OUT 

WHAT  THE  PATIENT 
WILL  PAY. 

The  larger  the  patient’s  out-of-pocket 
cost  for  an  office  visit,  the  more  likely 
it  is  that  patients  will  use  your  services 
judiciously.  Overutilization  resulting 
from  improper  incentives  or  improper 
patient  use  could  hurt  your  ability  to 
cover  costs  or  could  trigger  a review  by 
the  managed  care  plan. 


FIND  OUT 
WHO  THE  PLAN 
INSURES. 

Are  the  patients  who  have  signed  up 
under  a particular  managed  care  plan 
going  to  need  your  services?  An 
OB/GYN  doctor  might  receive  plenty 
of  patients  from  a plan  insuring  a large 
teacher’s  organization  or  school  dis- 
trict, since  these  are  women-domi- 
nated  groups.  A hand  surgeon  might 
see  more  patients  by  signing  on  with  a 
plan  covering  a manufacturing  plant. 
Whenever  possible,  ask  for  a health  or 
demographic  profile  of  the  subscribers 
from  the  plan  or  employer. 
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Have  an 

ATTORNEY 
READ  THE 
CONTRACT. 

To  avoid  costly 
mistakes  and 
headaches have 
an  exper  t review 
alt  managed  care 
contracts. 


3L 

DECIDE  WHICH 
CONTRACT  PROVISIONS 
YOU  CAN  LIVE  WITH  AND 
WHICH  YOU  CAN’T  ACCEPT. 

Make  a list  of  what  you  don’t  like 
about  a contact  and  why.  Would  you 
sign  on  with  the  plan  if  you  could 
reach  a compromise  on  some  clauses? 

32. 

NEGOTIATE  UNACCEPTABLE 
CONTRACT  PROVISIONS. 

Some  items  in  a managed  care  contract 
will  be  more  negotiable  than  others.  “A 
lot  of  these  companies  will  negotiate 
on  issues  that  don’t  affect  their  daily 
routines,”  said  Michael  Stern,  JD,  with 
the  firm  of  Hubert  Bell,  Jr,  in  Austin. 
Things  like  filing  deadlines,  which  the 
company  deals  with  daily,  may  be 
more  difficult  to  change. 


FORM  A 

NEGOTIATING  TEAM. 

Your  business  manager,  attorney,  or 
independent  consultant  can  help  in 
contract  negotiations  with  a managed 


care  company.  Different  people  bring 
different  strengths  to  negotiations,  and 
you  can  use  this  to  your  advantage. 


KNOW  WHEN  TO  COMPROMISE. 

Are  you  willing  to  risk  losing  patients 
to  a plan  whose  contract  terms  you 
feel  are  unreasonable?  Can  you  pro- 
pose an  alternative  to  a specific  con- 
tract provision? 

Out  in  the  country 

Change  comes  slower  to  rural  practices. 
With  few  physicians  and  fewer  large 
employers,  the  nonurban  areas  of  Texas 
are  just  starting  to  experience  growth  in 
the  area  of  managed  care  (see  “Managed 
care  goes  country,”  Texas  Medicine , 
March  1995,  pp  20-23).  But  rural  prac- 
tices have  their  own  set  of  challenges. 


RURAL  PHYSICIANS 
NEED  TO  AFFILIATE,  TOO. 

Solo  practices  and  small  clinics  can 
gain  leverage  in  contract  negotiations 
by  forming  regional  alliances,  advises 
Jim  May,  president  of  May  and  Associ- 
ates, a practice  management  company 
specializing  in  rural  health  clinics. 

36. 

CONSIDER  CONVERTING 
YOUR  PRACTICE  TO  A 
CERTIFIED  RURAL  HEALTH  CLINIC. 

Most  rural  physicians  see  a large  num- 
ber of  patients  insured  by  Medicare  or 
Medicaid,  and  that  seems  unlikely  to 
change  any  time  soon.  Currently,  certi- 
fied rural  health  clinics  (RHCs)  enjoy 
increased  reimbursement  under  Medi- 
care and  Medicaid,  since  they  are  paid 
according  to  their  cost  of  giving  care 
rather  than  under  set  fee  schedules. 
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37. 

DETERMINE  IF  YOU  ARE 
LOCATED  IN  A 

MEDICALLY  UNDERSERVED  AREA. 

RHCs  must  be  located  in  medically 
underserved  areas.  To  find  out  if  your 
county  qualifies  or  to  get  more  infor- 
mation about  becoming  an  RHC, 
contact  the  Center  for  Rural  Health 
Initiatives  at  (512)  479-  8891. 


EMPLOY  A CONSULTANT  TO  GUIDE 
YOU  THROUGH  THE  PROCESS. 

Becoming  an  RHC  requires  wading 
through  massive  government  regulations 
and  filing  numerous  reports.  “They 
really  need  to  have  someone  helping 
them  who  knows  what  they’re  doing,” 
said  Mr  May.  It  is  not  impossible  lor  a 
physician  to  complete  the  process  inde- 
pendent of  a consultant,  but  most  find  it 
easier  and  financially  worthwhile  to  turn 
things  over  to  an  expert. 


HIRE  A MIDLEVEL  PRACTITIONER. 

Nurse  practitioners  and  physician  assis- 


tants increase  productivity  in  rural 
practices,  just  as  they  do  in  their  urban 
counterparts.  Hiring  such  physician 
extenders  is  also  one  of  the  require- 
ments for  becoming  an  RHC. 


BE  PREPARED 
FOR  STALLED  CASH  FLOW 
DURING  THE  TRANSITION. 

When  switching  from  lee-schedule- 
based  reimbursement  to  cost-based 
reimbursement,  the  practice  has  to 
shut  off  its  How  of  Medicare  and  Medi- 
caid income  for  about  120  days.  This 
may  require  borrowing  funds  or  draw- 
ing on  reserves  to  keep  operating  dur- 
ing this  transition  phase. 

Pay  attention 

TO  PERSONNEL 

Managed  care  may  change  some  things 
about  the  way  a medical  practice  oper- 
ates, but  the  basics  - like  hiring  and  keep- 
ing good  office  staff  - remain  the  same. 


HIRE  GOOD  PEOPLE. 

Your  employees  represent  you  and 
your  practice.  Hire  the  best  and  you’ll 
benefit  in  every  area  from  patient  rela- 
tions to  increased  efficiency. 


ADVERTISE  FOR 
THE  HELP  YOU  NEED. 

Write  a “help  wanted”  ad  that  accu- 
rately reflects  the  job  duties  and  skills 
required  for  the  position.  Make  a list 
of  the  qualities  your  dream  employee 
would  possess  and  incorporate  that 
list  into  your  ad. 


REVIEW  RESUMES  CAREFULLY. 

Do  the  duties  of  past  jobs  match  the 
duties  of  the  position  you’re  trying  to 
fill?  How  long  was  the  employee  at 
each  job,  and  why  did  he  or  she  leave? 
Does  the  resume  include  references? 


CONDUCT  THE  FIRST  INTERVIEW 
OVER  THE  TELEPHONE. 

This  will  give  you  an  idea  of  how  the 
employee  conducts  himself  or  herself 

Look  for 

LESS- 

EXPENSIVE 
SOURCES  FOR 
SUPPLIES. 

Consider 
wholesalers, 
catalogs,  and 
discount  stores. 
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over  the  phone,  an  important  consid- 
eration since  almost  every  position  in 
a physician’s  office  involves  phone 
contact  with  patients,  insurance  com- 
panies, or  suppliers. 


Buy  them  lunch  or  hand  out  movie 
tickets. 

Practice  pointers 


45. 

DURING  A FACE-TO-FACE 
INTERVIEW,  ASK  QUESTIONS 
TO  DETERMINE  THE  EMPLOYEE’S 
FAMILIARITY  WITH  THE 
JOB  SKILLS  REQUIRED. 

If  you’re  hiring  an  insurance  coder,  ask 
the  applicant  the  difference  between 
ICD-9  and  CPT  codes.  If  you’re  hir- 
ing an  x-ray  technician,  ask  how  she 
would  shoot  three  views  of  a knee.  If 
the  applicant  says  he  can  type  80 
words  a minute,  test  him. 

48 . 

CHECK  REFERENCES. 

Former  employers  may  be  reluctant  to 
say  anything  negative  about  the  appli- 
cant. You  might  ask  how  the  applicant 
compares  to  the  person  hired  as  a 
replacement,  or  if  the  employer  would 
rehire  the  applicant  given  the  opportu- 
nity. Also  check  professional  licensures. 


Sometimes  it  pays  to  sweat  over  the 
details.  To  receive  a free  packet  con- 
taining information  about  IMAs 
extensive  practice  management  pro- 
grams, write  for  the  TMA  Practice 
Management  Kit,  Texas  Medical  Asso- 
ciation, 401  W 15th  St,  Austin,  TX 
78701.  You  may  fax  your  request  to 
TMA  at  (512)  370-1632. 


TAKE  APPOINTMENT  SCHEDULING 
AWAY  FROM  THE  FRONT  DESK. 

As  your  practice  sees  more  patients  from 
a variety  of  insurance  plans,  the  person 
scheduling  your  appointments  must  also 
determine  what  plan  the  patient  is 
using,  if  you  are  a participating  doctor 
for  that  plan,  and  what  copay  the  patient 
will  be  responsible  for  at  the  time  of  ser- 
vice. I his  requires  much  more  time  on 
the  phone,  time  that’s  impossible  to  give 
while  simultaneously  greeting  patients 
and  checking  patients  out. 


PAY  A COMPETITIVE  SALARY. 

Staffing  is  probably  the  biggest  expense 
for  most  medical  practices,  and  it’s 
tempting  to  cut  back.  But  physicians 
who  don’t  pay  competitive  salaries  can’t 
hire,  or  keep,  the  best  employees. 


TRAIN  THE  PEOPLE  YOU  HIRE. 

Even  the  most  skilled  employee  needs 
orientation  to  the  way  things  operate 
in  your  practice.  Don’t  assume  the  new 
employee  knows  how  to  deal  with  the 
insurance  plans  you  belong  to  or  the 
patients  you  treat.  Don’t  just  hand  a 
new  employee  a policy  and  procedure 
manual.  You  or  your  office  manager 
should  go  over  it  with  the  employee. 


TAKE  CARE  OF  EXISTING  STAFF. 

Consider  noncash  gifts  as  a way  to 
reward  your  staff  for  a job  well  done. 


GET  RID  OF  YOUR 
OLD  SIGN-IN  SHEET. 

Lists  where  patients  sign  in  can  vio- 
late patient  confidentiality.  Have  the 
front  desk  employee  check  off 
patients  in  the  appointment  book  as 
they  arrive,  or  use  a sign-in  pad  with 
one  sheet  for  each  patient.  Tear  off 
each  sheet  and  place  on  a spindle  on 
the  front  desk. 

52. 

USE  ALTERNATIVE 
WORK  SCHEDULES 
TO  MINIMIZE  STAFF  OVERTIME. 

If  you’ve  extended  your  office  hours  to 
accommodate  more  patients,  you 
don’t  want  to  eat  up  profits  paying  out 
expensive  overtime.  Stagger  the  hours 
that  employees  arrive  at  work  and 
leave  in  the  evening.  Or  schedule 
some  employees  for  four  10-hour  days 


instead  of  five  8-hour  days.  Or  use 
part-time  help  for  evening  hours. 

BACK  UP  COMPUTER 
RECORDS  DAILY. 

Store  backup  tapes  or  discs  in  a secure, 
fireproof  location.  The  computer  only 
has  to  crash  once  for  you  to  wish  you 
had  done  this. 


MANAGE  THE  TELEPHONE. 

Schedule  a time  each  day  for  callbacks. 
Establish  a protocol  for  how  your 
office  will  handle  patients’  telephone 
questions,  how  you  will  report  lab 
results,  etc.  Let  patients  know  how  you 
handle  these  situations  and  you  should 
cut  down  on  unnecessary  phone  calls. 

55, 

EDUCATE  PATIENTS 
ABOUT  YOUR  PRACTICE. 

Use  brochures,  newsletters,  or  handouts 
to  let  patients  know  your  policies,  office 
hours,  the  insurance  plans  in  which  you 
participate,  and  any  special  services  you 
offer.  Display  your  diplomas,  awards,  or 
certificates  for  special  training. 


56. 

LOOK  FOR  LESS-EXPENSIVE 
SOURCES  FOR  SUPPLIES. 

Consider  wholesalers,  catalogs,  and 
discount  stores.  Ask  your  current  sup- 
pliers if  they  can  give  you  a better 
price.  Advertise  for  bids  on  items  you 
use  in  quantity.  Don’t  forget  to  com- 
parison shop  for  things  like  cleaning 
and  linen  services,  too. 

57. 

BILL  IN  A TIMELY  MANNER. 

All  payers  have  filing  deadlines. 
Prompt  filing  means  better  cash  flow 
and  fewer  denied  claims. 


CHECK  INSURANCE  INFORMATION 
EVERY  TIME  A PATIENT  COMES  IN. 

Employers  change  insurance  plans  and 
patients  switch  jobs  or  drop  coverage. 
Don’t  rely  on  the  patient  to  volunteer 
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this  information.  If  you  have  any 
doubts,  call  the  insurance  company  to 
verify  coverage. 


COLLECT  THE  COPAY. 

Collect  the  patient’s  copayment  at  the 
time  of  service.  These  small  amounts 
aren’t  worth  expending  time  and 
money  billing  for  after  the  fact. 


MAKE  SURE  YOU  CODE  PROPERLY. 

Even  under  capitation  agreements, 
incorrectly  coded  claims  may  be  disal- 
lowed, and  you  might  cheat  yourself 
out  of  payment  due.  If  you  have  coding 
questions,  call  the  TMA  health-care 
financing  department's  coding  hotline 
at  (800)  880-1300,  ext  1407  or  1416. 


WRITE  OFF 

UNCOLLECTIBLE  ACCOUNTS. 

Don’t  waste  time  and  money  trying  to 
collect  uncollectible  accounts. 


FILE  CLAIMS  ELECTRONICALLY 
WHENEVER  YOU  CAN. 

Electronic  filing  speeds  payment  of 
claims.  Once  the  system  is  in  place, 
filing  the  claim  itself  is  also  much 
faster  than  sending  a paper  claim.  For 
information  about  the  new  Texas 
Health  Information  Network,  which 
provides  physicians  with  free  all-payer 
electronic  filing,  call  (214)  766-5480. 

Keep  your  patients 

You  can  provide  the  best  medical  care 
in  the  free  world.  But  if  your  waiting 
room  is  a disaster  or  your  receptionist 
snarls,  patients  will  think  twice  about 
coming  back. 

63, 

CALL  YOUR  OWN  OFFICE. 

Or  have  someone  call  for  you  to  check 
up  on  the  friendliness  of  the  people 
who  answer  your  phones.  Check  up 
on  your  answering  service,  too. 
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LOOK  AT  YOUR  OFFICE 
FROM  A PATIENT’S  PERSPECTIVE. 

Can  patients  see  your  sign  from  the 
street?  Are  the  waiting  room  chairs 
comfortable?  Are  the  magazines  cur- 
rent? Is  the  restroom  clean?  Are  the 
employees  friendly? 


PUT  YOUR 

FRIENDLIEST  EMPLOYEE 
AT  THE  FRONT  DESK. 

Make  sure  your  patients  feel  welcome 
when  they  arrive  at  your  office. 


CONTACT  NO-SHOWS. 

Following  up  with  patients  who  miss 
appointments  is  a good  practice  and 
shows  you  care.  It  also  allows  you  to 
reschedule  their  visits  for  another 
time  and  alerts  you  to  potential  prob- 
lems, either  with  the  patients  or  your 
practice. 


CONTACT  INACTIVE  PATIENTS. 

Send  a letter  to  patients  who  have  not 
been  in  your  office  in  a year  or  more. 
If  they’ve  been  thinking  about  making 
an  appointment,  this  will  prompt 
them  to  do  so.  Or  they  may  recom- 
mend you  to  a friend. 


CONDUCT  EXIT  SURVEYS. 

When  patients  request  transfer  of  their 
medical  records,  provide  them  with  a 
form  they  can  return  anonymously, 
rating  the  care  and  service  they 
received  as  your  patients  and  indicat- 
ing why  they’re  changing  doctors. 

Risk  management 

Here  are  some  simple,  sensible  tips  to 
improve  communication  with  patients 
and  lessen  your  chances  of  being  sued. 
TMA  also  sponsors  risk  management 
workshops  across  the  state.  For  infor- 
mation, call  (800)  880-1300,  ext 
1411,  or  (512)  370-1411. 


INVOLVE  PATIENTS  IN  THEIR  CARE. 

A 1994  survey  in  Consumer  Reports 
shows  that  29%  of  70,000  readers  sur- 
veyed were  upset  that  their  physician 
did  not  seek  their  opinions  about  their 
medical  conditions  and  did  not 
explain  what  they  could  do  to  improve 
their  health  (2).  Most  patients  want  to 
play  a part  in  their  own  health  care. 


EDUCATE  YOUR  PATIENTS 
ABOUT  THEIR 
MEDICAL  CONDITIONS. 

Use  drawings,  handouts,  even  video- 
tapes to  help  your  patients  understand 
their  medical  conditions  and  treatment. 
Offer  materials  in  English  and  Spanish, 
and  other  languages  if  appropriate.  Fol- 
low up  to  make  sure  patients  have 
understood  your  instructions.  Docu- 
ment your  patient  education  efforts. 


DOCUMENT, 

DOCUMENT,  DOCUMENT. 

Proper  charting  helps  prevent  any 
future  misunderstandings  about  the 
care  patients  received  and  protects  the 
physician  in  the  event  of  a lawsuit. 
Don’t  forget  to  document  telephone 
consultations  and  medication  refills. 

“I'm  a real  advocate  of  the  SOAP 
method  of  charting,”  said  Jacqueline 
Keddie-Holt,  RN,  director  of  risk 
management  for  the  Texas  Medical 
Liability  Trust.  “Not  only  from  a risk 
management  perspective,  but  as  a 
health-care  professional  as  well.” 
SOAP,  which  stands  for  “subjective 
observation,  objective  observation, 
assessment,  and  plan,”  is  the  charting 
method  most  physicians  learn  — but 
sometimes  leave  — in  medical  school. 


CONSIDER  DICTATING 
YOUR  CHART  NOTES. 

Doctors  who  have  trouble  with  chart- 
ing might  want  to  consider  dictating 
their  chart  notes.  “We’ve  found,  99% 
of  the  time,  doctors  who  dictate  do 
better,”  said  Ms  Keddie-Holt. 
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73. 

HANDLE  SAMPLE 
MEDICATIONS  PROPERLY. 

This  includes  keeping  controlled  sub- 
stances in  a locked  cabinet,  conducting 
a regular  inventory  of  sample  medica- 
tions and  discarding  expired  samples, 
and  documenting  in  patients’  charts 
whenever  sample  medications  are  given. 

74. 

MAKE  SURE  YOUR  STAFF  KNOW 
WHAT  TO  DO  IN  THE  EVENT 
OF  A PATIENT  EMERGENCY. 

Post  emergency  numbers  by  the  tele- 
phone. Keep  a well-stocked  emergency 
kit  in  the  office.  Consider  training  some, 
if  not  all,  of  your  staff  in  cardiopul- 
monary resuscitation.  Establish  a proto- 
col for  handling  patient  emergencies. 


One  final  tip 
75. 

KEEP  INFORMED. 

“The  marketplace  is  changing  so  rapidly 
that  doctors  who  are  not  keeping  their 
ears  to  the  ground  are  going  to  be  in  for 
a big  hurt,”  said  Mr  Tinsley.  Physicians 
who  stay  abreast  of  developments  in  the 
health-care  delivery  system  will  be  the 
first  to  take  advantage  of  them. 
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rural  health  clinics.  Mr  May  is 
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Why  Johnny  hates  science 

Poor  student  performance 
worries  physicians , educators 

By  Larry  BeSaw,  Associate  editor 


magine  medical  schools  faced  with  applicants  who 
know  or  care  little  about  science  because  they  are 
the  products  of  an  educational  system  that  did  not 
motivate  them  to  take  an  interest  in  the  subject. 
Now  imagine  what  kind  of  physicians  they  would  be  if 
they  managed  to  get  into  medical  school  and  graduate. 
John  Burnside,  MD,  has  imagined  it,  and  it  scares  him. 


“By  all  measures,  both  performance  and  interest  in  sci- 
ence seem  to  have  declined  in  education  all  the  way  down  to 
the  grade-school  level.  That’s  going  to  affect  all  the  sciences, 
medicine  in  particular,”  warned  Dr  Burnside,  associate  dean 
of  professional  education  at  The  University  of  Texas  South-  y 
western  Medical  School  in  Dallas  and  chair  of  the  Texas 
Medical  Association’s  Council  on  Scientific  Affairs. 

“If  we  don’t  have  young  men  and  women  who  are 
energized  by  the  notion  of  discovering  new  biological 
knowledge,  if  we  don’t  have  young  men  and  women  who 
are  committed  to  scientific  principles,  then  we  are  going 
to  be  left  with  an  applicant  pool  that  is  unable  to  func- 
tion in  21st  century  medicine.  That  is  scary,  very  scary.” 

Among  future  physicians’  deficiencies  would  be  an 
inability  to  understand  or  properly  use  new  drugs  or  the 
constantly  evolving  technology,  Dr  Burnside  says.  He 
adds  that  medicine  is  moving  into  an  era  in  which 
medical  decisions  are  made  cooperatively 
between  physicians  and  their  patients. 

Physicians  not  adequately  trained  in  science 
might  be  unable  to  give  their  patients  the  infor- 
mation they  need  to  make  informed  choices. 

Dr  Burnside  is  one  of  a growing  number  of  physicians 
and  educators  concerned  about  American  students’  dwin 
dling  interest  in  science. 

Several  recent  studies  show  that  not  only  is  their  inter- 
est in  science  dropping,  US  students  are  far  behind 
their  counterparts  in  other  countries  in  science 
and  math  skills.  Newsweek  magazine  reported 
in  1990  that  investigators  have  found  that  the 
average  Japanese  12th  grader  has  a better 
command  of  mathematics  than  the  top  5% 


of  American  students.  In  another 
1 990  study,  students  in  Singapore 
scored  the  highest  in  biology,  followed 
by  England,  Hungary,  and  Poland.  US 
children  finished  last. 

According  to  the  National  Science 
Foundation,  most  children  lose  inter- 
est in  science  by  the  time  they  reach 
the  fifth  grade.  Reasons  cited  by 
experts  include  the  lack  of  an  interest- 
ing or  challenging  science  curriculum  in  many  schools, 
especially  during  the  formative  years  of  elementary  school. 
Science  instruction  often  is  merely  a dull  recitation  of  facts 
from  a textbook. 

In  addition,  many  elementary  school  teachers 
often  are  intimidated  by  or  disinterested  in  science. 
They  were  not  adequately  trained  in  college  to  teach 
it  and  therefore  feel  uncomfortable  with  the  subject 
matter.  These  attitudes  are  transmitted  to  their 
students,  who  lose  whatever  interest  they 
may  have  had  in  the  subject. 

“The  way  science  has  been  taught 
has  not  created  enthusiasm  for  the 
discipline,”  said  Nancy  Moreno, 
PhD,  assistant  professor  of  com- 
munity medicine  at  the  Bay- 
lor College  of  Medicine 
in  Houston  and 
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Austin  first  graders  get  a close-up  look  at  how 
carbon  dioxide  is  formed  by  conducting  their 
own  hands-on  experiment  during  a classroom 
demonstration. 

director  of  a new  elementary  school 
science  curriculum  project. 

Science  teachers  themselves  recog- 
nize the  problem  with  science  educa- 
tion and  concur  with  much  of  the 
criticism.  “It's  way  off  track  now,’’  Bill 
Aldridge,  executive  director  of  the 
50,000-member  National  Science 
Teachers  Association,  told  the  Wash- 
ington Post  last  December.  “It’s  too 
much  memorization  ot  facts.  Schools 
are  too  loaded  with  that,”  he  said. 

Mr  Aldridge’s  comments  came 
after  a panel  of  scientists  and  science 
educators  recommended  a new  set  of 
standards  for  teaching  science.  They 
urged  more  emphasis  on  science  in 
elementary  grades  and  called  lor 
replacing  memorization  ol  science 
theories  and  terms  with  hands-on 
instruction.  The  recommendations 
were  endorsed  by  the  US  Department 
of  Education. 

Although  he  agrees  that  science 
education  needs  to  be  improved,  Dr 
Burnside  says  the  blame  cannot  be 
placed  entirely  on  teachers. 

“Science  educators  have  the  same 


trouble  keeping  up  with  the  informa- 
tion explosion  as  everyone  else,”  he 
said.  “It’s  also  very  costly  to  put  on  a 
good  science  education  program,  and 
many  school  districts  with  limited 
funds  can’t  support  the  computer  labs 
and  technological  equipment  that  are 
necessary  to  allow  a hands-on 
approach.  Some  can’t  even  afford 
microscopes.  That’s  why  science  often 
winds  up  being  a dull  lecture  on  a 
chalkboard,  and  students  don’t  get  the 
thrill  ol  hands-on  learning  and  seeing 
the  technology  at  work.” 

There  is  another  factor.  Children’s 
attitudes  toward  science  and  scientists 
may  be  influenced  by  television  and 
movies,  which  often  portray  young- 
sters interested  in  science  as  goofy 
misfits  who  are  the  objects  of  derision. 
“What  children  see  on  TV  is  that  kids 
who  excel  in  science,  who  are  good  on 
computers,  who  are  good  with  micro- 
scopes, and  who  are  good  in  science 
classes  are  often  portrayed  as  nerds,” 
said  Allison  Schmidt,  TMA’s  manager 
of  science  and  preventive  medicine. 

Dr  Burnside  shares  her  concern.  “I 
think  there  is  a certain  societal  picture 
of  the  scientist  being  nerdy  and  hav- 
ing a propeller  on  his  cap  and  all  that 
kind  of  nonsense,”  he  said. 

Also  contributing  to  the  declining 
interest  in  science,  Dr  Burnside  says, 
is  the  strident  opposition  to  the  use  of 
animals  in  medical  research.  “Some 
activists  have  really  done  a blitz  on 
school-age  kids,  and  it  has  not  always 
been  a scientifically  accurate  blitz,”  he 
said.  “While  we  all  agree  there  is  a 
need  for  the  ethical  treatment  of  ani- 
mals, some  of  the  propaganda,  and 


assault  on  science  and  the  use  of  ani- 
mals, has  been  counterproductive.” 

Besides  the  potential  for  poorly 
qualified  medical  school  applicants, 
Dr  Burnside  says,  the  failure  to  appre- 
ciate decisions  based  on  scientific  evi- 
dence will  have  another  effect. 
“Absent  good  science  understanding, 
we  re  going  to  be  a society  of  fad  nuts 
who  will  believe  anything  that  any- 
body spouts  out.  We  ll  believe  things 
like  ‘Eat  alfalfa  sprouts  and  you’ll  be 
sexy  and  live  forever. ’’ 

Making  science  fun 

Mr  Slaptail  has  a secret.  A resident  of  a 
magical  world  where  animals  talk, 
wear  clothes,  and  live  in  houses,  Mr 
Slaptail  is  a grouchy  old  beaver  and 
everyone  in  the  neighborhood  is  afraid 
of  him.  His  eyes  are  red,  he  coughs  and 
wheezes,  he  smokes  a smelly  pipe,  and 
he  lives  in  a creepy  old  house  crammed 
with  all  kinds  of  junk. 

Parents  warn  their  kids  to  stay 
away  from  Mr  Slaptail,  but  a couple  of 
precocious  young  squirrels  named  Riff 
and  Rosie  fall  into  his  cellar  one  sum- 
mer day  while  searching  for  Riff’s 


Eager  youngsters  show  a budding  interest  in  sci- 
ence while  listening  to  their  teacher  explain  what 
carbon  dioxide  is  and  why  it  is  important. 
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missing  flying  soda  can.  That’s  when 
they  discover  Mr  Slaptail’s  secret.  He’s 
really  not  so  mean  after  all.  He  makes 
toys  for  poor  children,  and  his  house 
is  filled  with  oil,  paint,  glue,  solvents, 
and  other  toxic  substances.  And  every- 
thing is  covered  with  dust. 

Riff  and  Rosie  realize  that’s  what 
makes  Mr  Slaptail  so  fearsome  look- 
ing, so  they  enlist  their  neighbors’ 
help  to  clean  up  the  mess.  They  even 
use  a milk  jug  and  a 
washtub  to  build  their 
own  homemade  spirom- 
eter so  Mr  Slaptail  can 
check  his  lung  capacity. 

By  the  time  the  summer 
is  over,  Mr  Slaptail’s 
health  improves  dramat- 
ically and  everyone  lives 
happily  ever  after. 

Mr  Slap  tail’s  Secret  is 
a child’s  story,  of  course, 
but  it  helps  teach  ele- 
mentary school  pupils 
how  the  environment 
affects  their  health.  The  story  is  an  ele- 
ment of  a new  curriculum  designed  to 
increase  kids’  interest  in  science, 
developed  by  the  Baylor  College  of 
Medicine  under  a $300,000  grant 
from  the  National  Institute  of  Envi- 
ronmental Health  Sciences  and 
National  Institutes  of  Health.  Baylor 
is  working  with  TMA  and  the  Ameri- 
can Physiological  Society  to  test  the 
curriculum  in  Austin  and  Washing- 
ton, DC,  schools  for  the  next  3 years. 
The  curriculum  will  be  made  available 
to  schools  nationwide  after  the  field 
testing  is  complete. 

Called  “My  Health  My  World,” 


the  curriculum  targets  children  in 
kindergarten  through  the  fourth 
grade.  Its  goals  are  to  interest  students 
in  science  and  help  them  understand 
environmental  health  concepts  by 
using  hands-on,  discovery-oriented 
activities  to  make  it  exciting. 

The  curriculum  is  divided  into 
three  units  and  was  developed  by  Bay- 
lor’s elementary  education  team,  in 
collaboration  with  specialists  in  envi- 


ronmental health  science,  occupa- 
tional health,  ecology,  and  the 
environment.  Each  unit  stresses  a sin- 
gle environmental  health  theme.  The 
first  unit  addresses  the  influence  of 
personal  surroundings,  particularly 
indoor  air,  on  health.  The  second  con- 
cerns how  contaminating  natural 
resources,  especially  water,  affects  per- 
sonal and  community  health.  The 
third  involves  the  health  effects  of 
deteriorating  global  systems,  particu- 
larly the  upper  atmosphere. 

Baylor’s  Dr  Moreno,  director  of 
My  Health  My  World  and  a coauthor 
of  Mr  Slaptail’s  Secret,  says  the  goal  is 


“There  is  a real 
need  to  engage 
young  students 
in  science  while 
they’re  still  in 
elementary 
school.  We’re 
trying  to  make 
science  fun  and 
interesting.” 


to  change  the  way  science  is  taught 
and  how  children  look  at  it. 

“Students  view  science  as  some- 
thing that  is  hard,  that’s  not  interest- 
ing,” she  said.  “There  is  a real  need  to 
engage  young  students  in  science 
while  they’re  still  in  elementary 
school.  We’re  trying  to  make  science 
fun  and  interesting.” 

One  of  the  experiments  suggested 
by  the  curriculum  proved  to  be  a big 
hit  this  spring  with  17  first  graders  at 
Palm  Elementary  School  in  Austin.  It 
was  a simple  demonstration  on  the 
concept  of  gases,  using  common 
household  items,  but  it  produced 
laughter  and  squeals  of  delight  that 
filled  the  classroom. 

The  demonstration  involved  bal- 
loons filled  with  baking  soda  and 
attached  to  the  tops  of  bottles  contain- 
ing vinegar.  Teacher  Cora  Lee  Cope 
told  the  children  to  slowly  squeeze  the 
balloons  so  that  the  baking  soda  emp- 
tied into  the  bottles.  The  resulting 
mixture  produced  carbon  dioxide, 
which  caused  the  balloons  to  rapidly 
inflate.  After  the  children  settled  down 
from  their  excitement,  Ms  Cope 
explained  to  them  what  carbon  diox- 
ide is  and  its  role  in  our  environment. 

Other  experiments  in  the  test  cur- 
riculum teach  students  about  the 
composition  of  air,  lung  functions, 
indoor  air  pollution,  and  how  to  have 
a healthy  home. 

Trudy  Honeycutt,  a kindergarten 
teacher  who  coordinates  the  project  at 
Palm  Elementary,  says  children  are 
finding  the  curriculum  exciting,  and  it 
is  sparking  their  interest  in  science. 
That’s  important,  she  says,  since  sci- 
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ence  often  takes  a back  seat  to  other 
subjects  because  of  the  lack  of  teacher 
interest  and  because  other  subjects 
such  as  reading  occupy  most  of  a typi- 
cal school  day. 

“Teacher  interest  and  time  — if  we 
could  increase  both  of  those,  we  could 
do  better,”  she  said. 

TMA  supports  My  Health  My 
World  because  it  links  science  with 
health,  Ms  Schmidt  says.  “If  the  stu- 
dents make  the  link,  it  makes  sense 
and  means  something  to  them.  It  is 
telling  a story  and  how  science  fits 
into  that  story.  This  gets  the  students 
excited,  and  they  see  how  science  is 
used  in  the  real  world,”  she  said. 

Encouraging  young  scientists 

Besides  My  Health  My  World,  TMA 
has  mounted  two  other  efforts  to 
combat  students’  apathy  and  promote 
science  education  in  Texas  schools. 

The  first  is  the  Excellence  in  Sci- 
ence Teaching  Awards  given  annually 
since  1990  to  recognize  outstanding 
science  teachers  in  elementary,  middle, 
and  high  school;  to  promote  scientific 
literacy;  and  to  support  science  educa- 
tion. Three  $1,000  cash  awards  are 
given  to  the  winners  in  each  category 
at  the  TMA  Annual  Session,  while 
merit  winners  receive  $500  each. 

The  1995  first-place  award  win- 
ners are  Tanya  S.  Close,  Pine  Forest 
Elementary  School,  Humble;  Cynthia 
Martinez-Bagwill,  V.W.  Miller  Middle 
School,  Pasadena;  and  Betsy  Carpen- 
ter, Bastrop  High  School,  Bastrop. 

Merit  award  winners  are  Shonda 
Carol  Major,  Dillingham  Intermediate 
School,  Sherman;  Shannon  Weigel, 


Sidney  Lanier  Middle  School,  Hous- 
ton; and  Kathleen  Holley,  Grand 
Prairie  High  School,  Grand  Prairie. 

The  second  TMA  effort  is  the  Nat- 
ural Science  Ambassadors  Project, 
cosponsored  by  TMA’s  Young  Physi- 
cians Section  and  the  Council  on  Sci- 
entific Affairs.  This  project  enables 
physicians  to  visit  classrooms  to  tell 
students  how  they  apply  the  principles 
and  disciplines  of  science  every  day  in 
their  practice  of  medicine. 

Craig  Barron,  section  coordinator 
for  TMA’s  Medical  Student,  Resident 
Physician,  and  Young  Physician  sec- 
tions, says  about  50  physicians  have 
served  as  “ambassadors”  to  schools  in 
the  Austin  and  San  Antonio  areas 
since  the  program  began  3 years  ago. 

Physicians  interested  in  participat- 
ing in  the  program  may  do  so  by  call- 
ing Mr  Barron  at  (800)  880-1300,  ext 
1434,  or  (512)  370-1434.  ★ 
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one  magnificent  roof! 

Texas  Medical  Association 
128th  Annual  Session 
May  18-21, 1995 
Loews  Anatole  Hotel,  Dallas 

Customize  the  meeting  to  fit 
your  style: 

• More  than  250  hours  of  top-notch 
continuing  medical  education 

• State-of-the-art  medical  exhibits 

• The  latest  medical  developments 
from  experts  in  35  specialties 

And  there's  more  that  makes  the 
Annual  Session  design  unique: 

• Free  to  TMA  members 

• Reference  committees  that  welcome 
your  opinion 

• Networking  opportunities  for 
all  specialists 

To  find  out  more,  look  for  the  Annual 
Session  Advance  Program  in  your 
mail  in  mid-February  or  call 
TMA 's  Annual  Session  Department  at 
(800)  880-1300,  Ext.  1451  or  1452. 


I Annual  Session 

INTERLINK  FOR  PATIENT  CARE 
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This 

No! 
to  Worry 

About  Medical 
Malpractice 


Insurance 


For  every  doctor  or  health  care  facility,  the  time  may  come  when  you  need 
assurance  that  you're  with  the  right  professional  liability  insurance  carrier. 
That’s  The  Doctors'  Company.  We  are  the  nation's  largest  doctor-owned 
medical  malpractice  carrier.  We  are  also  one  of  only  six  doctor-owned 
companies  in  the  United  States  to  receive  A.M.  Best’s  A+  (Superior)  rating. 
With  protection  from  TDC  — The  Doctors’  Company  — you  or  your  health 
care  facility  can  rely  on: 

Medical  Knowledge  and  Experience 
Active  Risk  Management  • 24-Hour  Claims  Service 
Local  Defense  Counsel  • Financial  Stability 


We  know  medicine.  We  know  insurance. 
Call  us  for  your  peace  of  mind. 

Archibald  & Associates,  Inc. 

Ken  Archibald  ( 800 ) 460-4 1 0 1 or  (2 1 4 ) 77 1 -4 1 0 1 


The  Doctors'  Company 


Specializing  with  its  Anesthesiologists  Only  program 
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Physician  leaders  stay  vigilant  on  reform,  managed  care  issues 

PHYSICIAN  LEADERS  TOOK  A BROAD  LO  O K at  the  political,  social, 
and  economic  forces  affecting  their  profession  at  the  Texas  Medical  Associ- 
ation’s 1995  Winter  Leadership  Conference  February  25  in  Austin.  I MA 
members  considered  the  fate  of  health-care  issues  in  the  Republican-con- 
trolled  US  Congress  and  at  home  in  the  Texas  Legislature,  too.  Nancy  Dickey, 
MD,  vice  chair  of  the  American  Medical  Association  Board  of  Trustees,  said  the 
outlook  was  good  for  incremental  reforms  at  the  federal  level.  “With  the  energy 
and  enthusiasm  TMA  has  always  brought  to  bear,  we  can  score  some  significant 
wins  for  our  patients  and  our  profession,"  she  said. 

Much  attention  at  the  conference  was  focused  on  the  impact  of  managed 
care,  with  sessions  on  legal  issues,  the  future  of  Medicaid,  and  rural  managed 
care.  F.  Warren  Tingley,  MD,  speaking  on  the  subject  of  who  will  control  the 
health-care  system  under  managed  care,  called  on  physicians  to  “have  a long- 
term vision  as  we  look  at  short-term  strategies.” 


TMA  President  Betty  P.  Stephenson , MD,  Hous- 
ton, welcomes  participants  to  the  conference, 
which  was  attended  by  991  physicians  and  guests. 


Charles  A.  LeMaistre,  MD,  president  of  The 
University  of  Texas  M.D.  Anderson  Cancer 
Center  in  Houston,  urged  physicians  to  educate 
their  patients  about  the  dangers  of  smoking.  “We 
as  physicians  must  recognize  our  responsibilities 
to  our  patients  who  smoke  and  to  youth  who 
haven't  started,  ” he  said.  “We  may  feel  that  we 
cannot  accomplish  much  personally  to  end  this 
public  health  problem,  but  there  is  plenty  of 
behavioral  research  to  indicate  this  is  not  so.  ” 

( See  “Tobacco  by  the  numbers,  ” p 42.) 


Nancy  Dickey,  MD,  Richmond,  said  that  with 
the  demise  of  national  health-system  reform,  the 
AMA  is  pursuing  a more  targeted  agenda  in  a 
budget-cutting  Republican  Congress.  Priorities 
include  incremental  insurance  reform,  liability 
relief,  the  Patient  Protection  Act,  regulatory 
relief,  protection  of  medical  research  and  educa- 
tion, antitrust  relief,  and  careful  monitoring  of 
Medicare  and  Medicaid. 


Kirk  B.  Johnson,  JD,  AMA  general  counsel  and 
group  vice  president  for  health  policy  advocacy, 
discussed  the  AMA  s historical  role  as  patient 
advocate. 
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Warren  Tingley,  MD,  of  Hartland,  Conn,  who 
has  served  in  national  positions  for  four  major 
insurance  companies,  discussed  ways  to  ensure 
excellence  in  managed  care.  Dr  Tingley  said  one 
of  the  reasons  for  the  emergence  of  managed  care 
is  that  “ rapidly  expanding  medical  technology 
has  outstripped  the  delivery  system.  ” 


Mike  McKinney,  MD,  said  that  of  the  17  mil- 
lion Texans,  2.3  million  are  on  Medicaid.  Dr 
McKinney  recently  was  appointed  state  commis- 
sioner of  health  and  human  services. 


From  left,  Marion  S.  Becker,  MD,  president  of  the  El  Paso  County  Medical  Society;  Martin  G. 
Guerrero,  MD,  San  Antonio,  immediate  past  president  of  the  Young  Physician  Section  Governing 
Council;  and  Laurance  N.  Nickey,  MD,  El  Paso,  chair  of  the  Council  on  Public  Health. 


State  Comptroller  John  Sharp,  the  conference 
luncheon  speaker,  discussed  efforts  by  his  office  to 
cut  government  spending,  such  as  elimination  of 
paper  food  stamps. 


Hugh  H.  Wilson,  MD,  Hale  Center,  poses  a 
question  during  a seminar  to  help  rural  physi- 
cians and  hospital  administrators  prepare  for 
managed  care.  The  seminar  was  presented  by 
TMA’s  Committee  on  Rural  Health  in  conjunc- 
tion with  the  leadership  conference. 
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Physicians  sharpened  their  public  speaking  skills 
and  got  a chance  to  see  how  they  come  across  on 
videotape  during  speaker  training  offered  by  the 
TMA  Council  on  Communication  in  conjunc- 
tion with  the  conference. 


Stephen  D.  Gelfond,  MD,  left,  of  San  Antonio, 
immediate  past  president  of  the  Bexar  County 
Medical  Society,  and  Donald  J.  Gordon,  MD, 
Helotes. 

Companies  recognized  for 
annual  session  sponsorship 


TMA  RECOGNIZES  THE  Fol- 
lowing companies  and  groups  for 
providing  educational  grants  for 
the  1995  annual  session. 

Platinum  level 

• Allen  & Hanburys,  Division  of 
Glaxo,  Inc,  Research  Triangle  Park, 
NC; 

• Texas  Medical  Association  Insurance 
Trust,  Austin; 


Progressively  Promote  Your  Practice 
With  MedicalControl's 

Provider  Action  Kit 

• Physician  Report  Card 

• Practice  Cost  Analysis 

• RFP  Support 

MEDICALCONTROL,  INC. 

9649  Webb  Chapel  Road,  Dallas,  Texas  75220 
(214)  352-2666  Fax  (214)  352-5777 


SfeRMATOPATHOLOGY 


BORATORIES 


FREEMANBCOCKERELL 


DERMATOPATHOLOGY  LABORATORIES 


■ Diagnostic  Dermatopathology 

■ Evaluation  of  Margins 

■ Immunofluorescence 

■ Immunohistochemistry 

■ Clinicopathologic  Correlation 

24  Hour  Service 
Courier 
Air  Freight 
Fax  Reports 
Stat  Pick-up 


Frozen  Sections 

Diagnostic  Consultation 

Slide  Processing 

Rush  2 Hour 
Permanent  Sections 

214/638-2222 
800/309-0000 
Fax  214/630-5210 


ROBERT  G.  FREEMAN,  M.D.  CLAY  J.  COCKERELL,  M.D. 

2330  BUTLER  STREET  ■ SUITE  115  ■ DALLAS.  TEXAS  75235 
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File  Claims 
Electronically 
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• to  multiple  carriers  and  benefit  programs 
• through  one  clearinghouse 
• at  no  cost  to  you 

For  more  information  on  how  the  Texas  Health  Information  Network™ 
can  simplify  your  olFice  administration  and  save  you  money,  call 

The  Helpline 
(214)  766-5480 


TEXAS 

HEALTH 

INFORMATION  NETWORK™ 


Administered  by  Blue  Cross  and  Blue  Shield  of  Texas,  Inc. 

Endorsed  by  the  Texas  Medical  Association  and  the  Texas  Hospital  Association 


Opportunity  doesn’t  just 
knock  anymore, 

It  stays  in  contact 
with  people  like  us. 
Shouldn’t  vou? 


EmCare  Physician  Staffing  Services  has  the  perfect  opportunity  waiting  for 
you.  As  a full  service  physician  staffing  company  we’re  prepared  to  meet  your 
every  need. 

Whether  it’s... 

• Physician  Search  • Locum  Tenens  • Contract  Management 

Don't  wait  for  a knock  on  the  door.  Call  us  today.  Your  opportunity  is  waiting. 

EmCare 

Physician  Staffing  Services 

The  Choice  Is  Yours 

1717  Main  Street  • Suite  5200  • Dallas,  Texas  75201  • 800/535-9535 


• Texas  Medical  Liability  Trust, 
Austin;  and 

• The  Upjohn  Company,  Kalamazoo, 
Mich. 

Gold  level 

• Abbott  Laboratories,  Abbott  Park, 
111,  and 

• Texas  Department  of  Mental  Health 
and  Mental  Retardation,  Austin. 

Silver  level 

• American  Cancer  Society,  Texas 
Division,  Inc,  Austin; 

• Bristol-Myers  Squibb  Company, 
Irving;  and 

• G.  D.  Searle  & Co,  Skokie,  111. 

Bronze  level 

• Archibald  & Associates,  Inc,  Rock- 
wall; 

• Fisons  Pharmaceuticals,  Rochester, 
NY; 

• Mission  Pharmacal  Company,  San 
Antonio;  and 

• Roerig  Division,  Pfizer  USPG, 
Grand  Prairie. 

TMA  also  acknowledges,  with 

appreciation,  grants  from  the  follow- 
ing groups  used  to  partially  under- 
write educational  programs: 

• Charles  A.  Durham  Memorial  Lec- 
ture Fund,  Houston; 

• Physician  Oncology  Education  Pro- 
gram; and 

• Texas  Medical  Association  Stroke 
Prevention  Project/American  Heart 
Association,  Texas  Affiliate,  Inc, 
Austin. 
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Mark  J.  Kubala,  MD 


Dr  Kubala  to  be  installed 
as  1995-1996  TMA  president 

ark  J.  Kubala,  MD, 
Beaumont,  will  be  installed  as 
president  of  the  Texas  Medical 
1 Association  lor  1995-1996  on 
Friday,  May  19,  during  the  TMA 
Annual  Session  in  Dallas. 

Dr  Kubala,  a neu- 
rosurgeon, was  cho- 
sen TMA  president- 
elect by  the  House  of 
Delegates  last  May.  A 
TMA  delegate  since 
1973,  Dr  Kubala 
served  four  terms  as 
speaker  of  the  House  of  Delegates  and 
also  served  as  vice  speaker. 

Dr  Kubala  has  served  as  president 
of  the  Texas  Association  ol  Neurologi- 
cal Surgeons.  He  has  served  on  the 
executive  committee  ol  the  Congress 
ol  Neurological  Surgeons  and  is  one  of 
only  three  Texans  ever  to  serve  on  the 
board  of  directors  for  the  American 
Association  ol  Neurological  Surgeons. 

One  of  Dr  Kubala’s  primary  areas  of 
interest  is  head  and  spinal  cord  injury 
education  and  prevention.  He  was 
instrumental  in  setting  up  the  first  such 
program  in  Texas,  “Think  First,”  and 
also  has  served  as  secretary  ol  the 
National  Think  First  Foundation. 

Dr  Kubala  will  be  honored  during 
a joint  installation  with  Mertie  Lewis 
Wood,  San  Antonio,  incoming  presi- 
dent of  the  TMA  Alliance.  The  instal- 
lation and  reception  will  be  held  5:15 
to  7 pm  at  the  Loews  Anatole  Hotel. 
All  members  are  invited  to  attend. 


SPECTACULAR  COLORADO 


Silver  Spur  Ranch 

Magnificent  mountain  properties  nestled  in  a scenic  valley  of 
Southern  Colorado.  Lush  meadows,  timbered  slopes  and  spectac- 
ular mountain  views.  Ideal  for  second  or  vacation  home.  35,  45 
and  some  70  acre  parcels.  Priced  from  the  low  20,000’s  - 1 40,000. 
Just  a limited  number,  so  don't  delay.  Ask  for  Jim. 

719-738-1928 

Land  Properties  Inc. 


Physicians 

If  you’re  a physician  experienced  in  primary 
care,  you’ll  find  JSA  a worthy  partner.  Perhaps 
you've  recently  retired  from  full-time  responsibili- 
ties, but  you  want  to  continue  practicing  — if  so, 
there's  a place  for  you  at  ISA. 

We  currently  have  full-  and  part-time 
opportunities  featuring  no  nights,  no  calls  and 
no  hospital  responsibilities  for  physicians  to 
provide  healthcare  services  to  military  beneficiaries 
of  Ft.  Hood  at  ISA's  Primus  Clinics  in  Killeen  and 
Copperas  Cove,  Texas. 

These  two  communities  — conveniently  located 
near  Austin  in  an  area  central  to  the  major 


Partners  in  Great  Medicine 


metropolitan  areas  of  San  Antonio,  Houston  and  Dallas/ 
Fort  Worth  — offer  an  array  of  recreational  activities  and 
beautiful,  temperate  weather  year  'round 

For  more  information  about  these  promising 
opportunities  — including  our  individualized  flexible 
benefits  plans  featuring  paid  malpractice,  CME  and  other 
incentives  — please  call  Susan  Bray  or  Susan  Mamakos 
at  1-800-966-281  1.  JSA  Healthcare  Corporation, 

5 56  5 Sterrett  Place,  Suite  200,  Columbia,  MD 
21044.  EOE 


HEALTHCARE  CORPORATION 
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Tobacco  by  the  numbers 

THE  FOLLOWING  STATISTICS  are  excerpted  from  a speech  by  Charles  A.  LeMaistre , MD , on  the  physicians  role 
in  educating  patients  about  tobacco  given  at  the  TMA  Fall  Leadership  Conference  February  25  in  Austin.  Dr 
LeMaistre  is  president  ofFhe  University  of  Texas  M.  D.  Anderson  Cancer  Center  in  Houston  and  a leading  author- 
ity on  the  dangers  of  tobacco  use. 


• Tobacco  kills  3 million  people  worldwide  every  year. 
Deaths  from  all  causes  due  to  tobacco  will  reach  more 
than  300,000  in  the  United  States  this  year. 

• Roughly  25%  of  all  adults  in  the  United  States  smoke. 
In  China,  as  in  much  of  the  world,  it  is  closer  to  70%. 

• Only  134  cases  of  lung  cancer  were  reported  in  the 
world’s  medical  literature  before  1900.  In  1995,  about 
170,000  new  cases  ol  lung  cancer  will  be  diagnosed  in 
this  country  alone. 

• Smoking  is  responsible  lor  87%  ol  all  lung  cancers  in  the 
United  States  and  30%  of  deaths  from  all  types  of  cancer. 

• Lung  cancer  deaths  among  American  women  now 
account  for  nearly  as  many  deaths  as  from  breast  and 
ovarian  cancers  combined. 

• The  total  cost  to  the  US  economy  of  tobacco-related 
illness  and  injury  is  at  least  $65  billion  annually. 

• Tobacco  is  responsible  for  a major  share  of  all  cardio- 
vascular disease,  for  nearly  all  chronic  bronchitis  and 
emphysema,  and  for  half  ol  all  home  fires. 

• Smokers  have  a 70%  greater  rate  of  coronary  artery 
disease  than  nonsmokers. 

• Tobacco  is  the  single  most  preventable  cause  of  mor- 
bidity and  mortality  in  the  United  States.  Nothing  else 
even  comes  close. 

• In  the  United  States  alone,  tobacco  companies  spend 
more  than  $4  billion  a year  advertising  and  marketing 
cigarettes  — the  equivalent  of  $14  lor  every  man, 
woman,  and  child  in  America. 

• About  85%  of  teenage  smokers  prefer  one  ol  just  three 
brands  — Marlboro,  Newport,  or  Camels  — which 
are  the  three  most  heavily  advertised  brands. 


• Every  day,  3,000  US  children  take  up  smoking. 

• The  Centers  lor  Disease  Control  and  Prevention 
recently  estimated  that  about  203,000  minors  in  Texas 
between  ages  1 2 and  1 8 regularly  smoke  cigarettes. 
These  Texas  children  illegally  purchase  more  than  20 
million  packs  ol  cigarettes  annually. 

• As  many  as  2,000  different  toxic  agents  are  either 
sucked  into  the  smoker’s  lungs  or  waft  from  the  burn- 
ing end  of  the  cigarette  and  escape  into  the  environ- 
ment or  into  nonsmokers’  lungs. 

• The  US  Food  and  Drug  Administration  has  the 
responsibility  lor  regulating  manufacture  of  nicotine 
patches  and  nicotine  gum,  but  not  cigarettes. 

• Nicotine’s  addictive  potential  is  far  greater  than  heroin 
and  other  illegal  drugs.  Nicotine  addiction  is  so  strong 
that  it  can  take  root  in  the  first  100  cigarettes  smoked. 

• Smokers  visit  a physician  an  average  of  4.3  times  per 
year,  and  70%  of  all  smokers  see  a physician  at  least 
once  a year. 

• About  2.5%  of  American  smokers,  1.2  million  people, 
quit  smoking  each  year.  It  is  estimated  that  more 
physician  intervention  could  double  the  quit  rate. 

• Physician  contact  time  of  as  little  as  60  to  120  seconds 
can  have  a positive  effect  on  patient  smoking  behavior. 

• Most  patients  report  that  their  physicians  do  not  tell 
them  to  stop  smoking,  do  not  explain  the  hazards  ol 
smoking,  or  even  ask  if  they  smoke. 

• The  World  Health  Organization  has  concluded  that  if 
current  smoking  patterns  persist,  by  the  time  the 
young  smokers  of  today  reach  middle  or  old  age,  there 
will  be  one  tobacco-related  death  every  3 seconds. 
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Commentary 

Prevention  is  key 
to  combating  stroke 

By  George  P.  Rodgers,  MD 


^TROKE,  THE  THIRD  LEADING 
m killer  and  the  major  cause  of  dis- 
m ability  in  this  country,  instills  more 
fear  in  the  elderly  than  any  other 
disease.  In  1992  alone,  143,640  Amer- 
icans died  of  stroke,  8,648  of  whom 
were  Texans.  Stroke  affects  men  and 
women  alike;  although  stroke  strikes 
more  men,  more  women  die  of  stroke 
annually.  Those  who  survive  stroke 
often  face  physical  and  mental  limita- 
tions. More  than  50%  of  stroke  sur- 
vivors need  assistance  with  either 
caring  for  themselves  or  walking. 

In  combating  the  morbidity  and 
mortality  caused  by  stroke,  prevention 
proves  the  most  effective  weapon. 
Through  risk  factor  management, 
antiplatelet  agents,  carotid  surgery, 
and  treatment  of  atrial  fibrillation,  we 
can  prevent  most  strokes,  thus  improv- 
ing the  quality  of  our  patients  lives. 
First,  management  of  risk  factors 


George  P.  Rodgers,  MD,  is  chief  of 
cardiology  at  Seton  Medical  Center  in  Austin 
and  chairs  the  TMA  Committee  on  Cardiovas- 
cular Diseases. 


like  hypertension,  high  cholesterol, 
and  cigarette  smoking  through  lifestyle 
changes  or  treatment  reduces  the  risk 
of  stroke.  Independent  studies  suggest 
that  antihypertensive  therapy  with 
diuretics  and  beta-blockers,  as  well  as 
lower  LDL  cholesterol  levels,  correlates 
to  a decreased  incidence  of  stroke. 
Smoking  cessation  also  reduces  the  risk 
of  stroke;  5 years  after  quitting,  ex- 
smokers have  virtually  the  same  risk  of 
stroke  as  nonsmokers. 

Second,  antiplatelet  agents  help 
prevent  stroke  in  patients  who  have 
experienced  a transient  ischemic 
attack  or  prior  stroke.  Studies  show 
that  aspirin  and  ticlopidine  reduce 
stroke  in  cerebrovascular  patients  by 
25%  and  30%,  respectively.  The  effi- 
cacy of  aspirin  in  patients  without 
prior  cerebrovascular  disease,  however, 
has  not  been  determined. 

Third,  carotid  endarterectomy,  when 
performed  by  experienced  surgeons,  sig- 
nificantly reduces  the  incidence  of  stroke 
in  patients  with  severe  carotid  stenosis 
(>70%)  who  have  suffered  a transient 
ischemic  attack.  The  benefit  of  such 
surgery  to  patients  with  30%-69% 
stenosis  has,  of  yet,  not  been  proven. 

Fourth,  diagnosis  and  treatment  of 
atrial  fibrillation,  a primary  cause  of 
cardiogenic  embolism  affecting  lk  to  2 
million  Americans,  lowers  the  risk  of 
stroke.  Five  trials  have  shown  that 
treatment  of  atrial  fibrillation  with  the 
anticoagulant  warfarin  resulted  in 
70%-80%  reduction  in  stroke  risk.  A 
daily  dose  of  325  mg  of  aspirin  also  has 
proved  effective  in  treating  atrial  fibril- 
lation in  younger,  low-risk  patients, 
decreasing  stroke  risk  by  20%. 


In  summary,  prevention  can  win 
the  fight  against  stroke.  Strategies  to 
adopt  in  your  practice  include  identi- 
fying and  controlling  risk  factors  in 
patients,  educating  patients  about  the 
symptoms  and  importance  of  tran- 
sient ischemic  attacks,  and  informing 
yourself  about  stroke  prevention. 

This  year  the  Texas  Medical  Associ- 
ation and  the  Texas  Affiliate  of  the 
American  Heart  Association  are  spon- 
soring the  Stroke  Prevention  Project 
targeting  stroke  prevention  as  a means 
to  improve  the  quality  of  life  for  all 
Texans.  In  a series  of  seminars  and 
symposia,  speakers  for  the  Stroke  Pre- 
vention Project  will  educate  more 
than  425  primary  care  physicians 
across  the  state  on  stroke  prevention. 
If  you  would  like  more  information 
on  the  Stroke  Prevention  Project, 
please  contact  I MA  at  (800)  880- 
1300,  ext  1466,  or  (512)  370-1466. 


Call  for  entries  announced 
for  Cunningham  award 

Medical  residents,  fel- 
lows,  and  students  are  encour- 
aged to  submit  scientific  papers 
for  consideration  in  the  1996 
Harriet  Cunningham  Award  of  Excel- 
lence for  Meritorious  Scientific  Writ- 
ing. The  $1,000  award  will  recognize 
an  outstanding  clinical  article  written 
by  a resident,  fellow,  or  medical  stu- 
dent and  published  in  The  Journal  of 
Texas  Medicine  from  January  through 
December  1 996. 
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Submissions  may  be  review  articles 
or  original  observations  of  interest  to 
the  broad  range  of  Texas  physicians. 
They  may  deal  with  medical,  public 
health,  social,  or  economic  issues 
related  to  the  health  and  well-being  of 
Texans.  The  winning  article  will  be 
chosen  by  the  Texas  Medicine  Editorial 
Committee. 

The  competition  is  open  to  any 
Texas  Medical  Association  member 
who  is  enrolled  in  a Texas  medical 
school,  medical  residency,  or  fellow- 
ship at  the  time  he  or  she  submits  an 
article  lor  publication  in  Texas  Medi- 
cine. In  the  case  ol  multiple  authors, 
the  primary  author  must  be  a student, 
resident,  or  fellow.  If  more  than  one 
student,  resident,  or  fellow  coauthors 
the  winning  paper,  the  award  will  be 
divided  between  them. 

Article  submission  procedures  are 
described  in  Information  for  Authors  on 
p 60.  To  be  eligible  lor  the  1996  award, 
papers  must  be  submitted  for  publica- 
tion in  Texas  Medicine  by  December  30, 
1995.  Authors  should  indicate  their 
desire  to  be  considered  for  the  award 
when  they  submit  their  papers. 

Alliance  groups  support 
partners  in  practice 

WITH  MEDICAL  PRACTICE 

management  more  complex 
and  challenging  than  ever, 
many  physicians  are  having 
difficulty  finding  and  keeping  dedi- 
cated office  managers.  That’s  why 
some  medical  families  are  returning  to 


the  “mom  and  pop”  approach,  with 
physicians'  spouses  handling  office 
management. 

In  response,  many  county  medical 
society  alliances  have  organized  groups 
called  Partners  in  Practice,  which  meet 
regularly  to  hear  practice  management 
speakers  and  exchange  ideas. 

Texas’  largest  group  is  in  Fort 
Worth,  with  more  than  80  members. 
Chair  Rose  Tulecke  says  there  is  a def- 
inite need  for  more  training  in  med- 
ical practice  management,  and  her 
group  is  serious  about  learning.  It  fea- 
tures topics  such  as  coding,  reim- 
bursement, Medicare,  investment  and 
retirement  planning,  and  employer/ 
employee  rights. 

The  first  Texas  group  was  orga- 
nized in  Corpus  Christi  about  8 years 
ago  and  has  made  presentations  on 
the  subject  at  state  meetings  to 
encourage  other  groups  to  form.  The 
Hidalgo-Starr  (McAllen)  group  has 
developed  a procedure  manual  to  help 
members  deal  with  specific  situations. 
Dallas,  El  Paso,  and  Tyler  also  have 
successful  Partners  in  Practice  groups. 

Group  members  say  the  trend 
toward  spouses  as  office  managers  is  a 
logical  extension  of  the  concept  of 
medicine  as  a family  commitment. 
After  all,  who  has  a more  dedicated 
interest  in  a well-run  medical  practice 
than  the  physician’s  spouse? 


50  Years  Ago  in  Texas  Medicine 


Present  status  of  cult,  medical 
and  public  health  legislation 

Things  are  happening 
at  Austin,  but  at  this  writing 
there  are  no  developments 
which  can  be  discussed  intel- 
ligibly, and  in  editorial  form.  The 
situation  is  rather  more  encour- 
aging than  otherwise,  even 
though  it  is  apparent  that  our 
legislative  program,  both  pro  and 
con,  can  hardly  eventuate  in  total 
success.  Apparently,  members  of 
the  Legislature  are  becoming 
more  and  more  health-minded,  if 
not  entirely  orthodox  from  the 
angle  of  medicine.  Appropria- 
tions for  health  activities  are  dis- 
tinctly more  popular  than  they 
have  been  heretofore,  and  it  may 
be  that  the  Legislature  is  going  to 
endow  the  State  Health  Depart- 
ment a bit  more  liberally  than 
might  be  expected,  under  the  cir- 
cumstances. . . . 

The  extremely  controversial 
measures  providing  for  the  legal- 
ization of  Chiropractic  and 
Naturopathy  have  been  stalled, 
one  in  the  Senate  and  one  in  the 
House,  now  for  some  time.  They 
have  won  their  preliminary 
bouts,  and  are  now  ready  for  the 
knock-out.  The  decision  in  nei- 
ther case  may  be  anticipated 
with  any  degree  of  certainty.  . . . 

(Texas  State  Journal  of  Medicine. 
1945;41[1]:1) 
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What’s  new  in  stroke? 


More  than  30,000  strokes  occur  each 
year  in  Texas,  even  though  most  strokes 
can  be  prevented  by  currently  available 
and  well-tolerated  therapies.  Antiplatelet 
therapy  with  aspirin  or  ticlopidine 
reduces  stroke  by  about  25%  in  many 
patients  with  transient  ischemic  attack  or 
initial  stroke.  Warfarin  should  not  be 
used  routinely  for  primary  cerebrovascu- 
lar disease  but  is  useful  to  prevent  car- 
dioembolic  stroke.  Carotid  endarter- 
ectomy is  highly  benefcial  for  patients 
with  symptomatic,  high-grade  carotid 
stenosis,  but  its  value  for  lesser  degrees  of 
symptomatic  carotid  plaque  and  for 
asymptomatic  stenosis  is  less  clear. 
Patients  with  nonvalvular  atrial  fibrilla- 
tion have  a substantial  risk  for  stroke; 
most  should  be  treated  with  warfarin. 
Risk-factor  management  (eg,  control  of 
hypertension,  cessation  of  smoking,  and 
treatment  of  hyperlipidemia)  is  as  impor- 
tant as  antithrombotic  or  surgical  thera- 
pies for  most  patients  with  threatened 
stroke.  Treating  isolated  systolic  hyperten- 
sion in  elderly  patients  reduces  stroke 
risk.  Determining  the  cause  of  threatened 
stroke  strongly  influences  preventive 
management.  The  tools  are  at  hand  to 
prevent  most  strokes;  the  challenge 
remains  to  apply  them  optimally. 

Dr  Hart,  associate  professor  of  medicine  (neu- 
rology) and  Dr  Solomon,  assistant  professor  of 
medicine  (neurology),  The  University  ofTexas 
Health  Science  Center,  San  Antonio,  Tex;  Dr 
Rohack,  assistant  professor  of  medicine  (cardi- 
ology), Texas  A&M  Health  Science  Center, 
Scott  and  White  Clinic,  College  Station,  Tex; 
and  Dr  Feinberg,  associate  professor  of  neurol- 
ogy, University  of  Arizona  Health  Sciences 
Center,  Tucson,  Ariz.  Send  reprint  requests  to 
Michelle  Malloy,  Texas  Medical  Association, 
401  W 15th  St,  Austin,  TX  78701-1680. 

The  authors  are  members  of  the  Stroke 
Council  or  Clinical  Cardiology  Council  of  the 
American  Heart  Association  and  its  Texas  affil- 
iate. 


Robert  G.  Hart,  MD 
Diane  H.  Solomon,  MD 
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TROKES  ARE  AMONG  THE 
most  disabling,  dehumanizing, 
and  feared  illnesses  of  adults. 
More  than  30,000  strokes  occur  each 
year  in  Texas.  The  risk  for  stroke 
increases  steadily  with  age,  and  the 
number  of  people  in  the  United  States 
who  are  of  stroke-prone  age  is  grow- 
ing. Nevertheless,  most  strokes  are 
preventable.  In  1994,  ad  hoc  commit- 
tees of  the  Stroke  Council  of  the 
American  Heart  Association  pub- 
lished guidelines  for  the  management 
of  stroke  and  threatened  stroke, 
emphasizing  new  ideas  lor  stroke  pre- 
vention (1).  The  Texas  Medical 
Association  and  the  Texas  Affiliate  of 
the  American  Heart  Association  have 
worked  together  on  a Stroke 
Prevention  Project  to  disseminate 
recent  advances  in  stroke  prevention 
to  physicians  throughout 
Texas.  As  part  of  this 
effort,  we  review  a bur- 
geoning literature  about 
ischemic  stroke  and  its 
prevention  (1-9). 

Ischemic  stroke  is  a 
syndrome  caused  by  sev- 
eral disorders  leading  to 
occlusion  of  cerebral  arter- 
ies (Fig  1).  Preventive 
strategies  depend  on  the 
specific  cause.  Severe 
carotid  artery  stenosis  is 
present  in  only  about  15% 
of  patients  with  brain 
ischemia.  Nonstenotic 
atherosclerotic  plaques 
cause  transient  ischemic 
attack  (TIA)  and  stroke  by 
acting  as  a source  of  arteri- 
ogenic  emboli.  Primary 
occlusive  disease  of  the 
small  penetrating  arteries 
leads  to  small  subcortical 


J.  James  Rohack,  MD 
William  M.  Feinberg,  MD 

infarcts  (“lacunes”)  by  a process  that  is 
pathologically  distinct  from  athero- 
sclerosis. Cardiogenic  emboli  arise 
from  valve  disease  or  chamber  dys- 
function, in  which  stasis  may  be  the 
key  precipitant.  The  efficacy  of 
antithrombotic  prophylaxis  differs  in 
each  ol  these  major  stroke  subtypes. 
Fig  2 shows  the  relative  distribution  of 
causes  of  ischemic  stroke.  In  some 
patients,  two  or  more  potential  mech- 
anisms may  be  present,  and  sorting 
out  the  specific  cause  of  brain 
ischemia  can  be  difficult.  In  other 
patients  with  “cryptogenic  stroke,”  no 
presumptive  cause  can  be  identified. 
This  review  does  not  include  strokes 
caused  by  primary  hemorrhage. 
Determining  the  specific  cause  of 
threatened  stroke  is  crucial  for  its  pre- 
vention. 


Fig  1.  Common  causes  ol  ischemic  stroke  and  transient 
ischemic  attack.  Optimal  management  of  the  stroke  syn- 
drome requires  proper  diagnosis. 
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Ischemic  Stroke 


RISK  FACTORS  AND  TIAS 

Ethnicity  appears  to  influence  the  type 
and  cause  of  stroke.  Preliminary  data 
suggest  that  Hispanic  Americans  suf- 
fering ischemic  stroke  are  younger  and 
more  often  have  diabetes  and  small 
subcortical  “lacunar'’  infarcts  (Fig  3). 
African-Americans  carry  an  increased 
risk  for  stroke,  related  in  part  to  a 
higher  prevalence  of  hypertension. 

Hypertension  is  the  most  powerful 
and  prevalent  risk  factor  for  stroke. 
Both  systolic  and  diastolic  blood  pres- 
sure are  related  to  stroke  risk. 
Hypertension  accelerates  cerebrovas- 
cular atherosclerosis  and  degenerative 
changes  in  intracranial  penetrating 
arteries.  Treatment  of  hypertension 
reduces  stroke  by  about  30%  (10,11). 
Isolated  systolic  hypertension,  com- 
mon in  elderly  people,  increases  stroke 
risk  considerably.  In  the  Systolic 
Hypertension  in  the  Elderly  Program, 
treatment  of  isolated  systolic  hyper- 
tension in  patients  older  than  60  years 
reduced  stroke  by  36%  without  sub- 
stantial side  effects  (12). 

Other  established  risk  factors  for 
cerebrovascular  disease  are  tobacco 
smoking,  diabetes,  and  hyperlipidemia 
(13).  Patients  with  multiple  risk  factors 
multiply  their  chances  of  stroke;  there- 
fore, control  of  risk  factors  is  particu- 
larly important  in  these  patients  (13). 
Recent  studies  suggest  that  treatment  of 
patients  who  have  early  carotid  artery 
plaques  with  low-density  lipoprotein 
(LDL)  cholesterol  values  greater  than 
130  mg/dL  with  3-hydroxy-3-methyl- 
glutaric  acid  coenzyme  A (HMG  CoA) 
reductase  inhibitors  (“statins”)  can 
reverse  the  progression  of  atherosclero- 
sis and  reduce  stroke  ( 14,1 5).  While  the 
value  of  these  lipid-lowering  agents  has 
not  been  determined  in  patients  with 
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Fig  2.  Frequency  of  etiologies  of  ischemic  stroke.  Numbers  represent  aggregate  estimates  from 
North  American  stroke  registries. 
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Fig  3-  Pathologic  types  of  ischemic  stroke.  A shows  large  cor- 
tical infarct  due  to  middle  cerebral  artery  occlusion  by  an 
embolus;  B,  small  subcortical  “lacunar"  stroke  caused  by 
intracranial  penetrating  artery  occlusion. 


symptomatic  cerebrovas- 
cular disease,  such  treat- 
ment seems  warranted  for 
symptomatic  patients  as 
well,  pending  further  data. 

Transient  ischemic 
attacks  are  temporary  focal 
neurologic  deficits  caused 
by  vascular  disease  that 
resolve  in  less  than  24 
hours  (most  last  5 to  15 
minutes).  These  attacks 
identify  patients  with  a 
high  risk  for  stroke;  strokes 
occur  in  about  5%  of  these 
patients  within  1 to  2 
weeks  after  the  TIA,  in 
12%  during  the  following 
year,  and  in  about  30% 
over  5 years.  The  TIA,  like 
an  ischemic  stroke,  can  be 
caused  by  multiple  types  of 
vascular  disorders,  each 
with  a unique  natural  his- 
tory and  optimal  manage- 
ment (Fig  1).  For  example, 
patients  with  FIA  who  har- 
bor an  ipsilateral  high- 
grade  carotid  artery  stenosis 
have  a particularly  poor  prognosis,  with 
a 25%  stroke  rate  within  2 years  (16). 
The  TIAs  are  not  entirely  benign:  “Long 
TLAs”  lasting  more  than  1 hour  are  often 
associated  with  clinically  occult,  radi- 
ographic evidence  of  brain  infarction. 


Patients  with  TIAs  should  be  eval- 
uated thoroughly  to  identify  or 
exclude  etiologies  that  require  specific 
therapy,  to  assess  modifiable  risk  fac- 
tors, and  to  determine  prognosis.  The 
TIA  should  be  evaluated  promptly 
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Table  1.  Stroke  prevention:  high-risk  patients. 


Relative  Risk  for  Stroke 


Prior  transient  ischemic  attack  or  stroke 

X 10 

Atrial  fibrillation 

X 6 

Hypertension 

X 5 

Tobacco  smoking 

X 3 

Asymptomatic  carotid  stenosis 

X 3 

Diabetes 

X 2 

Table  2.  Common  symptoms  of  transient  ischemic  attack  (TIA).* 


Carotid  system  TIA 

Unilateral  weakness 
Unilateral  sensory  symptoms! 

Trouble  speaking  (aphasia  or  dysarthria) 
Monocular  visual  loss 

Vertebrobasilar  system  TIA 
Bilateral  weakness 
Bilateral  sensory  symptoms 
Bilateral  visual  complaints 
Diplopia 
Vertigo 

Ataxia  without  weakness 
Dysphagia 


Only  in  combination, 
not  as  isolated  symptoms. 


* The  diagnosis  of  TIA  rests  entirely  on  patient  history.  Carotid  territory  TIAs  are  more  easily  diag- 
nosed than  vertebrobasilar  TIAs,  usually  requiring  a constellation  of  symptoms  that  are  individually 
nonspecific.  Dysarthria  (slurred  speech)  can  be  seen  ivith  TIA  in  any  location. 
t Pain  or  numbness  confined  to  one  extremity  is  usually  not  due  to  TIA. 


because  delaying  diagnosis  runs  the 
risk  of  a stroke  that  might  have  been 
prevented.  In  certain  subgroups  of 
patients,  including  those  with  multi- 
ple recent  (“crescendo”)  TIAs  and 
those  with  left  ventricular  cardiac 
thrombi,  the  early  risk  is  particularly 
high.  The  diagnostic  evaluation  of 
patients  seen  within  1 week  of  TIA 
should  be  completed  as  a medical 
urgency.  Hospitalization  is  often  justi- 
fied to  expedite  evaluation,  leading  to 
preventive  therapies  that  lessen  the 
risk  for  stroke.  The  decision  of 
whether  to  hospitalize  a patient 
depends  on  the  specific  circumstances 
of  the  individual  patient.  In  short, 
TLAs  identify  people  at  high  risk  for 
stroke  and  provide  an  opportunity  for 
prevention  (Table  1).  Patients  with 


cerebrovascular  risk  factors  should  be 
educated  about  common  symptoms 
of  TIA  (Table  2)  and  warned  that 
even  brief  attacks  are  not  benign. 

Carotid  artery  atheroma  are  usually 
maximal  just  distal  to  the  bifurcation 
of  the  common  carotid  in  the  neck,  at 
the  origin  of  the  internal  carotid  arter- 
ies. Reduced  How  and  distal  hypoper- 
fusion do  not  occur  until  carotid 
stenosis  reduces  the  luminal  diameter 
by  more  than  70%.  Lesser  degrees  of 
stenosis  do  not  usually  reduce  How 
unless  they  occur  in  tandem  with  more 
proximal  or  distal  stenoses.  Athero- 
sclerotic plaques  that  do  not  block  How 
can  still  cause  TIA  and  stroke  by  acting 
as  a source  of  artery-to-artery  emboli. 
Platelets  stick  to  thrombogenic  surfaces 
that  have  been  denuded  of  endothe- 


lium, creating  platelet  clumps  that  can 
then  embolize  into  the  distal  vessels 
causing  TIAs.  Platelet  deposition  can 
also  be  the  first  step  in  the  formation  of 
thrombus  that  can  embolize  and 
occlude  a distal  artery  or  can  grow  in 
situ  to  occlude  the  parent  artery.  Either 
case  can  lead  to  stroke.  These  mecha- 
nisms provide  the  rationale  for  use  of 
antithrombotic  agents  in  patients  with 
cerebrovascular  atherosclerosis. 

ANTITHROMBOTIC  THERAPIES 
TO  PREVENT  STROKE 

Aspirin  inhibits  platelet  aggregation. 
More  than  a dozen  large,  double-blind 
clinical  trials  have  proven  the  benefit  of 
aspirin  for  secondary  prevention  of 
ischemic  stroke,  with  an  overall  risk 
reduction  of  about  25%  in  patients  with 
primary  cerebrovascular  disease  (17). 
The  optimal  efficacious  dose  remains 
controversial  (doses  between  75  mg  and 
1300  mg  have  proved  effective)  (17,18), 
but  high  doses  (more  than  650  mg  per 
day)  clearly  cause  more  gastric  toxicity. 
The  efficacy  of  aspirin  does  not  differ 
between  men  and  women  (17).  Aspirin 
also  reduces  the  substantial  risk  of 
myocardial  infarction  in  patients  with 
cerebrovascular  disease  (17).  Available 
clinical  studies  do  not  support  the  use  of 
dipyridamole,  alone  or  with  aspirin,  for 
primary  cerebrovascular  disease.  Aspirin 
is  not  indicated  for  prevention  of  stroke 
in  people  without  documented  ischemic 
cerebrovascular  disease  (which  includes 
TIA,  prior  ischemic  stroke,  or  asympto- 
matic carotid  atherosclerosis)  (17). 
Nonsteroidal  anti-inflammatory  drugs, 
while  affecting  platelets  in  vitro,  have 
not  been  shown  to  have  clinical 
antiplatelet  activity  and  should  not  be 
considered  preventive  of  stroke. 

Aspirin  prevents  only  a portion  of 
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ischemic  stroke,  and  more  effective 
antithrombotic  therapies  are  needed. 
Ticlopidine  is  an  antiplatelet  agent 
that  has  effectively  prevented  throm- 
bosis in  several  clinical  settings.  In  the 
only  large  randomized  trial  comparing 
ticlopidine  directly  to  aspirin  for 
stroke  prevention,  ticlopidine  was  sta- 
tistically superior  to  aspirin,  but  the 
magnitude  of  benefit  (absolute  risk 
reduction)  was  about  f%  a year  (f9). 
Looked  at  another  way,  aspirin 
reduces  ischemic  stroke  by  about 
25%;  ticlopidine,  by  about  30%. 
Ticlopidine  (instead  of  aspirin)  as 
first-line  antiplatelet  therapy  to  pre- 
vent stroke  in  patients  with  primary 
cerebrovascular  disease  is  reasonable, 
but  not  mandatory  (20).  Much  has 
been  written  about  secondary  analyses 
of  the  efficacy  of  ticlopidine  in  various 
patient  subgroups,  but  these  results 
cannot  be  applied  to  patient  manage- 
ment with  confidence  (21,22). 
Available  data  strongly  support  the 
use  of  ticlopidine  in  patients  intoler- 
ant of  aspirin  or  in  those  having  brain 
ischemia  during  aspirin  therapy.  1 he 
combination  of  aspirin  with  ticlopi- 
dine is  appealing,  but  the  safety  and 
relative  efficacy  has  not  been  evalu- 
ated, and  this  combination  cannot  be 
routinely  recommended.  About  1%  of 
patients  given  ticlopidine  develop 
severe,  potentially  reversible  neutrope- 
nia in  the  first  3 months;  white  cell 
counts  every  2 weeks  are  required 
monitoring  during  this  interval. 
Ticlopidine  is  considerably  more 
expensive  than  aspirin,  and  its 
antiplatelet  effect  does  not  fully 
develop  until  given  for  several  days  (in 
contrast  to  the  immediate  antiplatelet 
effect  of  aspirin).  A closely  related 
antiplatelet  agent,  clopidogrel,  is 
being  tested  currently  in  a large  clini- 


cal trial,  with  results  expected  in  1996. 

Selection  of  antiplatelet  prophy- 
laxis for  patients  with  histories  of  gas- 
tritis, ulcer,  or  gastric  bleeding  is 
controversial.  Ticlopidine  causes  less 
gastric  bleeding  than  aspirin  given  at 
1300  mg  per  day  (19),  but  how  it 
compares  to  low-dose  or  enteric- 
coated  aspirin  is  unclear.  For  these 
patients,  some  experts  recommend 
ticlopidine,  while  others  favor  low- 
dose,  enteric-coated  aspirin. 

While  oral  anticoagulants  (eg,  war- 
farin) have  been  used  for  decades  in 
patients  with  cerebrovascular  disease, 
no  conclusive  data  support  their  value 
(1,3).  At  present,  little  justification 
exists  for  routine  use  of  anticoagula- 
tion for  threatened  stroke  caused  by 
cerebrovascular  disease.  A large,  ran- 
domized clinical  trial  (Warfarin- 
Aspirin  Reinfarction  Study)  is  now 
under  way  comparing  warfarin  to 
aspirin,  but  results  are  not  anticipated 
for  several  years. 

CAROTID  ENDARTERECTOMY 
AND  ASYMPTOMATIC  CAROTID 
STENOSIS 

Carotid  ultrasound  allows  painless, 
safe,  and  reliable  imaging  of  the  cervi- 
cal carotid  arteries.  The  accuracy  of 
the  technique  depends  on  the  skill  of 
the  technician  and  interpreter,  but  in 
experienced  hands,  results  correspond 
to  arteriographic  findings  in  90%  of 
cases.  This  technique  is  highly  reliable 
for  excluding  stenosis  but  is  less  accu- 
rate for  quantifying  degrees  of  stenosis 
and  cannot  separate  high-grade  steno- 
sis from  occlusion.  Cervical  carotid 
ultrasound  images  only  a few  centime- 
ters of  the  artery,  but  this  segment  has 
the  highest  burden  of  atherosclerotic 
plaque  and  is  amenable  to  surgery. 
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Thus,  carotid  ultrasonography  is  usu- 
ally the  initial  screening  test  to  “rule 
out”  surgical  disease. 

Until  recently,  the  value  of  carotid 
endarterectomy  for  stroke  prevention 
has  been  a matter  of  heated  debate, 
but  recent  clinical  trials  clarified  sev- 
eral key  issues.  The  North  American 
Symptomatic  Endarterectomy  Trial 
showed  convincingly  that  patients 
with  recent  TIA  or  initial  minor  stroke 
who  had  carotid  stenosis  of  70%  or 
greater  benefited  substantially  from 
surgery  (16).  The  absolute  reduction 
in  stroke  risk  was  large:  about  9%  a 
year  (16).  These  important  results 
were  achieved  by  surgeons  with  proven 
expertise  (the  perioperative  risk  of  dis- 
abling stroke  or  death  was  2%).  The 
North  American  Symptomatic 
Endarterectomy  Trial  is  continuing  to 
assess  the  value  of  surgery  in  sympto- 
matic patients  with  moderate  stenosis, 
which  ranges  from  30%  to  69%.  At 
present,  patients  with  TIA  or  prior 
stroke  who  have  moderate  carotid 
stenosis  can  reasonably  be  managed 
medically  or  surgically,  influenced  by 
individual  patient  circumstances  such 
as  advanced  age  and  co-morbid  condi- 
tions that  would  increase  the  perioper- 
ative risk  and  decrease  longevity. 
Ulceration  of  plaques  occurs  more  fre- 
quently with  higher  grades  of  stenosis 
and  is  not  detected  reliably  by  ultra- 
sonography or  even  arteriography. 
How  the  presumed  presence  or 
absence  of  plaque  ulceration  should 
influence  management  of  patients 
with  subcritical  (less  than  70%) 
carotid  stenosis  remains  unclear. 

Asymptomatic  carotid  artery 
stenosis  carries  a much  lower  risk  for 
stroke  compared  to  similar  degrees  of 
stenosis  accompanied  by  TIA  or 
stroke  (ie,  symptomatic  stenosis). 
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Fig  5-  Multiple  thrombi  (arrows)  in  the  left  atrial  appendage 
in  a patient  with  nonvalvular  atrial  fibrillation  (reprinted  with 
permission  from  Halperin  and  Hart  [26]). 


Cervical  bruits  are  insensitive  and 
nonspecific  markers  of  carotid  artery 
stenosis.  Carotid  ultrasound  makes 
possible  reliable  detection  of  asympto- 
matic carotid  stenosis,  but  optimal 
management  remains  controversial. 
Asymptomatic  stenosis  greater  than 
60%  is  present  in  about  10%  of  peo- 
ple over  age  65  years  who  have  hyper- 
tension. The  Asymptomatic  Carotid 
Atherosclerosis  Study  issued  recently  a 
preliminary  report  showing  a benefit 
for  carotid  endarterectomy  in  asymp- 
tomatic patients  whose  ages  ranged 
from  40  to  79  with  greater  than  60% 
stenosis  of  the  carotid  artery  (23).  In 
this  carefully  selected  group  of 
patients,  surgery  reduced  the  risk  of 
ipsilateral  stroke  from  about  2%  per 
year  to  1%  per  year.  Although  this  was 
a statistically  significant  (ie,  repro- 
ducible) result,  the  absolute  risk  reduc- 


tion is  small  and  much 
lower  than  that  for  symp- 
tomatic patients  (ie,  those 
who  have  had  prior  TIA 
or  minor  stroke).  These 
preliminary  results  sug- 
gest that  endarterectomy 
may  be  appropriate  for 
carefully  selected  patients 
who  have  high-grade 
asymptomatic  carotid 
stenosis  and  a low  surgical 
risk.  The  full  report  of  the 
Asymptomatic  Carotid 
Atherosclerosis  Study 
(expected  in  spring  1995) 
may  provide  more  information  about 
which  asymptomatic  patients  may 
have  an  especially  high  risk  for  stroke 
and  will  derive  important  benefits 
from  endarterectomy. 

Aspirin  reduces  coronary  events  in 
patients  with  asymptomatic  carotid 
stenosis;  myocardial  infarction  is  more 
common  than  stroke  in  these  patients. 
Until  high-risk  subgroups  of  patients 
with  asymptomatic  stenosis  are  clearly 
identified,  we  consider  either  endar- 
terectomy or  conservative  manage- 
ment an  acceptable  management 
option.  Medical  management  includes 
the  following: 

• controlling  risk  factors  such  as 
hypertension  and  smoking; 

• using  HMG  CoA  reductase  inhib- 
itors (“statins”)  if  LDL  cholesterol  is 
greater  than  130  mg/dL; 


• educating  the  patient  about  TIA 
symptoms,  which  signal  a shift  to 
high-risk  symptomatic  stenosis; 

• identifying  and  treating  coronary 
artery  disease; 

• antiplatelet  therapy;  and 

• performing  serial  carotid  sonograms 
every  12  months  to  track  progres- 
sion of  stenosis  (optional). 

In  summary,  the  prognosis  of 
symptomatic  vs  asymptomatic  carotid 
stenosis  is  quite  different;  the  benefit 
of  surgery  is  large  in  the  former  and 
substantially  smaller  in  unselected 
asymptomatic  patients.  In  either  situ- 
ation, carotid  endarterectomy  should 
supplement  management  of  risk  fac- 
tors and  treatment  of  associated  coro- 
nary artery  disease.  We  do  not  know  if 
treatment  of  hyperlipidemia  can  cause 
regression  of  advanced  carotid 
plaques,  although  HMG  CoA  reduc- 
tase inhibitors  can  reverse  progression 
of  early  carotid  lesions  (15). 

ATRIAL  FIBRILLATION  AND 
STROKE 

About  one  stroke  in  six  results  from 
cardiogenic  embolism.  Because  the 
underlying  cardiac  disease  usually  is 
apparent  before  embolism  occurs  and 
because  antithrombotic  therapies  are 
extraordinarily  effective,  cardiogenic 
emboli  to  the  brain  are  among  the 
most  preventable  types  of  stroke  (24). 
Fig  4 presents  the  most  frequent  heart 
conditions  that  predispose  to  embol- 
ism. Atrial  fibrillation,  even  in  the 
absence  of  valvular  disease,  is  the  most 
common  substrate  for  cardioembolic 
stroke  (25).  Atrial  fibrillation  (AF) 
describes  a disturbance  in  cardiac 
rhythm,  but  its  most  devastating  con- 
sequence, which  causes  stroke,  is 
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embolism  ol  leh  atrial  thrombi  to  the 
brain  (Fig  5)  (26).  The  stroke  risk  in 
people  with  AF  is  increased  six-fold; 
about  one  person  in  three  with  AF  will 
experience  stroke  (8,9).  Because  AF  is 
so  common  (approximately  2 million 
Americans),  stroke  prevention  consti- 
tutes a major  issue.  A radical  change  in 
antithrombotic  prophylaxis  of  AF  has 
occurred  during  the  past  5 years. 

Five  randomized  clinical  trials  stud- 
ied primary  prevention  of  stroke  in  AF 
patients  (a  sixth  studied  AF  patients 
with  recent  stroke  to  assess  secondary 
prevention)  (6).  The  largest  of  these 
trials,  Stroke  Prevention  in  Atrial 
Fibrillation,  began  in  Texas  in  1985. 
All  studies  tested  warfarin  (Coumadin) 
anticoagulation,  and  two  also  tested 
aspirin.  All  five  trials  yielded  remark- 
ably consistent  results  regarding  war- 
farin, showing  an  overall  reduction  of 
68%  in  stroke  risk  (6,7).  By  “on-ther- 
apy”  analysis,  the  risk  reduction 
exceeded  80%  (Fig  6).  Further,  the  risk 
of  major  bleeding  was  low  in  these 
clinical  trials,  despite  a mean  patient 
age  of  68  years.  However,  patients 
were  selected  carefully  for  inclusion 
into  these  trials  and  followed  closely 
on  protocols.  To  achieve  such  low  rates 
of  bleeding  in  clinical  practice  requires 
careful  anticoagulation  monitoring 
and  patient  follow-up.  In  short,  these 
trials  demonstrated  that  anticoagula- 
tion was  highly  effective  and  well  tol- 
erated (6). 

Two  of  these  five  trials  randomized 
patients  to  receive  aspirin.  The 
Copenhagen  trial,  which  used  aspirin 
in  a daily  dose  of  75  mg,  did  not 
detect  a statistically  significant  benefit. 
The  Stroke  Prevention  in  Atrial 
Fibrillation  study  documented  a sub- 
stantial reduction  in  stroke  using 
aspirin  in  a daily  dose  of  325  mg. 


Warfarin  for  Stroke  Prevention  in  AF 


AFASAK  SPAF  BAATAF  CAFA  SPINAF  TOTAL 
Risk  79%  83%  83%  73%  79%  83% 

Reduction  T=0.09  T=0.007  T=0.01  T=0.17  T<0.002  /T0.001 


Fig  6.  Summary  of  “on-therapy”  analysis  of  five  clinical  trials  comparing  warfarin  to  placebo  for 
prevention  of  stroke  in  atrial  fibrillation.  Aggregate  data  show  an  83%  relative  risk  reduction  (P 
<0.001)  and  3.5%  per  year  absolute  risk  reduction  (reprinted  with  permission  of  G.  Albers,  MD, 
Stanford  Stroke  Center). 

AFASAK  = Atrial  Fibrillation,  Aspirin,  and  Anticoagulant  Therapy  study;  BAATAF  = Boston  Area 
Anticoagulation  Trial  for  Atrial  Fibrillation;  CAFA  = Canadian  Atrial  Fibrillation  Anticoagulation 
study;  SPAF  = Stroke  Prevention  in  Atrial  Fibrillation  study;  SPINAF  = Stroke  Prevention  in 
Nonrheumatic  Atrial  Fibrillation  study. 


Overall,  aspirin  appears  to  reduce 
stroke  by  20%  in  patients  with  AF. 
Thus,  for  preventing  stroke  in  these 
patients,  warfarin  is  highly  effective 
(70%),  aspirin  is  somewhat  effective 
(20%),  and,  not  surprisingly,  warfarin 
is  significantly  better  than  aspirin  (9). 
Soon  after  these  trials  were  published, 
guidelines  were  generated  by  expert 
panels  recommending  that  most 
patients  with  atrial  fibrillation  be 
treated  with  oral  anticoagulation  (tar- 
get international  normalized  ratio 
[1NR]  2.0  to  3.0).  Chronic  anticoagu- 
lation is  currently  the  widely  endorsed 
therapy  for  all  patients  with  AF  who 
can  safely  receive  warfarin  (4,8). 

Optimal  monitoring  of  warfarin 
requires  the  use  of  the  I NR.  The  I NR 
is  simply  the  prothrombin  time  ratio 
adjusted  for  different  thromboplastin 
sensitivities,  which  differ  widely 
between  manufacturers.  The  INR 
compares  the  prothrombin  time  of  the 
patient’s  plasma  to  the  average  pro- 
thrombin time  of  plasma  from  20 
normal  people  raised  to  the  power  of 
the  International  Sensitivity  Index. 
This  index  relates  the  sensitivity  of  the 
reagent  that  measures  the  prothrom- 


bin times  to  the  anticoagulant  effects 
of  warfarin  therapy  when  compared  to 
an  established  thromboplastin  stan- 
dard. Anticoagulation  therapy  should 
usually  be  monitored  every  month 
(younger  patients  who  have  been  sta- 
ble are  sometimes  monitored  every  6 
weeks  at  some  centers).  Safe  anticoag- 
ulation requires  patient  education 
about  drug  interactions,  compliance 
with  medication,  monitoring,  and 
early  signs  of  bleeding. 

The  prevalence  of  AF  increases 
with  age,  and  the  mean  age  of  AF 
patients  is  75  years.  The  risk  of  AF- 
associated  stroke  increases  also  with 
patient  age,  so  AF  is  both  more  fre- 
quent and  more  threatening  in  the 
very  elderly.  Among  the  elderly  popu- 
lation, patients  given  anticoagulation 
therapy  should  be  selected  and  moni- 
tored carefully.  Lowering  the  target 
INR  slightly  to  1.5  to  2.5  may  be  sen- 
sible in  AF  patients  older  than  75 
years  (9,27).  Concomitant  use  of 
over-the-counter  nonsteroidal  anti- 
inflammatory medication  is  a frequent 
precipitant  of  warfarin-associated  gas- 
trointestinal bleeding.  Patient  educa- 
tion is  crucial  for  safe  anticoagulation. 


VOLUME  91  ★ NUMBER  5 


51 


Table  3-  Stroke  prevention  in  atrial  fibrillation:  who  benefits  most  from  warfarin? 


SPAF  Analysis  (9)  API  Pooled  Data  (6) 


High-risk  variables 

Hx  of  hypertension* 

Hx  of  hypertention 

Prior  stroke/  FIA 

Prior  stroke/TIA 

Diabetes 

Diabetes 

Recent  heart  failure! 

Age  > 65  years 

Stroke  rate 

No  risk  factors 

1 .4%/yr 

1 .0%/yr 

(+)  High-risk  variables 

> 7.0%/yr 

> 5. 0%/yr 

* Includes  systolic  blood  pressure  >160  mm  Hg. 

t In  addition  to  clinical  heart  failure,  subsequent  analyses  suggest  that  patients  with  echocardio- 
graphic  evidence  of  left  ventricular  dysfunction  (fractional  shortening < 25%)  are  also  “high-risk,  ” 
even  without  clinical  heart  failure. 

SPAF  = Stroke  Prevention  in  Atrial  Fibrillation  study  (9). 

AFI  Pooled  Data  = Atrial  Fibrillation  Investigators  pooled  analysis  of  five  randomized  trials  (6). 

Table  4.  Stepwise  evaluation  ofTIA  and  stroke.* 

Step  I:  CBC,  platelet  count,  PT,  APTT,  ESR,  RPR 
Chemistry  profile  (glucose,  cholesterol) 

ECG 
CT  scan 

Step  II:  Carotid  ultrasound 
Echocardiography 

Rhythm  (Holter)  monitoring  only  if  suspicious  symptoms 

Step  III:  Arteriography  or  MR  angiography 
MR  imaging 
Special  coagulation  tests 
Transesophageal  echocardiography 
CSF  examination  (rarely  required  except  HIV+) 

* No  routine , standard  evaluation  can  be  formulated  because  the  individual  medical  history  and  spe- 
cific characteristics  of  the  event  influence  the  optimal  sequence  and  extent  of  diagnostic  testing. 

DA  = transient  ischemic  attack;  CBC  = complete  blood  cell  count;  PT  = prothrombin  time; 
APTT  = activated  partial  thromboplastin  time;  ESR  = erythrocyte  sedimentation  rate;  RPR  = 
rapid  plasma  reagent  test;  ECG  = electrocardiogram;  CT  = computed  tomography;  MR  = mag- 
netic resonance;  CSF  = cerebrospinal  fluid;  HIV  = human  immunodeficiency  virus 


Two  studies  with  sufficiently  large 
numbers  of  outpatients  and  using 
prospective  data  have  stratified  AF 
patients  into  those  with  inherently 
high  vs  low  risk  of  stroke  (Table  3) 
(6,9).  “High-risk"  patients  should 
receive  the  greatest  benefit  from  war- 
farin. The  value  of  anticoagulation  in 
low-risk  patients  is  relatively  less.  The 
Atrial  Fibrillation  Investigators  scheme 
(Table  4)  is  based  on  pooled  data  from 
the  five  clinical  trials  and  is  more  con- 
servative for  prediction  of  “low-risk” 
patients,  as  all  AF  patients  older  than 
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65  years  are  “high-risk”  by  this  scheme 
(6).  The  reliability  of  these  stratifica- 
tion schemes  is  controversial,  pending 
confirmation  in  ongoing  studies,  and 
some  experts  do  not  recommend  their 
use  at  present  (8).  The  range  of  accept- 
able management  includes  anticoagu- 
lation of  all  AF  patients  (except  “lone 
AF"  in  those  younger  than  60  years) 
who  can  safely  receive  warfarin  or, 
alternatively,  risk  stratification  using 
aspirin  for  low-risk  patients  until  high- 
risk  features  occur  (Table  4). 
Intermittent  (or  paroxysmal)  AF 


appears  to  carry  the  same  stroke  risk  as 
chronic,  sustained  AF;  recommenda- 
tions for  antithrombotic  prophylaxis 
are  identical  (6,9). 

In  summary,  patients  with  AF  have 
a substantial  risk  for  stroke  and  should 
receive  antithrombotic  prophylaxis. 
Warfarin  is  highly  effective  and  is  rec- 
ommended currently  by  most  experts. 
Aspirin  proves  much  less  effective 
than  warfarin  but  may  be  suitable  for 
selected  “low-risk”  patients.  The  value 
of  cardioversion  and  antiarrhythmic 
therapy  for  stroke  prevention  remains 
unclear.  Restoration  of  sinus  rhythm 
is  ideal,  but  long-term  maintenance  of 
sinus  rhythm  is  often  not  achieved 
with  currently  available  drugs,  which 
have  some  toxicity  (28). 

The  remarkable  efficacy  of  war- 
farin in  preventing  AF-related  stroke 
has  fueled  enthusiasm  for  detecting 
other  cardioembolic  sources.  With 
transesophageal  echocardiography,  the 
ultrasound  transducer  is  placed  in  the 
esophagus  adjacent  to  the  left  atrium, 
affording  improved  visualization  of 
the  atrium,  its  appendage,  and  the 
ascending  aorta.  Compared  to  con- 
ventional transthoracic  echocardiogra- 
phy, transesophageal  echocardiography 
detects  more  reliably  potential 
“minor”  embolic  sources,  including 
abnormalities  of  the  interatrial  septum 
(atrial  septal  aneurysms  and  atrial  sep- 
tal defects),  atrial  appendage  thrombi 
associated  with  atrial  fibrillation,  and 
the  mitral  valvular  vegetations  of 
infective  endocarditis  and  nonbacter- 
ial  thrombotic  endocarditis.  Athero- 
sclerotic lesions  of  the  ascending  aorta 
with  overlying  thrombi  can  be 
detected  by  bi planar  transesophageal 
echocardiography  (29).  However,  the 
management  implications  of  detect- 
ing these  potential  embolic  sources 
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Table  5-  Prevention  of  ischemic  stroke.* 


will  remain  unclear,  until  longitudinal 
clinical  studies  can  define  natural  his- 
tory or  response  to  therapy.  At  pre- 
sent, transesophageal  echocardiography 
is  not  required  routinely  for  unse- 
lected patients  with  stroke  and  threat- 
ened stroke  (Table  4).  In  patients  with 
atrial  fibrillation,  the  sensitivity  and 
specificity  of  this  technique  for  detect- 
ing small  thrombi  in  the  atrial 
appendage  need  to  be  clarified.  We 
view  available  data  as  insufficient  to 
justify  routine  transesophageal  echo- 
cardiography in  AF  patients  to  stratify 
thromboembolic  potential.  A large 
multicenter  clinical  trial  (Stroke 
Prevention  in  Atrial  Fibrillation  III)  is 
currently  evaluating  the  role  of  trans- 
esophageal echocardiography  in  AF. 


Primary  Prevention 

• Detection  and  control  of  cerebrovascular  risk  factors 

- Hypertension  (including  isolated  systolic  hypertension) 

— Tobacco  smoking,  diabetes,  hyperlipidemia 

• Patient  education  about  TIAs 

• Antithrombotic  therapy  for  atrial  fibrillation 

— Warfarin  unless  contraindicated  or  low-risk 

— Aspirin  if  warfarin  not  given 

• Asymptomatic  carotid  disease 

— Sonography  and  aspirin  for  bruits 

— Selection  for  endarterectomy  is  controversial,  best  individualized 
Secondary  Prevention  (TIA  or  prior  stroke) 

• Cerebrovascular  disease  (atherosclerosis  and  penetrating  artery  disease) 

— Risk  factor  reduction 

— Antiplatelet  agents  (aspirin,  ticlopidine) 

— Carotid  endarterectomy 

Proven  beneficial  > 70%  stenosis 
Uncertain  benefit  30%-69%  stenosis 

• Cardiogenic  embolism 

— Nonvalvular  atrial  fibrillation:  warfarin  INR  2. 0-3.0 

— Warfarin  for  most  other  cardiac  sources! 


* See  Table  6 for  specific  range  of  acceptable  antithrombotic  management.  Associated  coronary  artery 
disease,  sometimes  occult,  needs  attention  in  management  of  patients  at  risk  for  stroke. 
f Mechanical  prosthetic  heart  valves  require  a higher  intensity  of  anticoagulation  (INR  2.5  to  4.0), 
sometimes  combined  with  dipyridamole  75  mg  twice  a day  or  aspirin  100  mg  per  day. 

TIA  = transient  ischemic  attack;  INR  = international  normalized  ratio 


TREATMENT  OF  ACUTE 
ISCHEMIC  STROKE 

This  review  focuses  on  stroke  preven- 
tion rather  than  on  acute  treatment. 
Neurons  die  within  a few  minutes  of 
being  deprived  of  oxygen  and  do  not 
regenerate.  Some  degree  of  irreversible 
brain  injury  occurs  within  minutes  of 
the  onset  of  ischemia.  Thus,  emphasis 
must  be  placed  on  preventing  ischemia 
because  treatments  for  acute  stroke 
will  never  be  completely  successful. 
Around  the  area  of  necrosis  exists  an 
area  of  hypoperfused,  hypometabolic, 
and  electrically  silent  tissue  that 
receives  marginally  sufficient  flow  to 
keep  neurons  alive  — the  zone  known 
as  the  ischemic  penumbra.  If  no  reper- 
fusion occurs  or  if  further  insult  takes 
place,  a time-related  neuronal  death 
occurs.  Clinically,  recovery  of  the 
ischemic  penumbra  accounts  for  the 
sometimes  dramatic  improvement  in 
neurologic  deficit  that  occurs  during 
the  initial  days  following  stroke  onset. 


Table  6.  Antithrombotic  therapy  for  stroke  prevention. 


Clinical  Situation 

Recommended  Therapy 

Acceptable  Options 

TIA  or  stroke* 

Aspirin  325  mg/ day! 

Aspirin  75-1300  mg/day 
Ticlopidine  250  mg  b.i.d. 

TIA  or  stroke 
during  aspirin  Rx 

Ticlopidine  250  mg  b.i.d. 

Aspirin  75-1300  mg/day 
Warfarin  INR  2-3 

Nonvalvular  atrial  fibrillation 
Primary  prevention 

Warfarin  INR  2. 0-3.0! 

Warfarin  INR  1. 5-3.0 

Aspirin  325  mg/day 

Secondary  prevention 

Warfarin  INR  2. 0-3.0 

Warfarin  INR  1. 5-4.0 

Aspirin  325  mg/day 

Asymptomatic  carotid 
stenosis 

Aspirin  325  mg/day§ 

Aspirin  75-1300  mg 

Asymptomatic  people 
> 60  years  old 

No  Rx 

Aspirin  75-325  mg/day  if 
risk  factors 

* Carotid  artery  endarterectomy  for  TIA  or  minor  stroke  associated  with  70%-99%  ipsilateral  steno- 
sis. See  text. 

t Experts  disagree  about  whether  >975  mg  of  ASA  offers  more  benefits  than  lower  doses. 

! Identification  of  “low-risk" patients  who  many  not  require  anticoagulation  is  controversial;  the  opti- 
mal range  of  INR  in  elderly  patients  (>  75  years  old)  may  be  lower  (1.5-2. 5).  Patients  with  mechan- 
ical prosthetic  heart  valve  require  an  INR  of  2.5-4. 0,  often  combined  with  antiplatelet  agents. 

§ Selection  of  patients  for  carotid  endarterectomy  is  controversial  and  evolving.  See  text. 

TIA  = transient  ischemic  attack;  INR  = international  normalized  ratio 
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Relative  hypotension  (eg,  blood  pres- 
sure less  than  1 10/60  mm  Hg),  nor- 
mally well-tolerated  by  the  brain  with 
intact  autoregulation,  causes  the 
ischemic  penumbra  to  progress  to 
infarction.  Therefore,  physicians 
should  avoid  overzealous  treatment  of 
mild-to-moderate  hypertension  in  the 
days  immediately  following  ischemic 
stroke  (30).  The  value  ol  heparin  lor 
acute  brain  ischemia  remains  contro- 
versial and  is  being  assessed  in  two 
large  clinical  trials  (3). 

At  present,  no  specific  interven- 
tions have  been  proven  to  salvage  the 
ischemic  penumbra.  Several  large  clin- 
ical trials  testing  novel  therapies  will 
be  reported  in  1993  (for  example, 
studies  listing  fibrinolytic  agents). 
Hopes  are  high  that  effective  therapies 
are  on  the  horizon.  Such  therapies  will 
need  to  be  started  as  soon  as  possible 
after  stroke  onset  to  be  maximally 
effective  (probably  within  2 to  6 
hours).  Therefore,  an  emergent 
approach  to  stroke  treatment  may  be 
necessary,  requiring  patients’  aware- 
ness of  early  symptoms  and  expedi- 
tious paramedical  and  medical 
attention.  Increased  public  awareness 
of  early  symptoms  of  stroke  and  rapid 
medical  response  may  be  mandated  in 
the  near  future. 

Most  strokes  are  preventable  with 
currently  available,  proven  effective, 
and  well-tolerated  therapies  (Tables  5 
and  6).  Advances  in  stroke  prevention 
during  the  past  5 years  represent  a con- 
siderable research  achievement.  The 
challenge  remains  for  clinicians  to 
apply  this  knowledge  effectively  in  the 
clinic  for  the  benefit  of  their  patients. 
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NOTE 

The  opinions  expressed  are  those  of  the 

authors  and  are  not  necessarily  those  of  the 

Texas  Medical  Association  or  the  American 

Heart  Association. 
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An  overview  of  tick-borne  relapsing  fever 
with  em  Ph  asis  on  outbreaks  in  Texas 


Julie  A.  Rawlings,  MPH 


Tick-borne  relapsing  fever  (TBRF),  a 
disease  of  humans  and  other  animals,  has 
been  recognized  in  North  America  since 
early  in  this  century.  Caused  by  Borrelia 
spirochetes , TBRF  is  transmitted  by  sofi- 
shelled  Ornithodoros  ticks,  which  may 
also  act  as  reservoirs  for  the  etiologic 
agents.  Initial  symptoms  include  sudden 
onset  of  fever,  chills,  headache,  arthral- 
gias, and  myalgias.  Persons  with  TBRF 
may  suffer  several  febrile  episodes  or 
relapses  unless  they  are  diagnosed  and 
treated  promptly  because  TBRF  spiro- 
chetes are  able  to  alter  their  outer  surface 
proteins  and,  thus,  escape  the  infected 
host’s  immune  response.  Laboratory  diag- 
nosis is  made  by  detecting  spirochetes  in 
peripheral  blood  specimens  or  by  inocu- 
lating laboratory  mice  with  blood  col- 
lected during  febrile  episodes.  In  the 
1930s  and  40s,  TBRF  was  reported 
commonly  in  Texas.  More  recently,  fewer 
cases  have  been  reported,  although  13 
cases  were  confirmed  between  1990  and 
the  first  half  of 1 994. 


Send  reprint  requests  to  Ms  Rawlings, 
Infectious  Disease  Epidemiology  and 
Surveillance,  Texas  Department  of  Health, 
1 100  W 49th  St,  Austin,  TX  78756. 


TWO  CAVE  BIOLOGISTS 
became  ill  after  surveying  a 
cave  in  Travis  County  during 
June  1994.  They  each  entered  the  cave 
on  June  9th  and  had  onset  of  fever, 
headache,  chills,  and  malaise  6 and  7 
days  later.  This  febrile  episode  was  fol- 
lowed by  two  relapses.  Neither  patient 
was  hospitalized,  but  one  patient 
experienced  a more  severe  illness  than 
the  other,  having  developed  a rash 
after  the  first  episode  and  Bell’s  palsy 
during  the  second  relapse.  Both 
patients  have  remained  well  since 
being  treated  with  doxycycline. 

These  patients  represent  the  latest 
of  13  cases  of  tick-borne  relapsing 
fever  (TBRF)  reported  to  the  Texas 
Department  of  Health  since  1990. 
Relapsing  fever  is  a spirochetal  illness 
caused  by  arthropod-borne  Borrelia. 
This  genus  of  organisms,  along  with 
the  treponemes  and  the  leptospires,  are 
members  of  the  family  Treponemat- 
aceae,  which  contains  all  of  the  spiro- 
chetal pathogens.  Species  within  each 
of  these  genera  produce  disease  in  both 
humans  and  other  animals  and  are 
well-documented  agents  of  chronic, 
debilitating  disorders.  Relapsing  fever 
may  be  transmitted  by  lice  or  ticks. 
Louse-borne  relapsing  fever  or  epi- 
demic relapsing  fever,  caused  by 
Borrelia  recurrentis,  is  no  longer  found 
in  the  United  States.  Tick-borne 
relapsing  fever  is  caused  by  a variety  of 
Borrelia  species  and  is  endemic 
throughout  most  of  the  world. 

EPIZOOTIOLOGY 

The  first  report  of  TBRF  in  the 
United  States  came  from  Jefferson 
County,  Colorado,  in  1915  (1). 
Subsequently,  TBRF  was  recognized 
in  California  in  1922  (2)  and  Texas  in 


1927  (3);  Arizona,  Kansas,  Nevada, 
Utah,  Washington,  and  Montana  in 
the  1930s  (4, 5, 3, 6, 7);  and  Oklahoma, 
Oregon,  Idaho,  and  New  Mexico 
(8-1 1)  in  the  early  1940s. 

Ornithodoros  ticks  are  the  vectors 
of  TBRF  in  the  United  States.  Weller 
and  Graham  established  that 
Ornithodoros  turicata  transmits  dis- 
ease-causing spirochetes  in  Texas  (12), 
and  Wheeler  et  al  proposed  that  O 
hermsi  is  the  vector  in  California  (13). 
Two  other  species,  O parkeri  and  O 
talaje,  harbor  spirochetes  and  are  able 
to  transmit  organisms  to  laboratory 
animals.  On  occasion,  O parkeri  is  a 
vector  to  humans  in  the  western 
United  States,  although  it  rarely 
comes  in  contact  with  humans  (14). 
Similarly,  naturally  infected  O talaje 
have  been  found,  but  this  species  has 
not  been  definitely  incriminated  as  a 
vector  to  humans  (15). 

Ornithodoros  ticks,  referred  to  as 
soft-shelled  (argasid)  ticks,  can  survive 
prolonged  starvation.  They  feed  at 
night  for  less  than  1 hour,  so  people 
often  do  not  realize  they  have  been 
bitten  (16).  Adults  feed  repeatedly 
and  females  may  lay  several  hundred 
eggs  after  each  blood  meal  (17).  O 
hermsi  and  O turicata  are  primary 
reservoirs  because  they  pass  spiro- 
chetes transovarially,  although  a vari- 
ety of  animal  species  (including 
rodents,  rabbits,  raccoons,  opossums, 
foxes,  armadillos,  dogs,  cats,  pigs,  and 
monkeys)  can  be  infected  also 

(14,18,19). 

The  discoveries  of  TBRF  in  the 
United  States  generated  interest  in  the 
relationships  between  spirochetes  and 
their  hosts  (20).  Researchers  deter- 
mined that,  in  the  United  States,  each 
species  of  Ornithodoros  can  carry  a 
strain  of  Borrelia  that  is  specific  to  that 
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tick  (20,6,18).  O turicata,  which  exists 
predominantly  in  the  southwestern 
United  States  (although  the  presence  of 
this  species  in  Florida  has  been 
reported),  Mexico,  and  South  America 
(21—23),  is  found  in  caves  frequented 
by  sheep  and  goats  or  containing 
rodent  and  snake  burrows  (16).  O 
bermsi,  found  in  mountainous  regions 
of  the  western  United  States  and 
Canada,  inhabits  the  crevices  of  old 
tree  stumps  and  rodent-infested  cabins. 

CLINICAL  MANIFESTATIONS  AND 
LABORATORY  DIAGNOSIS 

O turicata  and  O bermsi  transmit 
spirochetes  via  their  saliva;  feedings  of 
less  than  1 minute  have  resulted  in 
infection  (24,8).  An  average  incuba- 
tion period  of  5 to  9 days  is  followed 
by  sudden  onset  of  fever,  chills, 
headache,  muscle  and  joint  pain, 
extreme  muscle  weakness,  mental 
lethargy,  nausea,  vomiting,  cough, 
and  photophobia  and/or  delirium 
lasting  3 to  4 days  (16,25).  Other 
symptoms  may  include  hepatomegaly, 
rash,  splenomegaly,  meningitis,  respi- 
ratory manifestations,  and  iritis  or  iri- 
docyclitis that  can  result  in  permanent 
visual  impairment.  Severe  central  ner- 
vous system  involvement  (cranial  neu- 
ropathies, seizures,  and  coma)  occurs 
in  10%  to  25%  of  patients.  In  preg- 
nant women,  TBRF  usually  results  in 
abortion.  Although  the  illness  can  be 
serious,  in  many  patients  it  is  self-lim- 
iting and  cases  often  go  unrecognized. 

A patient  may  have  several  febrile 
episodes  (relapses)  caused  by  antigenic 
variation  in  spirochetal  outer  surface 
proteins,  which  allows  these  organ- 
isms to  escape  the  infected  host’s 
immune  response  (26,27).  The  TBRF 
spirochetes  usually  vanish  from  circu- 


lating blood  between  relapses;  reser- 
voir sites  for  organisms  during  these 
periods  include  brain,  liver,  kidney, 
and  spleen.  Relapses  are  usually  less 
severe  and  of  shorter  duration  than 
the  original  febrile  attack. 

Laboratory  diagnosis  of  TBRF  may 
be  made  by  either  of  two  ways.  The  first 
is  by  detecting  spirochetes  in  peripheral 
blood  specimens  either  by  dark-field 
examination  or  by  staining  thick  or 
thin  smears  (early  on,  many  laborato- 
ries diagnosed  cases  of  TBRF  using 
smears  that  had  been  submitted  for 
detection  of  malaria).  The  second  way 
is  by  inoculating  laboratory  mice  with 
blood  collected  during  a febrile  episode. 
Organisms  are  rarely  detected  in  smears 
from  afebrile  patients  but  will  be  found 
in  approximately  70%  of  specimens 
collected  during  febrile  periods. 

Since  species  within  the  genus 
Borrelia  are  closely  related,  patients 
with  TBRF  will  have  false  positive 
indirect  immunofluorescent  antibody 
(IFA)  and  enzyme  immunoassay 
(EIA)  tests  for  other  tick-borne  spiro- 
chetoses, such  as  Lyme  disease. 
Antibody  titers,  however,  will  be 
higher  when  cultured  B turicatae  or  B 
bermsii  is  used  as  the  test  antigen 
(28,29,  and  unpublished  data,  Texas 
Department  of  Health).  Because  cases 
of  TBRF  have  been  recognized  in 
locations  where  Lyme  disease  is  also 
reported,  an  IFA  test  using  B turicatae 
is  available  at  the  Texas  Department  of 
Health  Laboratory. 

EPIDEMIOLOGY  AND  CLINICAL 
EXAMPLES 

Tick-borne  relapsing  fever  is  endemic 
in  the  western  United  States. 
Outbreaks  are  sporadic,  however,  and 
usually  involve  only  a few  people.  A 
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notable  exception  is  an  outbreak  that 
occurred  in  1973  at  the  Grand 
Canyon  involving  62  persons  infected 
with  B bermsii  (22).  Five  years  earlier, 
an  outbreak  of  B bermsii  relapsing 
fever  occurred  in  1 1 of  42  boy  scouts 
camping  near  Spokane,  Wash  (30). 

In  Texas,  the  disease  was  relatively 
common  in  the  1930s  and  40s.  At 
least  436  cases  were  reported  from 
1930  through  1941  (31,32).  From 
June  1942  through  May  1949,  an 
additional  1 00  cases,  primarily  occur- 
ring in  the  central  part  of  the  state, 
were  confirmed  at  the  Texas 
Department  of  Health  laboratory 
(33).  In  more  recent  years,  fewer  cases 
have  been  reported:  21  cases  between 
1973  and  1986.  Thirteen  cases  of 
TBRF,  associated  with  at  least  five 
caves  in  disparate  geographic  loca- 
tions, were  confirmed  between 
November  1990  and  July  1994. 

The  first  of  the  recent  clusters  of 
cases  occurred  in  November  1990  and 
involved  5 of  1 1 persons  who  had 
been  searching  for  Indian  artifacts  in 
and  around  a cave  located  on  a 
Crockett  County  (southwestern 
Texas)  sheep  ranch.  The  infected  per- 
sons spent  nearly  5 hours  in  the  cave 
and  sustained  an  average  of  14  tick 
bites.  In  contrast,  the  other  6 were  in 
the  cave  less  than  1 hour  and  averaged 
7 bites.  Because  2 of  the  5 developed 
Bell’s  palsy  and  tested  positive  for 
Lyme  disease,  these  patients  were 
given  initial  diagnoses  of  Lyme  borre- 
liosis.  Symptoms  common  to  all  of 
the  patients  included  fever,  headache, 
myalgias,  and  arthralgias.  Four  of  the 
5 had  a rash.  Four  experienced  one 
relapse,  and  1 had  two  relapses; 
afebrile  periods  lasted  3 to  7 days. 
One  person  was  hospitalized.  These 
patients  were  treated  with  doxycy- 
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cline,  penicillin,  and,  in  one  case, 
intravenous  ceftriaxone  sodium. 

In  January  1992,  three  United 
States  Customs  agents  contracted 
TBRF  after  receiving  between  10  and 
100  tick  bites  while  inspecting  a man- 
made cave  dug  into  the  bank  ol  the 
Rio  Grande  River  in  Starr  County 
(southern  Texas).  Following  relatively 
short  incubation  periods  of  3 days 
(the  incubation  periods  in  the 
Crockett  County  outbreak  ranged 
from  4 to  14  days),  each  agent  devel- 
oped fever,  chills,  headache,  arthral- 
gias, and  nausea.  One  agent  reported 
paresthesias  of  the  extremities.  None 
had  a rash.  All  three  were  hospitalized 
and  responded  well  to  tetracycline. 

A homeless  man  developed  symp- 
toms of  TBRF  in  December  1992, 
about  2 weeks  after  he  began  using  a 
Travis  County  (central  Texas)  cave  for 
shelter.  He  also  experienced  fever, 
chills,  headaches,  arthralgias,  and 
myalgias,  and  suffered  at  least  two 
relapses.  He  described  vivid  dreams 
and  hallucinations.  This  patient  was 
seen  at  three  different  hospitals  before 
being  correctly  diagnosed  and  treated. 
Seven  months  later,  in  July  1993, 
another  Travis  County  resident  expe- 
rienced fever,  chills,  sweats,  headache, 
rash,  muscle  pain,  nausea,  and 
malaise,  as  well  as  vivid  dreams  and 
hallucinations.  He  suffered  three 
relapses  that  lasted  2 to  4 days.  He  was 
hospitalized  twice  and  ultimately 
responded  well  to  doxycycline. 
Unfortunately,  investigators  were 
unable  to  determine  where  he  had 
been  exposed. 

On  February  25,  1994,  one  of 
three  people  who  had  been  studying 
rattlesnakes  in  a Bell  County  (central 
Texas)  cave  developed  fever,  headache, 
chills,  night  sweats,  leg  and  back  pain, 
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nausea,  and  severe  latigue.  The  patient 
had  visited  the  cave  on  February  4th 
and  18th.  During  March,  he  experi- 
enced four  relapses.  A petechial  rash 
appeared  on  his  legs  with  the  final 
febrile  episode.  In  early  April,  the 
patient  was  given  a prescription  for 
doxycycline  but  was  asked  to  delay 
taking  the  antibiotic  until  his  next 
relapse,  which  never  occurred.  Thus, 
his  illness  resolved  without  antibiotic 
therapy.  The  12th  and  13th  cases, 
which  occurred  in  June  1994,  were 
described  earlier. 

Laboratory  confirmation  was 
obtained  using  various  techniques. 
Spirochetes  were  detected  retrospec- 
tively in  blood  smears  from  2 ol  the 
13  patients.  Sera  were  available  for  12 
patients  and,  by  I FA,  each  had  anti- 
body titers  to  B turicatae.  Further,  O 
turicata  were  collected  at  four  of  the 
five  known  exposure  sites.  Laboratory 
mice  inoculated  with  tick  tissues 
developed  spirochetemias,  and  isolates 
ol  B turicatae  were  obtained  when  tick 
tissues  and/or  inlected  mouse  blood 
was  placed  in  BSK  medium  (34, 
unpublished  data,  Texas  Department 
ol  Health). 

As  mentioned,  dogs  can  be 
inlected  with  TBRF  spirochetes  (14). 
Two  dogs  that  visited  the  cave  in 
Crockett  County  became  ill  and  were 
treated  by  a local  veterinarian.  Both 
had  high  antibody  titers  to  B turicatae. 
In  June  1990,  a litter  of  eight  puppies 
housed  in  a dirt-floored  outbuilding 
in  Taylor  County  (northwest  central 
Texas)  were  infected  with  B turicatae. 
Four  of  the  puppies  had  positive  sero- 
logic test  results.  One  of  the  puppies 
was  euthanatized  and  spirochetes  were 
detected  in  its  peripheral  blood  and  in 
liver  tissue.  O turicata  were  collected 
from  nearby  woodrat  nests.  The 
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mother  dog  was  apparently  unaffected 
although  she  had  a positive  antibody 
titer.  Young  animals  appear  to  be  gen- 
erally more  susceptible  to  inlection  by 
these  spirochetes  (17). 

Although  relatively  lew  human 
cases  have  been  reported  in  the  United 
States,  foci  of  TBRF  continue  to 
appear  throughout  the  western  United 
States.  With  the  emergence  of  Lyme 
disease,  caused  by  a closely  related 
spirochete,  interest  in  TBRF  and  its 
causative  agents  has  been  renewed. 
Moreover,  because  patients  with  TBRF 
have  reactive  tests  for  Lyme  disease, 
more  cases  will  be  detected  in  the  labo- 
ratory. Thus,  with  the  coming  years, 
reports  ol  this  disease  should  increase 
in  Texas  and  the  rest  of  North  America. 
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If  the  U.S.  Senate  Can  Deliver 
Health  Care  Liability  Reform. 

Maureen  O'Regan  Can  Deliver  Babies  Anywhere. 


Meet  Dr.  Maureen  O’Regan. 

She’s  an  obstetrician  in 
northern  Virginia,  within  sight  of 
the  nation's  Capitol. 

She  delivers  babies  in  Virginia 
where  there’s  a limit  on  health 
care  liability  awards. 

Just  across  the  Potomac  River, 
in  Washington,  D.C.,  there  is  no 
limit,  and  malpractice  insurance 
costs  at  least  $68,000  - more 
than  twice  the  cost  in  Virginia. 

Dr.  O’Regan  would  like  to 
deliver  babies  in  Washington,  but 
the  cost  is  too  high  and  the  risk  is 
too  great. 


She's  not  alone.  One  out  of 
eight  obstetrician/  gynecologists 
nationally  no  longer  delivers 
babies.  Other  doctors  all  across 
the  country  struggle  with  the 
same  dilemma. 

Without  liability  caps,  huge 
amounts  of  money  are  spent  on 
defensive  medicine.  Physicians 
must  order  more  procedures  and 
tests  than  the  patient  really 
needs.  The  trust  between  patient 
and  physician  is  threatened. 

Congress  can  fix  this.  The 
U.S.  House  of  Representatives 
has  already  passed  a bill  that 


would  set  a $250,000  cap  on 
noneconomic  damages.  Now  it’s 
up  to  the  U.S.  Senate. 

Contact  your  U.S.  Senators 
now.  Tell  them  to  vote  for  Health 
Care  Liability  Reform. 

And  let  Dr.  O’Regan  deliver 
babies  wherever  she’s  needed. 

Write  both  U.S.  Senators  c/o  U.S. 
Senate,  Washington,  D.C.  20510.  Or 
call  their  offices  at  (202)  224-3121 . 
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We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives,  muscle-relax- 
ants,  cafe-ergot,  methylsergide  nor  B Blockers 

1/45  N.  Frwy.  7324  SW  Frwy  @ Fondren 

150  W.  Parker  Rd.  Arena  Tower  II  #755 

Houston,  TX  77076  Houston,  TX  77074 

713  694-8188 
FAX  713  650-1941 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 

EDWARD  A.TALMAGE,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 
Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 
Spinal  Cord  Stimulation!  Implants 
Intra-Thecal  Opiate  Delivery  Systems 
Thermography 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77 082; 
(713)  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 
XOCHITL  B.  SANCHEZ,  MD 

Diplomate  American  Academy  of  Pain  Management 
Pain  Management  - Anesthesiology  - Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Intraspinal  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 

Dallas,  Texas  75230  Answered  24  hours 


Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  —Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  Bl  16,  Dallas,  Texas  75230; 

214  661-7010 

Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS 

George  F.  Cravens,  MD,  PA 
Thomas  R.  Donner,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  817  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 
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Ophthalmology 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 


2201  North  Stanton.  El  Paso.  Texas  79902;  915  545-2333 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B1 16 
Dallas,  Texas  75230;  2 1 4 66 1 -70 1 0 


Orthopedic  Oncology 


RICHARD  G.  BUCH,  MD,  FAAOS,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Fellowship  Trained  Orthopedic  Oncology 
Limb  Salvage  Surgery 

Musculoskeletal  Tumors,  Chronic  Infections,  Complex  Joint  Reconstructions 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Suite  600,  Dallas.  TX  75235,  214-350-7500 


Samuel  M.  Bierner,  MD 
Charles  E.  Cook,  MD 
Kenneth  Driggs,  MD 
Kevin  Gill,  MD 
Phillip  M.  Graehl,  MD 
Joseph  G.  Jacko,  MD 
L.T.  Johnson,  MD,  FACS 
Richard  E.  Jones,  MD 


Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Charles  E.  Neagle  III,  MD 
James  L.  Ough,  MD 
Scott  O.  Paschal,  MD 
R.  Craig  Saunders,  MD 
Marvin  E.  Van  Hal,  MD 


2001  N.  MacArthur  Boulevard,  #540,  Irving,  TX  75061,  214-254-8000 
Robert  E.  Bayless,  MD  Mark  S.  Greenberg,  MD 

Charles  E.  Cook,  MD  Marvin  E.  Van  Hal,  MD 

Bruce  M.  Faust,  MD  George  G.  Susat,  MD 

4333  N.  Josey,  Plaza  I-Suitc  102,  Carrollton,  TX  75010.  214-492-1334 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl.  MD 

9 Medical  Parkway,  Plaza  IV-Suite  308,  Farmers  Branch,  TX  75234,  214-241-5446 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M,  Graehl,  MD 

3500  130,  Bldg  C #101,  Mesquite,  TX  75 150,  214-682-1307 

Charles  Mitchell,  MD  L.  T.  Johnson,  MD 

1010  N Belt  Line  Road,  Suite  101 , Mesquite,  TX  75149,  214-288-4429 
Cary  Tanamachi,  MD  Terry  M.  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76201 , 817-545-2596 
R.  Craig  Saunders,  MD 


FORTWORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


San  Antonio,  Texas  78205;  Telephone  210  226-2424 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  &C  Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 
102  Rosa  Verde  Tower,  343  W.  Houston  Street 


5939  Harry  Hines,  Suite  530 
St.  Paul  Professional  Bldg.  11 
Dallas,  Texas  75235 
214  879-6299 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
A Professional  Association 

2909  Lemmon  Ave„  Dallas.  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80 per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for  six 
months  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Denise  Kotson, 
TEXAS  MEDICINE,  401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the  month 
preceding  publication  month. 
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Opportunities  Available 

Emergency  Medicine 


EMERGENCY 

MEDICINE 

OPPORTUNITIES 


PAMPA,  TEXAS 

Enjoy  the  peaceful  lifestyle  of  West 
Texas  while  practicing  Emergency 
Medicine  at  this  1 15-bed  facility  just 
north  of  Amarillo.  The  ED  volume  is 
around  8,000  annually  and  outstanding 
remuneration  is  offered. 


DALLAS/FORT  WORTH  AREA 
Opportunities  in  suburban  and  rural 
communities  near  DFW.  Practice  in 
beautiful  East  Texas,  quiet  West  Texas, 
or  exciting  North  Central  Texas.  Vol- 
umes range  from  7.000  to  20,000  annu- 
ally and  remuneration  is  competitively 
set. 

Flexible  scheduling 
No  on-call 

Malpractice  insurance 
procurement  assistance 

For  details,  call  Cheryl  Armstrong  at 
1-800-745-5402  or  FAX:  214-484- 
4395 


Coastal  Physician  Services 
of  the  West,  Inc. 

3010  LBJ  Freeway,  Suite  1300 
Dallas,  TX  75234 


Texas: The  Woodlands.  Located  27  miles  north  of  Hous- 
ton on  25,000  acres  of  forest-land.  90  bed  facility  offering 
state-of-the-art  medical  equipment.  The  recent  Memorial 
affiliation  has  hospital  pin-pointed  for  growth.  14,000 
annual  visits,  outstanding  physician  back-up.  Excellent 
remuneration  (approx.  140k- 150k)  plus  professional  liabil- 
ity insurance  can  be  procured  for  you.  For  details,  call  or 
send  CV  to  Pat  Weidman,  Coastal  Emergency  Services,  PA, 
3010  LBJ  Freeway,  Suite  1300,  Dallas,  TX  75234-2709. 
PHONE:  1-800-745-5402. 


EXPERIENCE 

STERLING  ADVANTAGE 


STERLING 

HEALTHCARE  GROUP 


Highly 

competitive 

compensation 

packages 


Paid  Malpractice 
with  extended  coverage 

Discounted  Disability 

Continuing  Medical 
Education 

No  Restrictive  Covenants 


CALL 

800-874- 

Pat  Smith 


DEL  RIO  1 
FREDRICKSBURC  2 
NEW  BRAUNFELS  3 
SAN  ANTONIO  4 
LEWISVILLE  5 
DALLAS 
FT.  WORTH  6 
TERRELL  7 
CLEVELAND  8 
HOUSTON  9 
PASADENA  lO 
ANCLETON  11 
LAKE  JACKSON  12 
PORT  LAVACA  13 
ARANSAS  PASS  14 
WESLACO  15 
CHANNELVIEW  16 
ARLINCTON  17 
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Classified  Directory 


Emergency  Medicine 


TEXAS:  Well  established  regional  group 
has  opportunities  available  in  EDs  rang- 
ing from  12,000  to  50,000  visits  annually. 
Earn  the  industry’s  maximum  compensa- 
tion as  an  independent  contractor  with- 
out the  day-to-day  hassles  of  managing 
your  own  practice. 

Send  CV  to  Emergency  Medicine 
Consultants,  PA,  1525  Merrimac  Circle, 
Suite  107,  Fort  Worth,  TX  76107;  or  call 
(817)  336-8600. 


Houston,  Texas;  hoard  eligible/Board  Certified 
emergency  medicine  or  family  practice  physician 
needed  for  hospital  in  Southwest  Houston.  This  is  a 
Level  II  full  service  hospital  with  an  excellent  med- 
ical and  nursing  staff.  Fee  for  service  remuneration. 
Send  CV  to:  HR  Physician,  920  Frostwood,  #740, 
Houston,  TX  77024-2416  or  fax  to:  (713)  464-1 1.3. 


TALK  TO  TEXAS 
with 

Texas  Medicine 

Classifieds 


Fax  or  phone  i n your  ad  to 
Texas  Medicine  with  your 
Visa  or  Mastercard  number 


For  more  classified 
advertising  information  call 
the  Texas  Medical  Association 
Advertising  Department  at 
(512)  370-1382 
FAX  (512)  370-1632. 
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KILLEEN:  Discover  outstanding  emer- 
gency department  opportunities  for  the 
BC/BP  primary  care  physician  with  ED 
experience.  Excellent  nurses  and  staff 
back-up.  Renovated  facilities.  Combine 
quality  of  life  - schools,  recreation  and 
time  for  family.  Competitive  remunera- 
tion starts  at  150K.  Incentive  plans  to  be 
discussed.  Call  Sally  S.  Williams. 

VICTORIA:  Emergency  Department 
opportunity.  Progressive  hospital  with 
high  standard  of  care.  Very  responsive 
medical  staff.  303  bed  facility,  approxi- 
mately 14,000  annual  patient  visits. 
Victoria  is  located  in  sunny  south  Texas 
close  to  the  Gulf  Coast.  A fishing  and 
hunting  paradise.  Excellent  remunera- 
tion. Professional  liability  insurance  can 
be  procured  for  you.  Call  Pat  Weidman. 

PALESTINE:  New  hospital  in  lovely  east 
Texas  communicty  has  opening  for  prima- 
ry care  physician  in  emergency  depart- 
ment. Excellent  nurses  and  staff  back-up. 
State-of-art  facilities.  Enjoy  woods,  lakes, 
and  an  excellent  school  system. 
Competitive  remuneration.  Malpractice 
insurance  procurement  program.  Call 
Sally  S.  Williams. 

TEXAS:  THE  WOODLANDS:  Located  27 
miles  north  of  Houston  on  25,000  acres  of 
forest-land.  96  bed  facility  offering  state 
of  the  art  medical  equipment.  The  recent 
memorial  affiliation  has  hospital  pin- 
pointed for  growth.  14,000  annual 
Emergency  Department  visists,  out- 
standing physician  back-up.  Excellent 
remuneration  (approx.  140K-150K)  plus 
professional  liability  insurance  can  be 
procured  for  you.  Call  Pat  Weidman. 

CONROE,  TEXAS:  Excellent  opportunity 
to  practice  emergency  medicine  in  a pro- 
gressive 169  bed  community  hospital.  The 
Emergency  Department  is  strongly  sup- 
ported by  hospital  administration  and 
medical  staff.  27,000  annual  ED  visits. 
Located  30  minutes  north  of  Houston  in 
Montgomery  County,  with  one  of  Texas’ 
best  school  systems.  This  family  oriented 
community  offers  the  sparkling  waters  of 
Lake  Conroe  and  the  lush  piney  woods  of 
East  Texas.  Excellent  remuneration 
(approx  170K-180K),  professional  liability 
procurement  package.  Call  Pat  Weidman. 

Pat  Weidman  or  Sally  S.  Williams 
Coastal  Physician  Services 
of  the  West,  Inc. 

Dallas,  TX  75234-2709 
1-800-745-5402 
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Endocrinology 

TEXAS  - 100%  ENDOCRINOLOGY!  Areas  premier 
hospital  seeks  BC/BE  endocrinologist  to  develop 
endocrinology  service.  Strong  administrative  support,  two- 
year  guarantee,  comprehensive  benefits.  Relaxed  lifestyle, 
university,  abundant  cultural/recreational  options!  Call  or 
send  CV  to  Jane  Vogt,  800-765-3055,  222  S.  Central,  Suite 
700,  St.  Louis,  MO  63105,  Fax  314-726-3009. 

Family/General  Practice 

MEDICAL  PHYSICIAN  position  available  full  and  part 
time.  No  evenings  or  weekends.  Top  salary  and  benefits. 
Salary  range  for  full  time  position:  $6,500-$10,000  per 
month  relative  to  experience  and  qualifications.  Part  time 
position  $60-$85  per  hour.  Position  entails  Physical  Exami- 
nation clearance  for  rehab  and  some  occupational  medicine. 
Fax  resume  to  Marsha  Shipp,  (512)  306-0813  or  send  to 
2525  Wallingwood  Road,  #1-B;  Austin,  TX  78746. 


PRIMARY  CARE  PHYSICIANS 
FAMILY  PRACTICE/INTERNAL  MEDICINE 
LOOKING  FOR  SOMETHINC  NEW? 

Then  consider  us. ..Correctional  Medicine. 
The  University  of  TX.  Medical  Branch/TX. 
Dept,  of  Criminal  Justice  has  positions 
available  throughout  Texas. 

We  offer: 

• salaried  HhF  positions;  no  overhead 

• Excellent  health  benefits 

• Retirement;  8.5%  matched  by  state 

• Loan  repayment,  holidays,  sick  leave 

Contact:  Elizabeth  S.  Wesoiich,  R.N. 
1-800-776-5776 


Family  Practice  physicians  needed. 

Up  to  $120,000  guaranteed, 
excellent  benefits,  signing  bonus- 
es at  some  sites.  Opportunities 
throughout  Texas  and  nationally. 

Call  (800)  880-2038  for  details 


Family  Practice 

IF  YOU  WANT  TEXAS  .new,  attractive  FP 
group  openings  in  Denton,  San  Antonio, 
Corpus  Christi;  major  hospital  affiliations; 
attractive  income  guarantees;  reply  confi- 
dentially to  Phil  Kelbe,  Fox  Hill  Associates, 
(800)  338-7107;  Fax:  (414)  785-0895. 


Classified  Directory 


Family/General  Practice 


FAMILY/GENERAL  PRACTICE 

Student  Health  Center 
Texas  Tech  University 
Health  Sciences  Center 
Lubbock,  Texas 

Physician  to  provide  primary  medical 
care  to  students.  Onsite  laboratory,  x- 
ray,  and  pharmacy  facilities. 
Nutritional,  orthopaedics,  dermatology, 
gynecology,  health  education  and  pro- 
motion services  also  available.  40  hour 
work  week  with  no  call  or  weekends. 
Salary  is  $75,000  - $80,00  plus  benefits, 
based  on  years  of  experience.  BC/BE 
preferred  but  not  essential. 

Contact:  Dee  Jackson 
Associate  Director 
3601  4th  Street,  Thompson  Hall 
Lubbock,  TX  79430 
(806)  743-2860 
FAX  (806)  743-1071 

EEO/AA  EMPLOYER 


CORPUS  CHRISTI,  TEXAS 

FAMILY  PRACTICE  - BC/BE 

New  medical  group  is  seeking  physician  with 
interest  in  urgent  care,  hospital  and  office 
work.  Exciting  opportunity  with  new  facility. 
Excellent  facilities,  salary  and  benefits. 

Send  C.V.  to:  Ron  Knight,  Marketing  Director 
5262  S.  Staples,  Suite  225 
Corpus  Christi,  TX  78411 
or  FAX  to:  (512)  993-2211 


Chief  of  Staff  needed  to  supervise  the  med- 
ical operation  of  a university  health  center  in 
conjunction  with  the  practiceof  medicine. 
Requirements:  graduation  from  an  accredited 
medical  school,  Texas  license,  board  certifica- 
tion in  family  practice  or  internal  medicine  and 
five  or  more  years  experience  in  a primary  care 
practice.  Administrative  experience  preferred. 
Excellent  benefits. 

Contact:  The  University  of  North  Texas,  Student 
Health  Center,  P.O.  Box  5158,  Denton,  TX 
76203,  817-565-2786.  Equal 
Opportunity/Affirmative  Action  Employer. 


STAFF  PHYSICIAN  - PRIMARY  CARE 
THE  UNIVERSITY  OF  TEXAS  AT  AUSTIN 
STUDENT  HEALTH  CENTER 

The  Student  Health  Center,  a JCAHO- 
aceredited  ambulatory  care  facility,  is 
currently  seeking  a physician  with  the 
following  required  qualifications:  doc- 
toral degree  in  medicine;  current 
license  to  practice  medicine  in  the 
state  of  Texas;  residency  training  with 
board  eligibility  or  board  certification 
in  family  practice,  pediatrics  (adoles- 
cent medicine),  or  internal  medicine; 
and  experience  in  direct  patient  care. 
Since  the  person  in  this  position 
serves  as  primary  resource  physician 
for  nurse  practitioners  working  in 
women’s  health,  experience  in  office 
gynecology  is  preferred.  Work  hours 
are  between  8 a.m  and  6 p.m.,  and 
include  some  nights  and  weekends. 
Excellent  fringe  benefits.  The  Student 
Health  Center  has  15  staff  physicians 
and  lab,  x-ray,  and  pharmacy  facilities. 
Interested  individuals  may  call  (512) 
471-4231  for  more  information.  To 
apply,  send  a letter  of  interest  and 
resume  to: 

Ray  M.  Johnson,  M.D. 
Associate  Director  for  Clinical  Services 
The  University  of  Texas  at  Austin 
Student  Healt  h Center 
RO.  Box  7339,  University  Station 
Austin,  TX  78713-7339 

The  University  of  Texas  at  Austin  is  an 
Equal  Opportunity/Affirmative  Action  Employer 


AUSTIN,  TEXAS 

Physician  needed  two  days  weekly 
exclusively  treating  obese  patients  in 
consultation  with  Psychologist 
in  private  medical  practice. 

Direct  inquiries  to:  Administrator 
Bariatric  Medicine  Clinic  of  Austin 
P.O.  Box  49193 
Austin,  Texas  78765 
Houston:  (713)  974-5357 


RESIDENCY  PROGRAM 
DIRECTOR 


A new  community-based  Family  Practice 
Residency  Program  affiliated  with  the 
Texas  A&M  University  Health  Science 
Center  College  of  Medicine  seeks  its 
founding  program  director  for  an  exciting 
leadership  opportunity.  We  plan  18  resi- 
dents with  the  first  class  of  six  starting  in 
July  1997.  The  residency  enjoys  wide  sup- 
port from  local  physicians,  the  medical 
society,  county  health  department,  both 
community  hospitals,  a large  HMO  clinic 
and  the  University.  The  Texas  A&M 
I 'niversity  Health  Science  Center  College 
of  Medicine  is  nationally  recognized  for 
the  high  percentage  of  graduates  entering 
primary  care  and  its  diverse  academic 
and  educational  resources. 

Bryan/College  Station  is  a rapidly  grow- 
ing university  community  of  150,000 
located  in  east-central  Texas.  Excellent 
schools,  recreational  resources,  and  easy 
access  to  Austin  and  Houston  make  t his 
an  ideal  environment  for  family  life. 

Candidates  must  be  board  certified  in 
Family  Practice,  eligible  for  licensure  in 
the  State  of  Texas,  and  possess  superior 
communication  and  administrative  skills. 
Previous  experience  as  a residency  direc- 
tor or  assistant  director  and  obstetrical 
practice  preferred.  This  position  will 
allow  significant  personal  influence  in 
program  development.  We  offer  an  excel- 
lent salary  and  benefit  package  with 
appointment  in  the  College  of  Medicine. 

Please  send  CV  to  Chair,  Search 
Committee,  Office  of  the  Dean,  Room 
147,  Reynolds  Medical  Building,  Texas 
A&M  University  Health  Science  Center 
College  of  Medicine,  College  Station, 
Texas  77843-1114,  (409)  845-3431;  E-mail: 
khester@tamu.edu,  AA/EEO. 


FAMILY  PRACTICE  PHYSICIAN  NEEDED  full- 
time to  share  prime  office  space  in  North 
Dallas.  B/E,  B/C  preferred:  HM0/PP0  affilia- 
tion a plus.  Reasonable  Rent;  Excellent  Staff; 
X-Ray/Lab/  and  Call  Coverage.  No  O.B.  Call: 
Gabriel  Fried,  MD  at  (214)  387-0155  or  mail 
C.V.  to:  Family  Medical  Center,  15111 
Preston  Road,  Ste  103,  Dallas,  TX  75248. 
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Family/General  Practice 


Pra dice  Opportuni ties 

ialists 


Academic  Positions  (in 
Family  Practice  and 
Internal  Medicine) 
Correctional  Medicine 
Dermatology 
Family  Practice 


Physician 
Resource 
Network 


Hematology/Oncology 
Internal  Medicine 
Pediatrics 
Physiatry  (PM  & R) 
Psychiatry 

Pulmonary  Medicine 


Endorsed  by  the  TEXAS  MEDICAL  ASSOCIATION 

(817)  431-9679  • (800)  525-6055  • Fax  (817)  431-2317 
1342  Johnson  Road  • Keller,  Texas  76248-4205 


PHYSICIAN  SEARCH  AND  PLACEMENT 
E 

PHYSICIAN  MANPOWER  1 [S 


TEXAS  AND  SOUTHERN  USA: 

Immediate  and  projected  openinss  for 
BC\BE  primary  care  physicians,  offerins 
practice  settinss  to  meet  your  career 
objectives.  Other  needs  include:  Medical 
Oncology,  Occupational  Medicine, 
OB/GYN,  and  Dermatology.  Excellent 
compensation  packages  with  incentives, 
marketing  support,  and  more. 

Professional  Healthcare  Insource 
6900  Fannin,  Ste  240 
Houston,  TX  77030 
800-289-5902;  fax  (713)  790-9333 
A provider  of  recruitment  and  relocation  assistance 


ASSISTANT/ASSOCIATE  PROFESSOR 

The  Department  of  Family  Medicine, 
Texas  Tech  University  Health  Sciences 
Center,  Lubbock,  Texas,  is  seeking  a 
family  physician  faculty  member. 
Position  will  involve  predoctoral  and 
resident  teaching,  patient  care,  and 
research.  A.B.F.P.  required.  OB  skills 
preferred.  Academic/teaching  experience 
or  fellowship  completion  highly  desir- 
able. Very  competitive  salary  and  fringe 
benefit  package.  Send  C.V.  to:  Richard  V. 
Homan,  MD,  Chairman,  Department  of 
Family  Medicine,  TTUHSC,  Lubbock, 
TX  79430.  An  EEO/AA  employer  and  in 
compliance  with  ADA. 


INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an  affili- 
ate of  The  University  of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas.  Must  be  board  certified  or  have  met  the  edu- 
cational requirements  to  be  certified  by  the  American  Board 
of  Family  Practice.  Obstetrical  training  (or  experience) 
desired.  Duties  may  include  teaching,  direct  patient  care, 
and  research.  Send  C.V.,  cover  letter,  and  3 letters  of  refer- 
ence to  D.  Clifford  Burross,  MD,  Wichita  Falls  Family 
Practice  Residency  Program,  1301  Third  St.,  Wichita  Falls, 
TX  76301.  An  Equal  Opportunity  Employer. 

Physician  Opportunity  is  available  in  Dallas/Fort  Worth. 
Low  stress,  office  based  practice.  No  nights,  no  emergen- 
cies, and  no  hospital  work.  Paid  malpractice.  M-F.  Lucra- 
tive salary  and  benefits.  Call  Lisa  Cole  at  1-800-254-6425, 
or  fax  CV  to  214-256-1 181. 
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Family/General  Practice 

Physician  with  Texas  license  needed  to  work  in  a primary 
care  medical  clinic  on  the  campus  of  the  University  oF 
North  Texas.  Experience  required  in  a primary  care  prac- 
tice. No  call  duty.  Excellent  benefits.  Salary  is  determined 
by  experience  and/or  certification  in  a primary  care  spe- 
cialty. Contact:  University  of  North  Texas  Student  Health 
Center,  P.O.  Box  5158,  Denton,  TX  76203,  817-565- 
2786.  Equal  Opportunity/Affirmative  Action  Employer. 


AUSTIN,  TEXAS 

Family  Practice  Physicians-The  City 
of  Austin,  Texas/Travis  County  Health 
and  Human  Services  Department  has 
excellent  opportunities  for  Family 
Practice  Physicians. 

Austin  has  been  on  the  10  most  desirable 
cities  list  to  live  in  for  many  years  and 
always  receives  high  marks  in  the  quality 
of  life  issues-especially  environment, 
arts/entertainment  and  recreation.  We  are 
seeking  physicians  who  are  dedicated  to 
providing  community  health.  Will  be 
providing  care  in  Women's  Health, 
Pediatric,  and  Adult  in  one  of  our  com- 
munity based  clinics. 

Excellent  salary  and  benefits,  including 
paid  malpractice  insurance,  memberships 
and  CME  allowance. 

Contact:  Philip  Brown,  Recruiter 
2100  E.  St.  Elmo 
Austin,  TX  78744 
512-707-3288 
512-707-5403  FAX 
1-800-299-0265 
EOE/M/F/D 


HOUSTON,  TEXAS  - Family  Practice.  Outpatient  only. 
Comfortable  workload.  Excellent  location.  Contact:  Dave 
Duncan,  1-800-678-7858,  222  S.  Central,  Suite  400,  St. 
Louis,  MO  63105.  FAX:  314-726-0026. 

Plano,  Texas  - a great  place  to  live!  Part-time/full-time 
physician  needed  for  growing  minor  emergency  center. 
$40-50/hr.  Call  Dr.  Rakkar,  (214)  596-1003. 


Internal  Medicine 


SAN  ANTONIO,  TEXAS  - Outstanding 
opportunity  for  BC/BE  general  surgeon  and/or 
internist  in  beautiful  San  Antonio.  Presently 
adding  to  staff  of  multispecialty  clinic  with  satel- 
lite office.  Adjacent  to  major  hospital  center. 
Fee-for-service  and  several  managed  care  plans. 
Contact:  Leroy  Kitch,  Skinner  Clinic,  124  Dallas 
S„  San  Antonio,  TX  78205.  PH:  210-224-1771. 


HOUSTON,  TEXAS  - Internal  Medicine/Primary  Care. 
Outpatient  only.  Comfortable  workload.  Excellent  location. 
Contact:  Dave  Duncan,  1-800-678-7858,  222  S.  Central, 
Suite  400,  St.  Louis,  MO  63 1 05.  FAX:  3 1 4-726-0026. 


Internal  Medicine  physicians  needed. 

Up  to  $140,000  guaranteed, 
excellent  benefits,  signing  bonuses 
at  some  sites.  Opportunities 
throughout  Texas  and  nationally. 

Call  (800)  880-2028  for  details.. 


AUSTIN,  TEXAS  - Excellent  opportunity  for 
BC/BE  INTERNIST  to  join  well  established 
10-physician  group  practice.  Offers  partner- 
ship/ownership with  decision  making 
responsibilities.  Guaranteed  first  year  salary, 
401K,  Keogh,  health  and  dental  insurance, 
paid  vacation  and  CME  time  plus  other  excel- 
lent benefits.  Not  only  will  you  have  the 
opportunity  to  join  one  of  Austin's  premier 
medical  groups,  you  will  also  be  able  to  take 
full  advantage  of  the  numerous  cultural  and 
recreational  activities  our  wonderful  city  has 
to  offer.  FAX  CV'S  TO  D.  THORP,  PRAC- 
TICE ADMIN.,  (512)  454-0704. 


DALLAS  - INTERNAL  MEDICINE 

(BC/BE).  Salaried  position  with  progres- 
sive four-person  Methodist  affilated  group. 
Benefits  include  malpractice,  health  and 
disability  insurance,  CME  allowance  and 
rotating  call  coverage. 

Please  forward  CV  to  Susan  Cogburn, 
Physician  Recruiter,  Methodist  Hospitals 
of  Dallas,  P.O.  Box  655999,  Dallas,  TX 
75265-5999  or  call  214-947-4579. 

Fax  214-947-4501. 


GREENVILLE  INTERNAL  MEDICINE,  PA  , A premier 
single  specialty  is  currently  recruiting  a BE/BC  INTERNIST. 
This  excellent  opportunity  may  be  particularly  attractive  to 
those  who  value  maximum  family  and  personal  life  and 
minimum  call  responsibility.  Our  administration  handles  all 
daily  business  operations  while  YOU  PRACTICE  MEDICINE. 
For  immediate  consideration,  submit  CV  to: 

P.O.  Box  8301 
Greenville.  TX  75404 


INTERNAL  MEDICINE  AND  FAMILY 
PRACTICE,  BOARD  CERTIFIED  OR  BOARD 
ELIGIBLE.  UNIQUE  OPPORTUNITY  WITH 
PRIMARY  CARE  GROUP  to  provide  hospital 
inpatient  or  office  outpatient  services,  depending  on 
physician  preference  for  hospital  or  office  practice.  Very 
attractive  compensation  package  includes  salary,  plus 
benefits  and  financial  incentives  to  promote  individual 
achievement  and  group  goals.  This  is  a physician-man- 
aged group.  For  additional  information,  contact  Brenda 
Lancaster,  TPCA,  c/o  EmCare,  1717  Main  St.,  Suite  5200, 
Dallas,  TX  75201;  214-712-2018. 


Locum  Tenens 


PHYSICIANS 

v-V 'InlUnlted 


• Nationwide  Locum 
Tenens  Staffing. 

• Highly  qualified,  dedicated 
physicians. 

• Personal  attention  from 
our  experienced  locum 
tenens  professionals. 

• Fair  client  rates  & excellent 
physician  compensation. 


mm 


1-80O-227-O316 
Houston  - 867-8510 
Fax  - 713-867-8591 
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Mastered  the  nuances  of  professional  staffing 
and  recruitment  yet? 


We’ve  found  a better  way. 

CompHealth  gives  you  short-  and 
long-term  access  to  qualified  physicians, 
full  credentialing  and  logistical  support, 
and  the  flexibility  you  need  to  • cover  staff 
shortages  immediately  • combine  interim 
coverage  with  a permanent  search  • take 
the  nsk  out  of  recruiting  • maintain  a 
smaller  base  staff,  and  ‘test  the  expansion 


of  a service  before  you  recruit. 

Call  us  today  to  work  out  a staffing 
and  recruitment  plan  that  fits  your  needs 
and  budget,  and  helps  you  lower  your 
overall  staffing  costs. 


Your  Health  Cari  Resource 


800-328-3016 

4021  South  700  East,  Suite  300,  Salt  Lake  City,  UT  84107 


Locum  Tenens 


Interim 

Physicians® 

In  Texas  since  1982 

Helping 

provide  continuity 
of  patient  care . 

Locum  Tenens 

Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/GYM 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Plan  ahead,  call  todayl 

1-800-531-1122 

(formerly  PRN) 


Ob/Gyn 

OB/GYN  - DALLAS, TX  AREA:  Top  99th  percentile  income 
potential,  partnership  offered.  Strong  need  for  additional 
OB/GYN.  Call  Melissa  McMurray  at  1-800-765-3055  for 
details. 

TEXAS  - Rio  Grande  Valley  - BC/BE  OB/GYNs  needed! 
Subspecialty  support,  flexible  hours,  two-year  guarantee, 
comprehensive  benefits.  Fastest  growing  area  in  TX.  Uni- 
versity, diverse  cultural/recreational  activities.  Call  or  send 
C.V.  to  Jane  Vogt,  1-800-765-3055,  222  S.  Central,  Suite 
700,  St.  Louis,  MO  63105,  FAX  314-726-3009. 

Occupational  Medicine 

Occupational  Medicine  physician  with  experience  needed 
approximately  20  hours  per  week.  Spanish-speaking  an  asset. 
Send  vitae  to:  PO.  Box  852,  San  Marcos,  TX  78666. 


Orthopedics 

SOUTH  TEXAS:  General  Orthopedics/Sports  Medi- 
cine. Fastest  growing  area  in  TX.  University,  diverse  cul- 
tural/recreational activities.  Guarantee,  incentives,  coverage. 
Call  or  send  C.V.  to  Jane  Vogt,  800-765-3055,  222  S.  Cen- 
tral, Suite  700,  St.  Louis,  MO  63105.  FAX:  314-726-3009. 

Pediatrics 

CORPUS  CHRISTI  - BC/BE  Pediatrician  needed  for 
Ambulatory  Pediatrics  faculty  position  at  childrens  hospital 
with  approved  residency.  Active  Adolescent,  Behavioral, 
General  services.  Contact  James  L.  Lukefahr,  MD,  Driscoll 
Children’s  Hospital,  PO.  Box  6530,  Corpus  Christi,  TX 
78466;  512-850-6418;  FAX  512-851-6867. 


TEXAS  - Rio  Grande  Valley  - BC/BE  Pediatricians 
needed!  Subspecialty  support,  flexible  hours,  two-year  guar- 
antee, comprehensive  benefits.  Fastest  growing  area  in  Texas. 
University,  diverse  cultural/recreational  activities.  Call  or 
send  C.V.  to  Jane  Vogt,  1-800-765-3055,  222  S.  Central, 
Suite  700,  St.  Louis,  MO  63105,  FAX  314-726-3009. 


Pediatricians  needed.  Up  to 

$115,000  guaranteed,  excellent 
benefits,  signing  bonuses  at  some 
sites.  Opportunities  throughout 
Texas  and  nationally. 

Call  (800)  880-2028  for  details. 
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Radiology 


NttDA. 

Second  opinion? 


Other  Opportunities 


HOUSTON,  TEXAS 
ORTHOPEDIC  SURGEONS  AND 
GENERAL  PRACTITIONERS 
WANTED 

LUCRATIVE,  INDEPENDENT 
OPPORTUNITIES  IN  INDUSTRI- 
AL MEDICINE.  DIVERSE  CITY, 
AMENITIES,  GUARANTEED 
CASH  FLOW. 

CALL:  713-981-8184 
FAX:  713-981-8118 


DALLAS 

FAMILY  PRACTICE 
INTERNAL  MEDICINE  (BE/BC) 

Exciting  opportunities  for  family  practi- 
tioners/intemists  to  staff  new  and  existing 
Primary  Care  Centers.  Base  salary  plus 
incentive  bonus  and  comprehensive  bene- 
fit package  offered.  Facilities  and  medical 
equipment  provided.  Fee-for-service  with 
participation  in  managed  care  plans. 

Please  forward  CV  to  Susan  Cogburn. 
Physician  Recruiter,  Methodist 
Hospitals  of  Dallas.  P.O.  Box  655999, 
Dallas.  TX  75265-5999  or  call 
(214)  947-4579.  Fax  (214)  947-4501. 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  I-800-284-4S60  / Houston  713-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  713-493-2234  & Associates 


B r o n s t e i n 


DALLAS,  TX  - Phy  sician  needed  for  pleasant,  low  stress, 
office-based  practice.  No  nights,  call,  hospital,  obstetrics,  or 
emergencies.  Regular  office  hours.  Paid  malpractice.  Please 
call  W.  Max  Frankum,  MD  at  214-484-8008. 


SEEKING  FAMILY  PRACTITIONER, 
GERIATRICIAN,  OR  INTERNIST  BE/BC 

INTERESTED  IN  SUN  AND  SAND ?? 

The  VA  Medical  Center,  Biloxi,  MS,  is  seek- 
ing board  certified/board  eligible  family 
practitioners,  geriatricians,  and  internists  for 
the  ambulatory/extended  care  areas.  Biloxi  is 
located  on  the  Mississippi  Gulf  Coast  where 
the  climate  is  ideal  for  year-round  participa- 
tion in  the  myriad  of  outdoor  activities  avail- 
able. Competitive  salary  commensurate  with 
experience;  federal  tort  protection;  excellent 
vacation,  CME,  retirement,  and  insurance 
benefits.  Joint  faculty  appointments  are 
available  for  qualified  candidates. 

Respond  with  CV  to:  VA  Medical  Center, 
400  Veterans  Avenue.  Biloxi,  MS  39531. 
ATTN:  ACOS/Ambulatory  Care  (11  A), 
(601)  385-4970.  VA  is  an  equal  opportunity 
employer. 


Ambulatory 
Preventive  Medicine 


The  Tarrant  County  Health 
Department  is  seeking  board  eli- 
gible/certified physicians  in  the 
fields  of  public  health  & preven- 
tive medicine  and  family  medi- 
cine with  public  health  experi- 
ence. This  position  entails  clinical 
practice  and  program  manage- 
ment/oversight. Research 
opportunities  are  available. 

A generous  compensation 
package  is  provided  with  over 
30-days  paid  leave.  The  Fort 
Worth/Tarrant  County  Health 
Departments  are  the  most  inno- 
vative and  dynamic  in  Texas. 
Join  our  dedicated  health 
teams  for  a rewarding  career  in 
serving  the  community. 

Send  CV  to: 

Alecia  Hathaway,  MD,  MPH 
Fort  Worth/Tarrant  County 
Health  Departments 
1800  University  Drive 
Fort  Worth,  TX  76107 
(817)  871-7208 


Fort  Worth/Tarrant  County  Health  Department 

"Beautiful  TEXAS" 

Hill  Country! 

One  of  most  desirable  locations  in  Texas! 
Seeking  BC/BE  or  Eligible  Internist  to  join  one 
of  most  well-established  & respected  clinics  in 
town! 

Excellent  support  staff,  brand  new  community 
hospital,  peers  earning  $200K+  PLUS  benefits! 
Excellent  1 :6  call! 

Fantastic  recreational  opportunties! 


Call  Today! 

CLI  NT  SCOTT 
1-800-235-6745 

or  fax  your  CV  in  confidence  to 
(214)484-9048 
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FOR  SALE  OR  LEASE 

Practices 

Medical  Practice  for  sale  (Houston,  TX)  - Grossing 
500K  with  potential  for  much  more.  One  of  best  locations 
in  town.  For  details,  call  Alex  Oria  at  713-499-2392. 

AUSTIN:  Solo  B/C  female  OB/GYN  with  mature  practice 
wishes  to  sell  full  equipped  practice  and  office  space.  Could 
handle  2 OB/GYNs.  Family  illness  dictates  leaving  Austin. 
No  agents.  P.O.  Box  33280-222,  Austin,  TX  78764. 

PRACTICE  ACQUISITION  FINANCING:  Let  us  assist 
you  with  creative  financing  that  will  make  the  sale  of  your 
practice  a reality.  ProMed  Financial  (714)  647-5366. 

MEDICAL  PRACTICE  FOR  SALE 

Busy  community-oriented  family  and 
internal  medicine  practice  for  sale.  Gross 
income  of  250K+  per  year.  Excellent  spe- 
cialty ancillary  and  hospital  support. 
Houston,  Texas. 

Call  (713)  895-7500  (713)690-6143 


Medical  Equipment 

ENT  MEDICAL  & OFFICE  EQUIPMENT  AVAIL- 
ABLE. Single  practice.  50%  current  price.  SMR  cabinets 
and  chairs,  microscope,  audiometer  & booth,  typewriters, 
copier,  filing  cabinets,  etc.  Leave  message.  (713)  482-6330. 

Lighted  Slide  Storage  System:  sort,  view,  edit  35mm 
slides.  100  slides  illuminated  per  rack.  Cabinets  store 
1000+.  Free  catalog:  800-950-7775  or  fax:  304-344-4764. 

Business  and  Financial  Services 


FINANCIAL  SERVICES 


PHYSICIAN’S  SIGNATURE  Loans 

Borrow  up  to  $50,000  unsecured  through 
Physicians  Services  Association,  a division 
of  Trust  Company  Bunk.  Since  1891.  Trust 
Company  has  continued  its  heritage  of 
steady  growth  by  extending  consistently 
prompt,  courteous  and  professional  service 
to  our  customers.  Simply  call  to  check  the 
features  of  our  Physicians  Signature  Loan 
Program.  (Special  interest  only  payments 
for  in-training  and  new  practitioners:  may 
qualify  for  up  to  6 years  to  repay).  TOLL 
FREE  (800)241-6905  ATLANTA,  GA. 


Up  To  50%  Off  HCFA  Forms 


2-PT.  Cont.  HCFA  forms  $ 33.75  per  1,000 
1-PT.  Cont.  HCFA  forms  $ 29.95  per  2,500 
For  pricing  on  your  HCFA  forms,  envelopes, 
statements,  superbills  and  filing  folders  call: 
SEASOFT,  PPG  at  1-800-666-3159 

Consultants 

PRACTICE  APPRAISAL:  Experienced  I.B.A.  certified 
healthcare  professional  Jack  Beckwith,  can  provide  you  with 
an  accurate  assessment  of  your  practice  value.  Mission 

Medical  (210)  497-3333. 

Investments 


RANCH  FOR  SALE 

With  all  the  leasing  rights  you  can  drill  your  own 
oil  well,  11/2  hours  from  Metroplex  on  pave- 
ment, good  hunting,  quail,  turkey  & deer,  approx 
2198  acres  with  steel  pens,  watered  by  mills, 
large  dam,  spring,  dill  tanks  and  Little  Wichita 
River.  We  handle  ranches  (both  large  and  small) 
across  the  Southwest,  farms,  feedyards  and 
grain  elevators  in  the  Texas  Panhandle. 

Scott  Land  Company 
Ben  G.  Scott  - Dimmitt,  Texas 
806-647-4375  Day  or  Night 


PRACTICE  MANAGEMENT  INVESTMENT  OPPORTUNITY 

Well  established  and  highly  respected  practice  management  consulting  company, 
with  numerous  medical  society  endorsements,  including  The  Texas  Medical 
Association,  is  seeking  financial  partner(s)  to  expand  future  operations  and 
opportunities  in  health  care  field. 

Brings  instant  and  positive  name  recognition  and  reputation  along  with  large, 
established  client  base. 

Contact: 

Harold  Whittington  & Associates 
12959  Jupiter  Road,  Suite  200 
Dallas,  Texas  75238 
(214)  343-7176 
(214)  343-7189  (Fax) 


Legal  Services 


LAW  OFFICES  OF 

ROBERT  V.  WEST,  M.D. 

ATTORNEY  AT  LAW 

910  LAVACA 

1250  N.E.  LOOP  410,  #805 

AUSTIN,  TEXAS  78701 

SAN  ANTONIO,  TEXAS  78209 

(512)  479-1399 

(210)  828-4218 

(800)  999-9177 

FAX  (210)  822-5557 

FAX  (512)  476-7731 

Real  Estate 


MEDICAL  OFFICE  BUILDINGS  AVAILABLE 

(Central  Austin,  2 blocks  from  Seton  Hospital) 

801  West  34th  Street  (Former  Austin  Diagnostic  Clinic) 
71,000  square  feet  available  Fall  1995 
Contact  BEN  EDELSTEIN  @ JB  Goodwin  Commercial 
(512)  502-7503  or  fax  (512)  346-4873 
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Travel  & Leisure 

Bed  & Breakfasts/Inns 

WOODBURN  HOUSE:  A ustin  landmark  in  historic 
Hyde  Park.  Antiques,  porches,  luxurious  comfort,  full 
breakfasts,  private  baths.  1991  Austin  Chronicle  “Best  B&B 
in  Austin.”  (512)  458-4335. 

THEE  HUBBELL  HOUSE:  1-800-227-0639.  Winns- 
boro,  Texas,  2 Acre  Plantation  Estate,  12  Bedrooms-all  pri- 
vate baths,  10  Lakes,  7 Golf  Courses,  100  Antique  Shops, 
Candlelight  Dinners,  Private  Spa  House. 

Burnet  - Airy  Mount  Inn  (circa  1884).  Totally  restored 
Texas  limestone  barn.  Elegant  Texas-sized  breakfast.  Cham- 
pagne and  flowers  optional.  King,  queen,  double  w/private 
bath.  Families  welcome.  (512)  756-4149. 

SAN  ANTONIO, The  Victorian  Lady  Inn.  Historic  man- 
sion, spacious  rooms,  antiques,  private  baths,  verandas,  TV, 
phone.  Full  breakfast.  Afternoon  tea.  Riverwalk,  Conven- 
tion Center  steps  away.  Great  rates!  (800)  879-71  16. 

Camps 

Kid’s  Co-Ed  Christ-Centered  camp  on  Texas’  most 
beautiful  ranch.  Concentration  on  wilderness  & water 
activities.  Horses!!  Brand  new  cabins.  Austin,  TX 

(512)  263-5151. 

Cruises 

Join  TMA  members  on  a cruise  that  traces  the  historical 
time  line  from  age-to-age  on  a 12-night  cruise  of  the 
Mediterranean  and  Adriatic  Seas.  This  voyage  will  take  you 
from  Barcelona,  Spain  to  Venice,  Italy.  Departure  dates: 
June  5-18,  1995  and  September  9-22  (Continuing  Medical 
Education  offered  on  September  9 departure).  Contact 
Jeanette  Prentice,  (800)  880-1300,  extension  1565. 

Traveling  physicians:  Keep  watching  this  section  for  a 
growing  list  of  special  “getaways.”  We  are  endeavoring  to 
provide  you  with  unusual  travel  opportunities  - from  the 
luxurious  and  exotic  to  the  adventurous  and  bargain-priced! 
Advertisers:  to  list  your  travel  buy  here,  call  the  Advertising 
Department  at  (800)  880-1300. 


7-day  Alaska  inside  passage 
course.  Begin  your  cruise  in 
Vancouver;  continue  with  ports  @ 
Ketchikan,  Juneau,  Glacier  Bay  and 
Sitka.  Inside  staterooms  starting  @ just 
$1367/person  with  exclusive 
TMA/Travis  County  Medical  Society 
discount.  Contetnpo  Travel,  the  pre- 
ferred travel  agency  for  TMA  & Travis 
County  Medical  Society  for  8 years. 
Call  (512)  346-5571  or  (800)  766-6182. 


PARfS  AND  THE  CONCORDE:  October  1-9,  1995. 
Combine  the  beauty  and  romance  of  Paris  with  the  conve- 
nience and  elegance  of  flying  aboard  the  Concorde,  plus 
participate  in  a Medical  Seminar  “Clinical  Diagnosis, 
Treatment  and  Management  of  Infectious  Diseases.” 

Advertising  Rates  & Data  - Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos, 
and  borders  may  be  used  in  display  classified  ads.  Discounts 
are  available  for  display  classified  ads  5 inches  and  larger. 

5 to  9 inches  $85/inch 

10  to  19  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising  with 
Texas  Medicine.  Ad  box  numbers  can  be  substituted  for  for- 
mal addresses  upon  request  at  no  extra  cost.  Name  and 
address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  1st  of  the 
month  (or  the  closest  business  day)  preceding  publication. 
Send  copy  to  Denise  Kotson,  Assistant  Advertising  Man- 
ager, Texas  Medicine,  401  West  15th,  Austin,  Texas  78701. 
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Texas  Medicine 

Educational  Opportunities 


ENDOVASCULAR  AND  SURGICAL  THERAPY 
FOR  COMMON  VASCULAR  PROBLEMS 
A Symposium  for  Primary  Care  Physicians 
May  25  & 26,  1995 


South  Shore  Harbour  Resort  • League  City,  Texas 
Course  Director:  Kenneth  E.  McIntyre,  Jr.,  MD 
Professor  and  Chief,  Vascular  Surgery 
University  of  Texas  Medical  Branch  • Galveston,  Texas 
7.5  Category  1 Credit  Hours 

For  more  information  and  to  register,  call  1-800-442-6632. 
SPONSORED  BY  MEDICAL  EDUCATION  COLLABORATIVE 


SPRING  BRANCH  MEDICAL  CENTER 
PROUDLY  ANNOUNCES  THEIR 
1 1TH  ANNUAL  CANCER  CONFERENCE 
"ACUTE  LEUKEMIA:  Clinical  Aspects  and  Current  Management" 

June  7,  1995 
6:30  PM  - 9:30  PM 
Houstonian  Hotel,  Houston,  Texas 

Clinical  Overview  of  Acute  Leukemia  in  Adults 
Speaker:  Philip  Cimo,  MD 

Aspects  of  Chemotherapy 
Speaker:  Michael  J.  Keating,  MD 

Bone  Marrow  Transplantation  in  the  Management  of  Acute  Leukemia 
Speaker:  Charles  F.  LeMaistre,  MD 

For  more  information,  please  contact  Spring  Branch  Medical  Center, 
Houston,  Texas  (713)722-3706. 


Texas  Medical  Association 

Practice  Management  Seminars 

Managing  Managed  Care 

Impairment  Evaluation 

May  3 - Houston 

Under  Workers  ’ Compensation 

May  4 - San  Antonio 

Houston 

May  9 - Amarillo 

Basic  Course 

May  10  - Tyler 

August  25,  8 am  - 5:30  pm 

May  1 1 - Dallas 

August  26,  8 am  - 1 :30  pm 

Advanced  Course 

For  more  information,  call 

August  26,  12  pm  - 5:30  pm 

(800)  880-1300,  Ext.  1423 

August  27,  8 am  - 5 pm 

(Lisa)  or  Ext.  1421  (Yvette ) 

CME  IN  THE  ROCKIES 


31ST  ANNUAL  INTERNAL  MEDICINE 
PROGRAM  July  9-14,  1995  Estes  Park,  CO 

RENAL  DISEASE  AND  ELECTROLYTE 
DISORDERS  July  24-28,  1995  Aspen,  CO 

MUSCULOSKELETAL  INFECTION 
SOCIETY  August  9-13,  1995  Snowmass,  CO 

GERIATRICS:  ALZHEIMER’S  DISEASE 
UPDATE  FOR  PHYSICIANS 

September  8-9,  1995  Denver,  CO 

Sponsored  by  the  University  of  Colorado 
School  of  Medicine.  Category  1 AMA 
credit  offered. 

Information:  J.  Bauer,  Office  of 
Continuing  Medical  Education, 
University  of  Colorado  School  of 
Medicine,  4200  East  Ninth  Avenue,  Box 
C295,  Denver,  CO  80262,  1-800-882-9153, 
303-372-9050,  FAX:  303-372-9065. 


UPDATE  IN 

INTERNAL  MEDICINE,  1995 

JULY  30  - AUGUST  4,  1995 
NEW  YORK  CITY,  NEW  YORK 
Offered  by  Columbia-Presbyterian 
Medical  Center  and  Beth  Israel 
Hospital  Boston,  this  course  provides  a 
comprehensive  review  of  recent  advances 
in  internal  medicine.  The  course  also 
includes  sessions  to  help  candidates  pre- 
pare for  any  form  of  board  or  recertifica- 
tion examination. 

For  information  and  registration,  contact: 

Lori  Gershaw 
444B  Broadway,  #218 
Saugus,  MA  01906  USA 
Phone/fax:  617-324-2202 
E-mail:LGershaw@AViion-B.BIH  Harvard. Edu 
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Educational  Opportunities 


SOUTHERN 

MEDICAL  ASSOCIATION'S 
1995  CALENDAR 


( ME  MEETING 

Geriatric  Medicine:  An  Update 
on  Diagnosis  and  Management 
San  Antonio  - June  8-10,  1995 

CPT  & ICD-9-CM  CODING 
BY  SPECIALTY 

Orthopaedics: 

San  Antonio  - May  16,  1995 

General  Surgery: 

Dallas  - June  7,  1995 
San  Antonio  - December  6,  1995 

OB/GYN: 

San  Antonio  - May  17,  1995 
Dallas  - June  6,  1995 

Psychiatry: 

San  Antonio  - December  5,  1995 

MEDICAL  TERMINOLOGY 

San  Antonio  - October  24-25,  1995 

PROACTIVE  PLANNING  FOR 
PRACTICE  REGULATION 

Dallas  - May  19,  1995 

IMPROVING  YOUR  PRACTICE 
PRODUCTIVITY 

San  Antonio  - September  12,  1995 

FOR  MORE  INFORMATION, 
CALL  THE  SOUTHERN 
MEDICAL  ASSOCIATION 
@ (800)  423-4992. 


AMERICAN  ACADEMY  OF  DISABILITY  EVALUATING 

PHYSICIANS 

AMA  GUIDES  COURSE  (3rd  Edition,  2nd  Printing) 

For  the  Texas  Workers’  Compensation  Commission 
June  23  - 24,  1995 
Sheraton  Corpus  Christi  Bayfront 
Call  (800)  456-6095  for  more  information  on  this  course  and 

advanced  courses. 

American  Academy  of  Disability  Examining  Physicians 
2045  S.  Arlington  Heights  Road,  Suite  104 
Arlington  Heights,  IL  60005 
FAX:  (708)  228-6412 

This  updated  program  is  designed  for  practicing 
physicians  in  all  specialties  as  well  as  for  physicians 
whose  practices  focus  in  the  disability  area. 


Measuring  quality  in  managed  care: 
Is  a report  card  part  of  your  future? 

An  update  about  the  physician's  role  in  the  quality  of  health  care. 

General  Session  •TMA’s  128th  Annual  Session 
May  18  • 1:30-4  p.m.  • Loews  Anatole  Hotel,  Dallas 

Here’s  what  you’ll  learn  from  the  panel  presentation: 

• TMA’s  goals  for  its  outcomes  study 

• TMA’s  efforts  with  the  American  Group  Practice  Association’s  quality  study 

• Provider  selection  criteria  for  managed  care  plans 

• Report  of  the  Health  Plan  Employer  and  Data  Information  Set  (HEDIS)  2.0 
Report  Card  Pilot  Project 


To  find  out  more,  call  TMA  at  (800)  880-1300, 
Ext.  1451/1452  or  (512)  370-1451/1452. 


ULTRASOUND  EDUCATION, Category  I CME:  Spe- 
cialties of  OB/GYN,  Urology,  Family  Practice,  Emergency 
Medicine,  Endocrinology,  and  Abdominal.  Contract 
courses  can  be  brought  to  your  location,  minimum  enroll- 
ment required.  Call  1-800-239-1361  for  free  catalogue. 
Advanced  Health  Education  Center,  Houston,  TX  77006. 
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Question 

What  is  your  best  asset? 


66  ^or  physicians,  now  and  always,  the  most  impor- 
■ tant  assets  are  those  that  cannot  be  taken  away 
and  cannot  be  duplicated:  clinical  skills.  They  don't  seem 
to  be  as  valuable  in  dollar  terms  as  they  used  to  be,  but  I 
think  we  still  have  a relatively  solid  lock  on  them.  Nobody 
else  can  do  what  we  do.” 


Michael  Denyer,  MD,  42 

cardiovascular  surgery,  Conroe 


66M  y greatest  asset  is  my  wife  and  my  support  staff. 

™ I mean  literally.  What  I do,  anybody  can  do  — 
you  just  go  to  the  right  school.  But  it’s  my  wife  and  my 
support  staff  that  allow  me  to  do  all  that.  And  they  do  it  in 
such  a manner  that  makes  everything  easy  for  me  to  do.” 

Norman  McCall,  MD,  54 

aerospace  medicine,  Southlake 


66E  xperience.  I’ve  just  been  here  a long  time.  I’ve 
been  here  40  years.” 


John  Cunningham,  MD,  76 

general  practice,  Dalhart 


66E  lexibility,  a sense  oi  humor,  and  perseverance. 

! With  the  changing  climate  in  medicine  today,  I 
think  those  are  essential  attributes  in  order  to  successfully 
practice  medicine.  I work  hard  at  all  three.” 


Marylin  White,  MD,  46 

ophthalmology,  Wichita  Falls 


66  ■Rapport  with  people  and  empathy.” 


Troy  Caldwell,  MD,  44 

psychiatry,  Richardson 


66 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone.  We  welcome  suggestions  for  future  topics. 
Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX  78701,  or  fax  them  to 
(512)  370-1632. 


y good  looks  — no,  just  kidding.  I think  the 
relationship  with  my  patients  is  my  best  asset. 
Not  being  the  busiest  doc  in  town  allows  me  time  to  real- 
ly take  care  of  my  patients,  and  the  benefits  are  obvious.” 

Andrew  Rockwood,  MD,  35 

urological  surgery,  Fredericksburg 


££H'm  patient,  and  I’m  willing  to  listen  to  people.  I 
■ think  I came  by  it  automatically.  When  I was  a 
medical  student,  the  nurses  on  the  wards  were  impressed 
by  my  bedside  manner.  I strike  people  as  calm.” 

Susan  Andrew,  MD,  40 

allergy  and  immunology,  Dickinson 


66M  y best  assets  are  having  been  here  a long  time 
I B and  my  relationship  with  my  patients.  I’ve 
known  many  of  my  patients  their  whole  lives.” 

Cecil  Simmons,  MD,  60 

family  practice,  San  Benito 


66  ■persistence,  pickiness,  and  patience.  My  friends 
often  remark  that  the  reason  I did  so  well  with 
children  is  that  I functioned  on  their  level  part  of  the 
time.  I don’t  know  if  that’s  an  asset!” 


Joan  Windmiller,  MD,  62 

pediatric  hematology-oncology,  retired,  Itasca 
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ling  • CME  requirements  • A doctor  in  the  House 
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TMA  Recommends 
Autoflex  Leasing. 


(No  Second  Opinion  Needed.) 

The  Texas  Medical  Association  has  found  an  auto  leasing  company  worthy  of 
endorsement:  Autoflex  Leasing.  You  will  discover  a sense  of  integrity  that  is  reflected 
in  superb  service  and  flexible  leasing  plans.  Volume  buying  power  gives  Autoflex 
Leasing  the  edge  over  the  other  leasing  companies  and  new  car  dealers.  This  benefits 
you  in  many  ways;  one  of  these  is  the  “Flexlease.”  It  includes  free  rent  cars,  no  down 
payment,  and  no  deposit.  You  pick  the  car  and  Autoflex  Leasing  will  deliver  it  to 
your  home  or  office  the  next  day!  It’s  that  simple. 

A special  program  has  been  created  for  TMA  members,  so  call  one  of  the  Autoflex 
Leasing  professionals  soon  for  more  information  about  how  you  can  get  your  new 
car... over  the  phone!  Whether  you  buy  or  lease,  Autoflex  Leasing  has  the  right 
program  for  you.  The  TMA  believes  in  Autoflex  Leasing,  no  second  opinion  needed! 


Auto/Zov 

(l  E A S I N G) 

(800)  634-1234 

212  W.  Spring  Valley  • Richardson,  TX  75081  • (214)  234-1234 
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Today’s  Health  Care  is  About 

Choices 

and  Control  of  Costs. 


Now  TMAIT  offers  you 
both. 

For  40  years,  your  Texas  Medical 
Association  Insurance  Trust  has 
offered  traditional  indemnity 
insurance  products  for  TMA 
physicians,  family  members,  and  staff. 

Today,  some  of  your  patients  are  choosing 
new  forms  of  insurance  that  provide 
quality  health  care  but  at  a lower  cost. 

Now,  TMAIT  offers  you  the  same  choice. 

Introducing  Group  Plus 
Point-of-Service  Plan 

As  a TMA  physician,  you  can  choose 
traditional  indemnity  plans  or  Group  Plus 
POS.  You  get  the  cost  benefits  of  a 
contemporary  style  plan  or  the  flexibility  of 
indemnity.  Your  choice. 


Group  Plus  POS  Features: 

• Low  co-pays 

• Freedom  to  go  out-of-network  for 
physician  or  hospital 

• Immunization  and  preventive  care 

• More  control  over  costs  because  you 
choose  copays,  level  of  coverage,  and 
deductibles 

For  more  information  on  the  new  TMAIT 
Group  Plus  POS  plan,  write  or  fax  us. 

If  choice  and  control  of  health  care  costs 
are  important  to  you,  call... 

1-800-880-8 1 81. 

Underwritten  by  The  Prudential  Insurance  Company  of  America 
for  26  years  (1969 -1995) 

Pruderrtial  Plaza,  Newark,  N.J.  07102 
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Texas  Medical 
Association 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


P.0.  Box  1707  Austin,  TX  78767-1707 

Austin  370-1776  Houston  224-5309  Fax  512/370-1799 


The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


A PUBLICATION  of  the  TEXAS  MEDICAL  ASSOCIATION 

TexasMedicine 


Austin  pediatrician  John  Guerrero , MD, 
explains  an  ear  exam  to  a young  patient  at  the 
Caritas  Clinic , where  he  volunteers  his  services. 
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COVER  STORY 


Cover  photograph  by  bill  ALBRECHT 


Outer  limits 

When  it  conies  time  to  wind  down  after  a hard  week, 
Houston  psychiatrist  Juan  Garcia,  MD,  likes  nothing 
better  than  dangling  from  a hang  glider  at  10,000  ft. 

Dr  Garcia  approaches  his  sport  with  the  same  passion 
and  intensity  he  brings  to  medicine.  And  he  is  not  alone. 
From  race  car  driving  to  aerobatic  flying  to  climbing 
frozen  waterfalls,  Texas  physicians  have  found  some 
amazing  ways  to  leave  their  troubles  and  beepers  behind. 
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Legislative  Affairs 

A doctor  in  the  house 

Freshman  Rep  Kyle  Janek,  MD, 

reflects  on  his  first  term  in  the  Texas  Legislature. 

BY  KEN  ORTOLON 


Medical  Economics 

Up  to  code 22 

Wouldn’t  it  be  great  if  the  world  were  free  of  environmental  pollution, 
crooked  laivyers,  and  E/M  codes ? Until  then,  new  documentation 
guidelines  from  Medicare  may  help  you  defuse  the  audit  time  bomb. 

BY  LARRY  BeSAW 
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Law 

Stamp  of  approval? 26 

The  preference  of  managed  care  plans  for  board- 
certified  physicians  is  locking  noncertified  doctors  out 
of  some  Texas  markets.  The  situation  is  becoming 
acute  for  primary  care  physicians. 

BY  TERI  MORAN 


Science  and  Education 

CME  and  you 40 

Last  month,  the  Texas  State  Board  of  Medical  Examiners  finally  adopted  rides  on  the 
continuing  medical  education  requirement  for  license  renewal.  Twenty-four  hours  does 
not  seem  out  of  line,  but  will  the  mandate  change  attitudes  toward  education ? 

BY  LARRY  BeSAW 


Profile 

Talking  the  helm 45 

TMA  President  Mark  J.  Kubala,  MD,  of  Beaumont,  looks  forward  to  a busy  year. 

BY  JEAN  PIETROBONO 

Commentary 

Protecting  the  public  interest 49 


Managed  care  and  networks  may  warrant  public  utility  style  of  regulation. 

BY  THOMAS  P.  WEIL,  PhD 
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This  issue  of  Texas  Medicine 

devotes  a good  number  of  its 
pages  to  the  day-to-day  realities  of 
medical  practice.  “Up  to  code,” 
on  p 22,  looks  at  Medicare’s  new  Eval- 
uation and  Management  (E/M)  ser- 
vice guidelines,  and  the  importance  of 
careful  coding  to  avoid  government 
audits.  “CME  and  you,”  on  p 40, 
spells  out  the  new  continuing  medical 
education  requirements  for  licensure 
renewal.  And  “Stamp  of  approval?”  on 
p 26,  analyzes  how  managed  care 
plans  have  upped  the  demand  for 
board  certification. 

No,  it’s  not  the  sort  of  stuff  to 
inspire  novels,  launch  ships,  or  lure 
young  men  and  women  to  medical 
school.  But  physicians  need  to  know 
about  coding,  relicensure  rules,  and  the 
like  to  succeed  at  medicine  these  days. 

To  balance  all  that  necessary  hum- 
drum, this  issue  of  Texas  Medicine 
casts  the  spotlight  on  a subject  that  is 
anything  but.  Our  cover  story,  begin- 
ning on  p 29,  explores  the  unusual 
ways  some  physicians  unwind. 

You  may  be  surprised  by  the  diver- 
sity of  pastimes  enjoyed  by  your  col- 
leagues. But  whether  they  are  battling 
negative  G at  10,000  ft  or  sculling 
across  a lake,  you  can  be  sure  these 
physician  athletes  have  found  ways  to 
put  the  world  of  packed  waiting 
rooms  and  utilization  reviews  behind 
them  — at  least  for  a few  hours. 

JEAN  PIETROBONO 
Managing  Editor 
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PAs  committed  to  practice 
with  physician  supervision 

The  letter  by  GregoryJ. 
Hall,  DO,  printed  in  the  April 
1995  Texas  Medicine  (p  7),  was 
disturbing  in  its  condemnation 
of  physician  assistants  (PAs)  and  their 
contributions  to  Texas  health  care.  We 
believe  Dr  Hall’s  experiences  with  PAs 
are  a rare  anomaly. 

The  physician  assistant  protession 
is  committed  to  practice  with  physi- 
cian supervision.  Whether  the  PA’s 
employer  is  a hospital,  corporation,  or 
group  practice,  this  commitment  is 
not  dependent  on  the  employment 
relationship.  We  believe  that  the 
supervising  physician/PA  relationship 
should  be  one  of  mutual  respect  and 
trust.  No  physician  should  be  forced 
to  supervise  a PA  with  whom  he  or  she 
cannot  establish  such  a relationship. 

If  inappropriate  care  has  been  pro- 
vided by  a PA,  it  should  be  reported  to 
the  Texas  State  Board  of  Medical 
Examiners  (TSBME)  for  investigation. 
The  Medical  Practice  Act,  the  PA 
licensing  statute,  and  TSBME  rules 
and  regulations  are  clear  in  defining 
PA  scope  of  practice  and  requirements 
for  physician  supervision.  We  demand 
that  our  profession  be  held  to  the 

Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a letter,  mail  or  fax  it  to  Texas  Medicine,  TMA, 
401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632. 
Please  type  letters  you  submit  for  publication,  and  keep  the 
length  to  400  words  or  less.  If  necessary,  you  may  include  a few 
references,  preferably  less  than  five.  Letters  are  published  at  the 
discretion  of  the  managing  editor  and  editorial  advisors,  and 
are  subject  to  editing  and  abridgment.  Letters  represent  the 
opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies 
of  the  Texas  Medical  Association. 


highest  standards  of  clinical  excellence. 

We  believe  that  every  patient  seen 
by  a PA  should  know  that  a PA  is  pro- 
viding care.  PAs  must  identify  them- 
selves as  physician  assistants,  answer 
questions  a patient  may  have  regard- 
ing our  role,  and  defer  care  to  a super- 
vising physician  upon  patient  request. 
Because  our  profession  is  somewhat 
young  and  because  we  perform 
health-care  services  formerly  done 
only  by  physicians,  patients  may  occa- 
sionally refer  to  us  as  “doctor.”  This 
happens  even  when  we  wear  proper 
identification  and  appropriately  iden- 
tify ourselves. 

Several  national  studies  show  that 
PAs  have  a very  low  incidence  of  mal- 
practice litigation  and  that  physician/PA 
health-care  teams  provide  quality 
patient  care  with  excellent  patient  satis- 
faction. The  large  number  of  physicians 
seeking  PAs  to  work  in  Texas,  coupled 
with  the  growth  of  the  four  Texas  PA 
programs  (all  affiliated  with  medical 
schools),  speak  to  physician  satisfaction 
with  the  PA  practice  model  and  its  role 
on  their  health-care  teams. 

The  PAs  ofTexas  are  committed  to 
working  closely  with  physicians  to 
provide  quality,  accessible  health  care 
for  all  Texans. 

Jennifer  Fischer,  PA-C 

President , Texas  Academy  of  Physician  Assistants 
PO  Box  80075 
Austin,  TX  78727-0075 


Cancer  center’s 
PA  program  works 

I read  the  letter  of  Gre- 
gory  J.  Hall,  DO,  in  Texas  Medi- 
cine with  interest.  It  is  unfortunate 
that  his  emergency  department  has 
been  burdened  by  inadequate  staffing 
problems,  resulting  in  physician  assis- 
tants (PAs)  functioning  more  auto- 
nomously than  the  medical  staff  felt 
was  appropriate. 

Our  own  experience  at  The  Uni- 
versity of  Texas  M.D.  Anderson  Can- 
cer Center  has  been  markedly 
different.  I chair  the  M.D.  Anderson 
Department  of  Surgical  Oncology, 
which  includes  1 8 surgical  oncologists 
and  an  advanced  care  practitioner 
(ACP)  cadre  of  10  PAs  and  nurse 
practitioners.  The  ACPs  are  tightly 
supervised,  yet  accorded  a level  of 
autonomy  commensurate  with  train- 
ing and  skills.  They  interface  effec- 
tively with  the  faculty  surgeons  and 
have  never  attempted  to  usurp  the 
physician  role. 

The  differences  in  these  experiences 
with  PAs  may  be  due  to  the  differences 
in  practice  environments,  differences 
in  how  emergency  department  ACPs 
are  utilized  as  compared  to  surgical 
ACPs,  or  other  considerations  not 
readily  apparent.  Because  the  ACP 
group  in  our  department  works  so 
effectively  with  our  physician  staff, 
maybe  the  difficulties  Dr  Hall  encoun- 
tered with  the  PAs  working  in  his 
department  are  due  to  factors  other 
than  the  nature  of  PA  training,  politi- 
cal activism,  or  an  inherent  desire  by 
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to  72  months;  10%  or  $1  purchase  option  on  equipment  at  end  of  lease. 

5.  Terms:  12  to  72  months.  Lease  or  loan. 

6.  Easy  add-on  to  existing  lease  as  practice  grows. 
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8.  All  programs  geared  to  cash  flow.  Tax  benefits. 
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800-225-2488  Fax  800-526-0259 


Over  60,000  Doctors  Financed  Since  1975 


the  majority  of  PAs  to  inappropriately 
usurp  physician  roles. 

Raphael  E.  Pollock,  MD,  PhD 

Associate  Professor  and  Chair ; Department  of 

Surgical  Oncology 

The  University  of  Texas 

M.D.  Anderson  Cancer  Center 

1515  Holcombe  Blvd 

Houston,  TX  77030 


Law  in  favor  of 
physician  supervisors 


In  reply  to  Dr  GregoryJ. 
Hall’s  letter,  the  law  is  in  his  favor. 
Texas  Civil  Statutes,  Article  4495b- 
1,  paragraph  185.12,  requires  wear- 
ing of  a name  tag  identifying  the 
physician  assistant  as  a physician  assis- 
tant. Furthermore,  in  paragraph 
185.19,  grounds  for  denial  of  licensure 
and  for  disciplinary  action  exist  when  a 
person  “represents  that  the  person  is  a 
Physician;  or  has  acted  in  an  unprofes- 
sional or  dishonorable  manner  which  is 
likely  to  deceive,  defraud,  or  injure  any 
member  of  the  public.” 

The  ball  is  in  your  court  as  far  as 
being  able  to  restrict  the  activities  of 
these  physician  assistants  (PAs).  You 
are  supposed  to  have  “standing  delega- 
tion orders”  and  to  be  authorized  to 
supervise  two  PAs  by  the  same  law. 
The  scope  of  practice  of  any  PA  is  set 
by  these  delegation  orders. 

I work  as  a PA  duly  licensed  by  the 
Texas  State  Board  of  Medical  Examin- 
ers and  follow  these  rules.  Prior  to 
this,  I practiced  in  the  US  Army  for  6 
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years  in  Germany  and  while  deployed 
to  Operation  Desert  Storm.  1 have 
been  trained  to  treat  trauma  victims, 
but  in  no  way  do  I allow  a patient  to 
call  me  a “doctor”  or  “physician."  I am 
proud  to  be  a physician  assistant. 

Matthew  J.  Conde,  PA-C 

Coastal  Medical  Clinic 
701  N Virginia 
Port  Lavaca,  TX  77979 


In  defense  of  PAs 


Dr  Hall’s  letter  requires 
a response.  Since  reinvented  in 
this  country  more  than  25  years 
ago  by  Vietnam  veteran  medics 
and  physicians,  more  than  65  training 
programs  have  produced  more  than 
27,000  physician  assistants  (PAs), 
who  have  been  delivering  profes- 
sional, high-quality  medical  care 
under  physician  supervision  in  all 
areas  of  medicine  with  a team 
approach  repeatedly  shown  to  be  the 
most  effective  medical  care  available. 

The  legal  framework  under  which 
PAs  work  in  Texas  includes  the  fol- 
lowing: All  institutions  utilizing  PAs 
are  required  to  have  procedures  in 
place  for  their  credentialing  and  poli- 
cies that  regulate  their  supervision  by 
physicians,  and  have  in  place  proto- 
cols that  detail,  in  the  most  excruciat- 
ingly compulsive  manner  possible, 
their  scope  of  practice.  Physicians  in 
Texas  are  authorized  to  supervise  two 
PAs,  a number  arrived  at  by  extensive 
study  of  the  concept.  The  law  states 


plainly  that  all  acts  or  omissions  of 
PAs  are  the  responsibility  of  their 
supervising  physicians.  No  amount  of 
tort  reform  will  change  that. 

No  administrator  should  require  a 
physician  or  PA  to  continue  in  a rela- 
tionship that  is  not  working.  Cer- 
tainly, no  contract  can  be  written  that 
supersedes  the  power  the  law  gives  a 
supervising  physician.  Absent  correc- 
tion of  problems  within  one’s  organi- 
zation, all  any  physician  has  to  do  is 
notify  the  Texas  State  Board  of  Med- 
ical Examiners  (TSBME)  that  he  or 
she  is  no  longer  supervising  that  PA.  If 
the  physician  has  professional  con- 
cerns, he  or  she  should  notify  the  PA 
Advisory  Board  ofTSBME. 

In  regard  to  Dr  Hall’s  issues  specif- 
ically: 

The  charting  of  any  practitioner 
should  reflect  the  realities  for  that 
patient.  If  it  does  not,  that  practitioner 
requires  supervision,  and,  in  the  case  of 
the  PA,  the  supervision  should  be  in  the 
chart.  Supervision  is  a responsibility 
that  cannot  be  abdicated  to  flexibility. 
Dr  Hall  doesn't  change  his  style  until  a 
putatively  unnecessary  death.  Failure  to 
report  this  is  a felony,  but  nowhere  does 
he  relate  support  from  appropriate 
authority.  I hope  he  does  or  has 
reported  on  this  issue.  Dr  Hall  says  the 
PAs  then  insist  on  working  without 
supervision,  and  the  management  caves 
in  despite  mass  resignation  of  physician 
staff — despite  the  law,  despite  that  the 
only  thing  chiseled  in  stone  about  PAs 
is  physician  supervision,  and  despite 
the  fact  that  more  than  65  training  pro- 
grams have  physicians  training  PAs  for 
physician  supervision. 
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The  Texas  Academy  of  Physician 
Assistants  is  not  political  per  se.  We 
have  worked  closely  with  the  Texas 
Medical  Association  to  make  it  possi- 
ble for  physicians  to  utilize  PAs  as 
effectively  as  possible,  in  concert  with 
physicians  to  provide  the  greatest  pos- 
sible access  to  the  finest  possible  med- 
ical care,  with  the  highest  regard  for 
the  health,  welfare,  and  safety  of  the 
public.  We  have,  with  great  effort  and 
personal  sacrifice,  worked  hard  to 
establish  our  professionalism,  compe- 
tence, and  responsibility,  and  we  are 


second  to  no  one  in  our  demand  for 
high  standards  for  PAs.  The  law 
assumes,  perhaps  unfairly,  that  a 
physician  understands  the  concepts, 
procedures,  and  laws  regulating  the 
use  of  PAs. 

Texas  Medicine  could  have  a role  in 
this  to  increase  appropriate  communi- 
cation by  printing  regular  articles  and 
features  on  this  issue  reporting  the 
results  of  research  in  the  functions  and 
training  of  PAs,  patient  satisfaction 
rates,  and  treatment  outcomes.  Four 
years  ago,  there  were  fewer  than  200 


PAs  in  Texas.  There  are  now  more 
than  1,200,  with  upwards  of  40,000 
physicians,  and  increased  communi- 
cation is  needed. 

The  law  in  Texas  should  require,  as 
in  other  states,  that  PAs  and  their 
supervisors  complete  a test  on  the  law 
and  TSBME  rules  and  regulations  for 
PAs.  Both  public  and  physician  educa- 
tion is  needed.  I,  personally,  have 
“physician  assistant”  embroidered  on 
my  coat,  wear  a name  tag  (as  required 
by  law),  and  wear  a 2E-inch-square 
button  with  “PA"  in  blue  on  a white 


Anyone  can  build  a hospital. 


Building  a tradition  takes  a little  longer. 

Seventy-eight  years  of  tradition  and  a continuing  commitment  to  excellence. 

For  patient  referrals  call  (214)  381-7181. 


IO 
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background,  and  I still  get  called  “doc- 
tor.” If  I were  female,  it  would  be 
“nurse.”  We  are  appalled  by  the  situa- 
tion that  Dr  Hall  reports.  We  are  sec- 
ond to  no  one  in  wanting  it  corrected 
and  prevented. 

Michael  G.  Cahill,  PA-C 

PC)  Box  486 
Post,  TX  79356 

Dr  Hall  responds 


I REGRET  THAT  MY  LETTER 
was  interpreted  as  a wholesale  con- 
demnation of  physician  assistants 
(PAs).  It  is  through  no  fault  of  their 
own  that  PAs  and  other  “extenders”  are 
highly  motivated  to  practice  technically 
complex  medicine  without  the  neces- 
sary education.  The  corporate  engulf- 
ing of  medicine  has  manipulated  huge 
profits  from  extender  participation. 
Therein  lies  the  principle  danger:  The 
corporate  allegiance  is  with  its  stock- 
holders, not  with  the  American  public. 

However,  there  is  a beacon  of  light. 
The  American  Academy  of  Emer- 
gency Medicine  is  synchronized  with 
the  practical  concerns  of  quality  for 
patients  and  the  welfare  of  board-cer- 
tified emergency  physicians.  I advise 
all  concerned  parties  to  support  this 
organization  in  its  pursuit  of  quality 
and  efforts  to  free  physicians  from  the 
yoke  of  greedy  emergency  department 
contract  entrepreneurs. 

Gregory  J.  Hall,  DO 

13310  Thornridge 
San  Antonio,  TX  78232 


Demonstration  of 
microorganisms  in  subacute 
bacterial  endocarditis 

UB ACUTE  BACTERIAL  ENDO- 
carditis  involves  microorganisms 
(bacteria,  lungi,  or  other)  coloniz- 
ing a heart  valve,  usually  at  the 
site  of  abnormality  due  to  injury  or 
malformation.  White  blood  cells  go 
by  as  spheroid  “traveling  forms,”  like 
basketballs  in  a high  wind,  and  cannot 
entrap  the  microorganism  until  parts 
break  off  and  embolise  to  the  brain  or 
elsewhere,  resulting  in  morbidity  or 
mortality. 

Demonstration  ol  microorganisms 
in  the  blood  is  important  in  the  diag- 
nosis, but  is  sometimes  missed  when 
blood  cultures  are  ordered  “q  6 hr”  or 
“for  temperature  over  101  degrees,” 
and  the  afebrile  patient  leaves  the  hos- 
pital to  suffer  septic  embolus  to  the 
brain  and  to  hold  everyone  legally 
accountable. 

A logical  and  sensible  procedure 
would  be  to  wake  the  patient  after  a 
night’s  sleep  (during  which  the  organ- 
isms have  proliferated  with  minimal 
disturbance)  and  draw  one  blood  cul- 
ture as  a control,  then  ask  the  patient 
to  stand  (or  exercise  if  appropriate) 
and  draw  two  more  cultures.  If  the 
organisms  that  have  built  up  during 
the  quiet  environment  of  sleep  are 
then  dislodged,  they  will  embolise  and 
be  subject  to  entrapment  in  the  cul- 
ture sample. 

Granted  the  patient  might  experi- 
ence embolus  to  the  brain,  but  at  least 
the  patient  is  in  the  hospital  and  not 
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at  home.  The  risk  might  be  compared 
with  stress  testing  and  should  be  cov- 
ered by  the  signature  of  an  under- 
standing patient  who  accepts  the 
procedure  as  a lesser  ol  potential  evils. 
Follow-up  will  be  appreciated. 

G.  Curtis  Hoskins,  MD 

PO  Box  140828 
Dallas,  TX  75214 

Museum  appreciates  medical 
excerpt  on  JFK  assassination 

Recently  we  received 

a donation  of  the  January  1964 
issue  of  the  Texas  State  Journal  of 
Medicine.  That  issue  included  the 
article  “Three  patients  at  Parkland.” 

I he  Editor’s  Note  to  the  article  stated: 

One  ol  the  purposes  of  the  Texas 
State  Journal  of  Medicine  has  been 
to  serve  as  a historical  record  of 
events  aflecting  Texas  medicine. 

Although  the  advisors  and  editors 
ol  the  Journal  believe  that  this 
record  of  the  medical  treatment  of 
President  John  F.  Kennedy,  Gov. 
John  Connally,  and  Lee  Harvey 
Oswald  is  also  ol  current  interest,  it 
is  their  sincere  belief  that  the  his- 
torical importance  of  the  record  is 
of  even  greater  value. 

I am  writing  to  let  you  know  that 
this  article  is  ol  tremendous  historical 
importance,  especially  to  our  work 
here  at  The  Sixth  Floor  Museum, 


Letters 


Don’t  Take  Chances 
With  Your  Career, 
Take  Charge  Of  It 


It's  taken  hard  work  and  determination  to  get  where  you  are  today. 
So  don’t  take  chances  with  your  future.  For  solid  career  opportunities 
call  EmCare  Physician  Staffing  Services. 

• Hospital  Income  Guarantee 

• Group  Practice  with  Partnership  Opportunity 

• Hospital  Affiliated  ( 501 A ) Practice  with  Full  Benefits 

• Ambulatory  and  Urgent  Care  Centers 

• Community  and  Indigent  Care  Centers 

• HMO 

Take  charge  of  your  career  today.  Call  EmCare  Physician  Staffing 
Services  800/535-9535. 

EmCare 

Physician  Staffing  Services 
The  Choice  Is  Yours 

1717  Main  Street  • Suite  5200  • Dallas,  Texas  75201  • 800/535-9535 


Progressively  Promote  Your  Practice 
With  MedicalControl's 

Provider  Action  Kit 

• Physician  Report  Card 

• Practice  Cost  Analysis 

• RFP  Support 

MEDICALCONTROL,  INC. 

9649  Webb  Chapel  Road,  Dallas,  Texas  75220 
(214)  352-2666  Fax  (214)  352-5777 


located  in  Dealey  Plaza  where  the 
assassination  took  place.  We  are  very 
thankful  that  your  advisors  and  edi- 
tors had  the  foresight  to  print  this 
information. 

The  information  that  the  Parkland 
doctors  set  down,  before  the  Warren 
Commission  report  was  published,  is 
very  important  — especially  because  an 
autopsy  was  not  done  before  the  body 
left  the  hospital,  as  required  by  Texas 
law.  We  know  that  a conflict  exists 
between  what  the  doctors  at  Bethesda 
recorded  during  their  autopsy  and  what 
the  Parkland  doctors  saw.  It  is  very 
helpful  to  have  information  from  the 
Parkland  doctors  about  what  they  did 
before  they  knew  that  a conflict  existed. 

Future  historians  will  definitely 
continue  to  thank  your  editorial  staff 
for  their  wisdom.  T he  article  remains 
a very  important  document  to  the 
investigations  surrounding  this  assas- 
sination. We  look  forward  to  being 
able  to  offer  it  in  our  public  research 
center,  which  we  anticipate  will  open 
in  1996. 

Marian  Ann  J.  Montgomery,  PhD 

Dallas  County  Historical  Foundation 
411  Elm  St,  Ste  120 
Dallas,  TX  75202-3301 
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NEWSMAKERS 


Urologist  Lynn  Banowsky,  MD,  San 

Antonio,  received  the  Kathryn  Dial 
Murray  Gift  of  Life  Award  front  the 
National  Kidney  Foundation  of  South 
Texas. 

Fritz  E.  Barton,  Jr,  MD,  Dallas,  was 
presented  the  Simon  Fredricks  Award 
by  the  American  Society  for  Aesthetic 
Plastic  Surgery.  He  also  was  judged 
best  panelist  for  his  participation  on 
the  facelift  panel  at  the  society's  1994 
annual  meeting. 

The  1995  officers  for  the  El  Paso 
County  Medical  Society  are  radiologist 

Marion  Becker,  MD,  president;  nephrol- 
ogist Fernando  Raudales,  MD,  presi- 
dent-elect; gastroenterologist  J.  Melvin 
Tune,  MD,  vice  president;  internist 

Elaine  M.  Barron,  MD,  secretary;  pul- 
monologist Genaro  Vazquez,  MD,  trea- 


surer; and  internist  Branch  Craige  III, 
MD,  assistant  treasurer. 

Houston  nuclear  medicine  specialist 
John  A.  Burdine,  MD,  retired  as  vice 
chairman  and  chief  executive  officer 
of  St  Luke’s  Episcopal  Hospital  after 
more  than  a decade  in  the  position 
and  25  years  at  St  Luke’s. 

Internist  Robert  B.  Couch,  MD;  hema- 
tologist Edward  C.  Lynch,  MD;  immu- 
nologist Robert  R.  Rich,  MD;  and 
urologist  Peter  T.  Scardino,  MD,  received 
the  highest  faculty  honor  at  Baylor  Col- 
lege of  Medicine  when  they  were  named 
Distinguished  Service  Professors. 

William  L.  Crofford,  MD,  Dallas,  was 
presented  the  George  T.  Caldwell  Dis- 
tinguished Service  Award,  the  highest 
award  bestowed  on  a medical  scientist 
by  the  Texas  Society  of  Pathologists. 


Waun  Ki  Hong,  MD  Robert  R Lehmann,  MD 


Rheumatologist  James  E.  Crout,  MD, 

was  recognized  as  1994  Doctor  of  the 
Year  by  The  Austin  Diagnostic  Clinic 
Board  of  Directors. 

Merle  W.  Delmer,  MD,  San  Antonio, 
was  honored  by  the  trustees  of  the 
American  Board  of  Pathology  in 
recognition  of  the  completion  of  his 
term  as  a trustee  on  December  31. 

Nancy  W.  Dickey,  MD,  Richmond, 


Treating  the  Tigers 


Wilford  Morris,  MD,  is  part  of  a winning  team. 

No,  not  a surgical  team  — a state  champi- 
onship football  team. 

As  team  doctor  for  the  Sealy  Tigers,  the  1994  Class 
3A  champions,  Dr  Morris  has  attended  all  but  four  foot- 
ball games  in  the  past  16  years.  That’s  at  least  10  games 
a year. 

“Even  more  than  that  if  we  do  well,”  Dr  Morris  said. 
Since  1978,  he  has  treated  high  school  sports  players 
from  such  football  greats  as  Eric  Dickerson,  formerly  of 
the  Los  Angeles  Rams,  Los  Angeles  Raiders,  and  Indi- 
anapolis Colts,  to  his  own  son  in  1991.  “But  they’re  all 
my  kids,”  Dr  Morris  added. 


Mr  Dickerson  provides  one  of  Dr  Morris’  most 
memorable  moments  during  his  tenure  at  Sealy  High. 
During  a hepatitis  breakout,  Dr  Morris  had  to  adminis- 
ter shots  to  the  football  team.  Mr  Dickerson,  being  a 
star  running  back,  presented  Dr  Morris  with  quite  a 
challenge.  “We  had  to  catch  him  first,”  he  said.  “It  was 
not  easy,  but  we  eventually  did.” 

Dr  Morris  received  a medal  from  T.J.  Mills,  athletic 
director  and  coach  at  Sealy  High  School,  for  his  help 
during  the  1994  winning  season.  The  Sealy  High  Tigers 
last  won  the  state  championship  in  1978. 

Besides  the  football  team,  Dr  Morris  volunteers  treat- 
ment for  other  sports  participants  at  Sealy  High. 
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received  the  Citation  of  Merit  Award 
from  the  Texas  Society  of  Pathologists 
for  her  contributions  to  medicine. 

Urologist  Herbert  H.  Duke,  Jr,  MD, 
and  surgeon  Drew  D.  Williams,  MD, 

both  of  Baytown,  were  honored  at  the 
annual  Doctor’s  Day  celebration  held 
March  31  by  the  East  Harris  County 
Medical  Society  Auxiliary. 

Radiologist  Charles  M.  Geyer,  MD, 
and  pathologist  Eleanor  S.  Irvine, 

MD,  were  recipients  of  the  Distin- 
guished Service  Award  from  the 
Wichita  County  Medical  Society. 

Houston  oncologist  Waun  Ki  Hong, 
MD,  was  named  to  a 3-year  term  on  the 
Board  of  Scientific  Counselors  of  the 
National  Cancer  Institute’s  Division  of 
Cancer  Prevention  and  Control. 

Robert  P.  Lehmann,  MD,  Nacog- 
doches, was  elected  to  a 1-year  term  on 
the  Board  of  Directors  of  the  Ameri- 
can College  of  Eye  Surgeons. 

Psychiatrist  James  W.  Lomax,  MD, 

Houston,  was  appointed  to  the  Accred- 
itation Council  for  Graduate  Medical 
Education  Residency  Review  Commit- 
tee on  Psychiatry  and  Neurology. 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership; election  or  appointment  to  an  office  of,  or  honors  from, 
a national  or  state  organization ; or,  space  permitting,  recogni- 
tion at  the  local  level.  Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  editor.  Submit  items  for 
consideration,  with  photos  if  possible,  to  Denise  Kotson,  People, 
Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512) 
370-1632. 

H 


Dennis  J.  Lynch,  MD,  Temple,  was 
reelected  secretary  of  the  Board  of 
Directors  of  the  American  Society  of 
Plastic  and  Reconstructive  Surgeons. 

General  practitioner  Joseph  C.  Magli- 
olo,  MD,  was  honored  with  a retire- 
ment reception  in  Dickinson  for  his 
many  years  of  dedicated  medical  ser- 
vice to  the  community. 

Jewell  E.  Malick,  MD,  Mesquite,  was 
elected  president  of  the  American 
College  of  Osteopathic  Obstetricians 
and  Gynecologists. 

Frank  Moody,  MD,  was  named  the 
1993  Distinguished  Houston  Surgeon 
by  the  Houston  Surgical  Society. 

Rio  Grande  City  family  practitioner 
Mario  E.  Ramirez,  MD,  was  selected  as 
Border  Texan  of  the  Year  for  Border- 
Fest  ’95. 

Ibrahim  Ramzy,  MD,  Houston,  was 
elected  president  of  the  American 
Society  of  Cytopathology. 

Houston  internist  Adan  Rios,  MD,  was 
presented  the  decoration  Vasco  Nunez 
de  Balboa  in  the  Rank  “Comendador” 
(knight  commander)  by  Panamanian 
President  Ernesto  Perez  Balladares. 

Oncologist  Philip  A.  Salem,  MD, 

Houston,  was  named  “Man  of  the 
Year  in  Medicine’’  by  Al  Majalla,  a 
leading  Arabic  weekly  magazine. 

Stephen  G.  Seifert,  MD,  El  Paso, 
received  the  American  Medical  Asso- 
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ciation/Burroughs  Wellcome  Com- 
pany Leadership  Award  for  resident 
physicians  with  outstanding  commu- 
nity service. 

The  1995  Texas  Society  of  Patholo- 
gists officers  are  Susan  M.  Strate,  MD, 
Wichita  Falls,  president;  David  N. 
Henkes,  MD,  San  Antonio,  president- 
elect; AlanT.  Moore,  MD,  Austin,  vice 
president;  Joyce  G.  Schwartz,  MD,  San 
Antonio,  secretary;  and  William  C. 
Burton,  MD,  Plano,  treasurer. 

Temple  plastic  surgeon  Raleigh  R. 
White,  MD,  was  elected  to  a 3-year 
term  on  the  Council  of  the  Texas  Sur- 
gical Society. 

Houston  neurosurgeon  John  W. 
Walsh,  MD,  was  awarded  a Swedish 
crystal,  a “symbol  of  excellence”  for 
gamma  knife  treatment,  in  the  1994 
North/South  American  Regional 
Dose  Planning  competition  as  a mem- 
ber of  Hermann  Hospital’s  Walter  M. 
Mischer,  Jr,  Facility  for  Gamma  Knife 
Radiosurgery  team. 


DEATHS 

Craig  H.  Boyd,  MD,  70;  Fort  Worth; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1948;  died 
March  31,  1995. 

Thomas  B.  Bussey,  MD,  79;  Fort 
Worth;  University  of  Tennessee  Col- 
lege of  Medicine-Memphis,  1942; 
died  March  8,  1995. 


People 


Allen  B.  Cohen,  MD,  55;  Tyler; 
George  Washington  University,  1963; 
died  February  27,  1995. 

Hilburn  D.  Gilliam,  MD,  74;  McAllen; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1942;  died 
March  5,  1995. 


Henry  F.  Harren,  Jr,  MD,  65;  Sinton; 
Tulane  University  School  of  Medi- 
cine, 1954;  died  March  25,  1995. 

Francisco  Licon,  MD,  77;  El  Paso;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1950;  died  February  24, 
1995. 


Carl  John  Lind,  Jr,  MD,  85;  Houston; 
University  of  Minnesota  Medical 
School-Minneapolis,  1934;  died  Feb- 
ruary 23,  1995. 

Robert  Lynn  Marshall,  MD,  82;  Tyler; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1934;  died 
March  26,  1995. 


William  L.  Reed,  MD,  76;  Plainview; 
Temple  University  School  of  Medi- 
cine, 1943;  died  March  4,  1995. 

Paul  J. Thomas,  MD,  84;  Dallas;  Bay- 
lor College  of  Medicine-  Dallas,  1936; 
died  March  17,  1995. 

George  Donald  Thurman,  MD,  84; 

Abilene;  Baylor  College  of  Medicine- 
Dallas,  1936;  died  March  14,  1995. 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services,  Inc.,  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


W’e  are  a dedicated  group  of 

professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician’s  claim  history,  specialty 
or  previous  problems. 


Medical  Insurance  Services,  Inc. 

For  additional  information,  contact: 

James  T.  Rubino,  Executive  Director 
Aberdeen  Medical  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd.,  Suite  900  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery'  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 
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For  every  anesthesiologist,  the  time  may  come  when  you  need  assurance  that 
you're  with  the  right  professional  liability  insurance  carrier.  That’s  The 
Doctors'  Company.  We  are  the  nation’s  largest  doctor-owned  medical 
malpractice  carrier.  We  are  also  one  of  only  six  doctor-owned  companies  in 
the  United  States  to  receive  A.M.  Best’s  A+  (Superior)  rating.  Our  special 
Anesthesiologists  Only  program  offers: 


Guidance  by  a Representative  Panel  of  Anesthesiologists 
Free  “Tail  Coverage”  at  Any  Age 
Practical  Risk  Management 
24-Hour  Claims  Service  • Local  Defense  Counsel 


We  know  anesthesiology.  We  know  insurance. 
Call  us  for  your  peace  of  mind. 


Archibald  & Associates,  Inc. 

Ken  Archibald  (800)  460-4101  or  (214)  771-4101 


This  is 

No  Time 
to  Worry 

About  Medical 
Malpractice 


Insurance 


The  Doctors'  Company 


Legislative  Affairs 


A doctor  in  the  House 

Freshman  Rep  Kyle  Janek,  MD, 
juggles  medical  practice , politics 

By  Ken  Ortolon,  Associate  editor 


hen  Kyle  Janek,  MD,  was  elected  to  the 
Texas  House  of  Representatives  last 
November,  physicians  across  the  state 
rejoiced  to  once  again  have  one  of  their 
own  participating  in  the  legislative  process  from  the  inside. 
It  had  been  5 years  since  a physician  had  served  in  the 
Texas  Legislature,  and  during  that  time  other  health  pro- 
fessionals — namely,  nurses,  pharmacists,  and  chiroprac- 
had  been  well  represented. 


not 


tors 


The  37-year-old  Houston  anesthesiologist  had 
campaigned  as  a one-issue  candidate,  however,  and  had  no 
intention  of  letting  medicine  dominate  his  agenda.  Crime, 
education,  and  taxes  were  the  key  planks  of  the  campaign 
that  got  him  to  Austin. 

But  “Representative  Janek"  quickly  found  that  the  med- 
ical expertise  of  “Doctor  Janek” 
was  a highly  sought-after  com- 
modity. And  it  was  that  exper- 
tise that  has  allowed  him  to 
make  a tremendous  impact  on 
the  legislative  process  as  a fresh- 
man representative. 

House  Speaker  James  E. 

“Pete”  Laney  appointed  him  to 
the  House  Committee  on  Pub- 
lic Health,  where  he  was  able  to 
have  an  immediate  impact  for 
organized  medicine. 

“He  has  been  a significant 
factor  on  the  Committee  on 
Public  Health  on  almost  any 
legislation  you  can  name,”  said 
Kim  Ross,  Texas  Medical  Asso- 
ciation’s director  of  public 
affairs.  “His  scientific  knowl- 
edge has  had  a significant  effect 
on  the  nature  of  hearings  in 
that  committee.  He  has  become 


MSA 


Physician-legislator  Kyle  Janek,  MD, 
the  Texas  House  of  Representatives. 


sort  of  a buoy  or  guidance  system  for 
the  committee  on  medical  issues.” 

While  Dr  Janek  is  enjoying  his  new 
political  career,  it  has  taken  a toll  on 
his  medical  practice,  personal  life,  and 
income.  He  has  had  to  cut  his  practice 
time  back  substantially,  limiting  it  to 
weekend  call.  His  legislative  and 
surgery  schedules  keep  him  busy  6 or 
7 days  a week.  But  Dr  Janek’s  tremen- 
dous intensity  keeps  him  going. 

“Kyle  has  a fantastic  level  of  energy,” 
said  then  TMA  President  Betty  P. 
Stephenson,  MD,  who  practices  with  Dr  Janek  in  a large 
anesthesiology  group  in  Houston.  “That’s  one  thing  that 
enables  him  to  do  this.” 

Texas  Medicine  caught  up  with  Dr  Janek  in  late  April, 
just  weeks  before  the  end  of  his  first  legislative  session,  and 
asked  him  about  the  challenges  of  being  a physician-law- 

maker  and  his  impressions  of 
the  legislative  process. 

Texas  Medicine:  You’ve  spent  3 
years  of  your  life  running  for  this 
office  in  two  different  cam- 
paigns. Was  it  worth  it? 


Dr  Janek:  Yes.  I’m  having  more 
fun  now  than  I’ve  had  in  the  last 
5 or  6 years.  I enjoyed  medical 
school  and  my  residency.  It  was 
an  opportunity  to  learn  some- 
thing new,  something  that’s 
important.  Becoming  a legisla- 
tor is  very  similar  to  that.  I have 
a couple  of  hours  in  the  morn- 
ing before  the  House  goes  into 
session,  and  in  those  2 hours 
there’s  no  telling  who’s  going  to 
come  through  the  door  and  sit 
down  and  tell  me  about  their 
particular  issues,  needs,  gripes, 


«t 


• SSI 

<*■»! 

•»■»! 

*■»** 

it 


reflects  on  his  first  term  in 
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whatever.  So  for  a half  hour,  I may  be 
talking  about  underground  utility 
lines  getting  torn  up  by  contractors, 
and  the  next  minute  be  talking  about 
permits  to  carry  concealed  weapons. 

TM:  Has  the  job  been  what  you 
expected,  or  have  some  aspects  of  it 
taken  you  by  surprise? 

Dr  Janek:  Some  things  are  different. 
There’s  not  a great  deal  of  partisan  poli- 
tics while  were  in  session  and  while 
we  re  on  the  House  floor.  I expected  to 
find  a continuous  animosity  with  peo- 
ple whose  ideas  are  very  different  from 
mine.  It  turns  out  that  most  folks  are 
very  deferential  in  terms  of  listening  to 
what  I have  to  say,  and  I try  to  be  the 
same  way  to  them.  In  spite  of  the  differ- 
ences, there’s  nearly  always  some  com- 
mon ground  on  another  issue.  Some  of 
my  strongest  foes  on  particular  topics 
have  come  to  be  some  of  my  staunchest 
allies  on  other  topics,  especially  with 
regards  to  medicine. 

TM:  Spending  4 or  5 days  a week  in 
Austin  obviously  makes  it  difficult  to 
maintain  a medical  practice  in  Hous- 
ton. How  have  you  arranged  your 
schedule  to  juggle  both  jobs? 

Dr  Janek:  It’s  been  very  difficult  to 
find  time  to  practice  medicine.  When 
I go  back  home  to  the  district  on 
weekends,  I end  up  covering  call  at 
the  hospital  for  24  hours.  If  we’re  not 
particularly  busy  and  I get  some  rest, 
that’s  fine.  But  if  it’s  a busy  day  and 
night  and  I don’t  get  any  sleep,  that 
means  I spend  the  next  day  sleeping. 
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So  I’ve  lost  2 days  in  there,  and  if  were 
working  the  rest  of  the  week  in  ses- 
sion, in  committees,  or  doing  my  con- 
stituent work,  basically  I have  no  days 
off.  In  fact,  now  that  we  are  in  session 
5 days  a week,  I’m  not  practicing  at 
all.  I haven’t  worked  in  the  past  3 
weeks,  and  I probably  won’t  get  back 
to  the  hospital  again  until  the  session 
is  over. 

TM:  That  has  got  to  take  a tremendous 
toll  on  your  practice  income.  I’m  sure 
your  legislative  salary  [$7,200  annu- 
ally] doesn’t  compensate  for  that. 

Dr  Janek:  I'll  make  half  as  much  money 
this  year  as  I did  last  year.  I planned  for 
it  financially  and  put  money  aside  so  I 
could  pay  the  mortgage. 

TM:  As  a newcomer  to  the  House, 
how  active  have  you  been  in  pushing 
your  own  legislation? 

Dr  Janek:  As  a freshman.  I’ve  been 
fairly  content  to  stay  in  the  background 
and  not  assert  myself  in  areas  where  I’m 
just  learning  my  way  around.  The 
learning  curve  in  the  first  3 months  has 
been  incredibly  steep  because  I’m  in  a 
new  environment.  I was  lucky  to  get 
experienced  staff  who  knew  the  techni- 
cal aspects  of  the  step-by-step  legisla- 
tive process.  That  was  a tremendous 
help.  Next  session,  if  I’m  reelected,  I’ll 
be  a little  more  confident  and  have  a 
better  idea  of  where  I’m  going. 

TM:  Despite  staying  in  the  back- 
ground, you  carried  a few  pieces  of 
legislation. 
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Dr  Janek:  I authored  17  bills.  Some 
are  local  matters  that  deal  with  Harris 
County  and  my  district,  and  others 
have  statewide  consequences. 

TM:  The  ideal  and  the  practical  often 
conflict  when  it  comes  to  politics. 
Have  you  experienced  that? 

Dr  Janek:  Yes.  For  one  thing,  every- 
thing gets  compromised.  Something 
might  seem  so  clear,  rational,  and 
obvious  to  me,  but  someone  from  a 
different  walk  of  life  or  a different  part 
of  the  state  may  have  a conflict  with  it. 
That  puts  me  in  the  position  of  asking 
whether  I want  it  all  or  nothing.  Is 
there  a principle  involved  that’s  so 
dear  to  me  that  I dare  not  compro- 
mise, or  am  I better  off  getting  half  a 
loaf  rather  than  none? 

TM:  Is  it  frustrating,  as  a physician,  to 
see  legislative  decisions  about  medical 
issues  being  made  based  on  political 
criteria  rather  than  on  the  best  clinical 
information? 

Dr  Janek:  Let  me  give  you  a perfect 
example  of  that.  The  Committee  on 
Public  Health  recently  considered  leg- 
islation that  would  ban  electroconvul- 
sive therapy  (ECT).  We  have  not  seen 
any  scientific  data  that  demonstrate 
that  ECT  causes  brain  damage.  None. 
And  we’ve  heard  a lot  of  testimony 
from  people  that  ECT  has  helped. 
When  used  appropriately  in  the  right 
patient  population,  it’s  a valuable 
therapeutic  tool. 

On  the  other  hand,  we’ve  heard 
from  a series  of  people  who  have  mental 
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illnesses  who  say  they’ve  had  ECT  and 
that  they  are  damaged  from  it.  They 
show  up,  they  tell  very  heart-rending 
stories,  and  it’s  difficult  for  the  other 
committee  members  to  separate  the 
clinical  facts  from  these  heart-rending 
stories.  It’s  my  job  to  sit  in  the  commit- 
tee and  tell  them  this  is  a good  treat- 
ment that  has  helped  a great  many 
people.  I’ve  seen  it,  I’ve  been  in  there, 
I've  done  anesthesia  through  it.  The 
best  I can  do  is  lay  it  out  there  from  the 
clinical  point  of  view  and  hope  that’s 
enough  to  persuade  the  other  commit- 
tee members. 

T/V 1:  You've  had  some  situations 
already  with  legislation  of  your  own 
where  the  ideal  and  the  politically 
practical  have  been  at  odds.  Take,  for 
example,  your  Choice  of  Physician 
Act  and  your  bill  to  require  the  State 
Board  of  Medical  Examiners  to  dis- 


close to  physicians  the  names  of  indi- 
viduals who  have  filed  complaints 
against  them.  Have  you  found  it  diffi- 
cult to  separate  what  seems  rational  to 
you  as  a physician  and  what  realisti- 
cally can  pass  in  the  legislature? 

Dr  Janek:  Yes,  and  those  are  two  very 
good  examples.  My  bill  to  allow  full 
disclosure  of  complaints  that  are  filed 
with  the  State  Board  of  Medical  Exam- 
iners has  some  philosophical  merit  to 
it.  I’m  not  happy  with  a state  agency 
that  can  keep  some  information  away 
from  a person  that  they’re  investigat- 
ing. But  I’ve  been  doing  so  much  work 
that  seems  to  affect  physicians  that  I’ve 
started  to  hear  grumbling  that  I was 
too  narrow  focused,  too  special-inter- 
est-oriented toward  the  doctors.  So  I 
pulled  my  State  Board  of  Medical 
Examiners  bill  down. 

I had  to  compromise  on  that  bill  in 


“As  a physician, 

I make  a big 
difference  for  a 
small  number  of 
people.  Here,  I 
feel  like  I’m  making 
a small  difference 
for  a great  number 
of  Texans.” 

State  Rep  Kyle  Janek , MD,  introduces  his  House 
colleagues  to  Edward  L Langston,  MD,  of  Hous- 
ton, left,  who  was  serving  as  Physician  of  the 
Day  at  the  Capitol. 

exchange  for  some  attention  given 
other  bills.  Consumer  groups  didn’t 
like  the  bill,  and  I needed  to  keep  the 
consumer  groups  happy  for  my  Choice 
of  Physician  Act.  So  I compromised. 

TM:  It’s  interesting  that  you  got  tagged 
for  being  too  close  to  medicine  when 
you  really  campaigned  on  a number  of 
other  issues  — crime,  education,  taxes. 
Have  you  been  focusing  on  those 
issues,  as  well? 

Dr  Janek:  Because  my  area  of  expertise 
is  not  crime,  education,  or  taxes,  I 
have  spent  a lot  of  time  getting  caught 
up  on  those  areas.  There  are  a great 
number  of  people  around  here  who’ve 
worked  on  crime  longer  than  I have. 
I’m  trying  to  learn  from  them  while 
still  injecting  my  views  on  the  legisla- 
tive process. 

I had  a bill  that  would  have  lowered 
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the  age  at  which  a violent  juvenile 
could  be  certified  to  stand  trial  as  an 
adult  to  14  years  old.  Several  other  leg- 
islators also  had  that  idea.  Instead  of 
my  bill  passing,  we  just  incorporated  it 
into  other  legislation.  So  what  I cam- 
paigned on  will  appear  in  the  final  out- 
come, but  it’s  just  not  going  to  have  my 
name  on  it.  The  same  thing  goes  with 
my  views  on  education  and  taxes.  I’m 
working  through  a more  subtle  process. 

TM:  Are  there  sometimes  conflicts 
between  being  a physician  and  being  a 
Republican? 

Dr  Janek:  Occasionally.  Look  at  my 
Choice  of  Physician  Act.  My  bill  said 
that  any  health  maintenance  organiza- 
tion (HMO),  preferred  provider  organi- 
zation (PPO),  or  insurance  company  in 
the  state  of  Texas  has  to  let  the  enrollees 
choose  their  physicians,  even  if  they  are 
not  in  that  network.  The  HMOs  cried 
foul  and  said  it  would  destroy  them. 
The  business  lobby  lined  up  against  it 
because  they  thought  it  would  increase 
their  costs.  And  my  Republican  col- 
leagues were  swayed  by  that. 

I had  to  admit  this  is  another  man- 
date. But  I think  this  one  is  just  too 
important.  We  regulate  so  many 
things  about  medicine  that  don’t 
amount  to  a hill  of  beans.  Things  that 
don’t  change  the  quality  of  care  but 
drive  up  the  cost.  This  one  is  so  fun- 
damental to  our  understanding  of 
medical  care  in  this  country  — that 
you  get  to  pick  your  doctor.  So  that 
bumped  me  up  against  the  business 
lobby  and  a few  Republicans,  who  are 
obviously  my  traditional  allies. 
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TM:  Your  appointment  to  the  House 
Committee  on  Public  Health  has  been 
extremely  valuable  to  organized  medi- 
cine. In  fact,  there  are  other  issues  on 
which  your  medical  expertise  has 
proven  critical  during  committee 
deliberations.  One  was  legislation 
involving  the  rule-making  authority 
of  the  State  Board  of  Chiropractic 
Examiners.  How  were  you  able  to 
influence  that  legislation? 

Dr  Janek:  In  the  hearing  process,  we 
listened  to  testimony  from  the  Texas 
Workers’  Compensation  Commission 
in  which  it  appeared  chiropractors 
had  been  billing,  and  in  some  cases 
been  reimbursed,  for  medical  proce- 
dures that  clearly  are  not  within  the 
practice  of  chiropractic  — surgery  like 
hernial  repairs,  amputations,  even 
expensive  upper  GI  radiologic  series. 
In  addition,  their  board  seems  to  be 
more  willing  to  expand  the  scope  of 
practice  of  chiropractic  than  to  police 
bad  members  of  the  profession.  A lot 
of  the  committee  members  do  not 
understand  what  an  upper  GI  series  is 
and  why  it  isn’t  allowed  in  the  practice 
of  chiropractic.  My  job  was  to  spot 
those  things  and  point  them  out  to 
other  committee  members. 

The  tone  of  the  hearing  changed 
when  I started  pointing  out  that  it 
appeared  chiropractors  were  perform- 
ing surgical  procedures.  Were  still 
sorting  through  that.  We  don’t  know 
for  a fact  that  this  has  happened,  but 
the  evidence  is  there  and  we  have  to 
pursue  it.  It  has  brought  into  question 
the  whole  practice  of  chiropractic, 
what  a chiropractor  is  trained  to  do. 
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For  example,  the  dean  of  external 
affairs  for  the  Texas  Chiropractic  Col- 
lege in  Pasadena  presented  testimony 
that  students  there  are  qualified  to  rec- 
ognize problems  in  obstetrics  and 
gynecology.  A lot  of  committee  mem- 
bers just  accepted  that  when  they 
handed  us  a course  description  and 
said  it’s  right  in  here.  But,  I had  to 
point  out  that  they  have  no  teaching 
hospital.  Students  don’t  rotate  through 
a hospital  where  they  teach  obstetrics/ 
gynecology.  They  don’t  rotate  through 
a pediatric  hospital.  They  don’t  rotate 
through  surgical  procedure  facilities. 
The  chiropractors  were  claiming 
knowledge  and  training  in  areas  where 
they  had  no  clinical  experience  what- 
soever, only  classroom  lectures. 

TM:  There  are  some  other  health  pro- 
fessionals in  the  legislature,  including 
a nurse,  a dentist,  a pharmacist,  and  a 
chiropractor.  Have  you  been  able  to 
work  effectively  with  them? 

Dr  Janek:  My  relationship  with  them 
has  worked  well.  When  we  talk  about 
health-related  issues,  it  has  been  on  a 
professional  basis.  When  I talk  to  the 
pharmacist  who’s  in  the  legislature, 
Rep  Leticia  Van  de  Putte  [D-San 
Antonio],  I talk  to  her  as  though  I 
were  talking  to  a pharmacist,  and  I 
believe  she  talks  to  me  as  though  she 
were  talking  to  a physician. 

TM:  There  are  going  to  be  times  when 
you  will  be  openly  at  odds  with  your 
medical  colleagues  or  TMA  on  a par- 
ticular issue.  How  are  you  going  to 
handle  that? 
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Dr  Janek:  I'm  going  to  vote  my  con- 
science. Some  things  will  probably 
come  up.  I'll  give  you  an  example:  the 
issue  of  smoking  in  public  places. 
Smoking  is  bad  for  your  health.  I d be 
very  worried  if  TMA  took  some  other 
stance  than  that  smoking  is  bad  for 
your  health.  But  I also  have  to  balance 
my  conscience  and  my  constituency 
and  the  needs  for  personal  freedom. 
So  there  will  be  times  when  good 
health  care  butts  up  against  the  issue 
of  personal  freedom  — bicycle  helmet 
laws,  motorcycle  helmet  laws,  smok- 
ing in  public  places.  All  those  things 
are  going  to  involve  a balance  between 
personal  freedom  — even  if  it  means 
freedom  to  hurt  yourself  — and  that 
which  is  best  for  the  human  body. 

I already  have  experienced  situations 
where  my  views  are  at  odds  with  other 
physicians.  I’m  getting  letters  from 
HMO  doctors  who  have  been  told  by 
their  HMOs  that  my  Choice  of  Physi- 
cian bill  will  drive  them  out  of  business, 
which  couldn’t  be  further  from  the 
truth.  I have  to  explain  my  position  to 
them  and  remind  them  there  are  a great 
many  other  issues  where  they’re  going 
to  absolutely  love  what  I'm  doing.  If  an 
issue  is  so  important  to  them  that  they 
feel  the  need  to  support  my  opponent 
or  run  against  me  themselves,  so  be  it. 
I’ve  got  to  do  what  I think  is  right,  and 
I’ll  just  have  to  suffer  the  consequences. 
The  price  of  having  power  is  using  it, 
because  every  time  you  use  power,  you 
make  somebody  angry  and  you  lose  a 
little  bit  of  that  power. 

T/V 1:  You’ve  participated  in  political 
activities  through  TMA  since  you  were 


a medical  student.  Now  that  you’re  an 
officeholder  getting  pressure  from 
TMA  and  other  lobby  organizations, 
how  do  you  view  the  lobby? 

Dr  Janek:  What  I've  come  to  under- 
stand is  the  lobby  serves  two  impor- 
tant functions.  First,  the  lobby 
represents  a group  of  people  who  feel 
so  strongly  about  an  issue  that  they 
put  their  money  into  hiring  somebody 
to  represent  their  views.  Second,  the 
lobby  serves  as  a dispassionate  buffer 
between  people  who  feel  strongly  and 
emotionally  about  an  argument  and 
the  rational  process  of  passing  legisla- 
tion. If  we  re  going  to  compromise, 
and  compromise  is  everywhere,  it’s 
kind  of  nice  to  have  a dispassionate 
mediator  between  the  two  sides. 

TM:  What  are  the  most  important 
things  that  you  will  take  out  of  this 
session? 

Dr  Janek:  I’ve  developed  a capacity  to 
listen  to  other  people’s  points  of  view 
even  when  they  are  vastly  different  from 
mine.  In  terms  of  accomplishments, 
what  I’ve  hoped  to  do  is  raise  the  level  of 
awareness  of  medical  care  on  the  floor 
of  the  House  of  Representatives.  And 
when  I make  an  impassioned  speech  for 
people  being  able  to  pick  their  own  doc- 
tors or  to  support  legislation  to  improve 
immunizations  for  children  in  the  state 
of  Texas,  I think  people  will  realize  I'm 
making  those  from  my  experience  and 
from  my  heart. 

TM:  If  you  had  it  to  do  over  again, 
would  you  run  for  political  office? 


Would  you  recommend  that  other 
physicians  run? 

Dr  Janek:  Absolutely.  I’m  fortunate 
because  I’m  not  an  office-based  physi- 
cian. I don't  have  my  own  set  of 
patients  that  I have  to  hand  to  some- 
one else.  My  group  will  continue  to 
survive  and  pay  the  bills  in  my 
absence.  And  I’ve  got  a group  that’s 
very  understanding.  It  would  be  diffi- 
cult if  my  situation  were  otherwise.  I 
would  encourage  anybody  else  who’s 
in  a similar  situation  to  seek  office. 

It’s  been  an  incredible  experience 
for  me  in  terms  of  what  I’ve  learned 
and  what  I've  been  able  to  accom- 
plish, even  as  a freshman.  It’s 
extremely  rewarding.  As  a physician,  I 
make  a big  difference  for  a small  num- 
ber of  people.  Here,  I feel  like  I’m 
making  a small  difference  for  a great 
number  of  Texans. 

I have  every  intention  of  running 
again,  and  I would  hope  there  are 
other  physicians  and  physician  spouses 
in  the  state  who  will  join  me.  There  is 
plenty  of  work  for  us  to  do.  ★ 
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Up  to  code 

Medicare  documentation  guidelines  can  defuse  coding  time  bomb 


By  Larry  BeSaw,  Associate  editor 


egend  has  it  that  King  Gordius  of  Phrygia  tied  a 
knot  in  rope  that  was  so  complex,  oracles 
believed  it  could  only  be  undone  by  the  future 
master  of  Asia.  Failing  to  untie  the  so-called 
Gordian  knot,  Alexander  the  Great  simply  cut  it  with  his 
sword.  Alexander  the  Great  accomplished  much  in  his  life, 
but  he  never  had  to  face  a Medicare  audit. 


Physicians  and  their  office  staffs  deal  with  their  own 
Gordian  knots  daily  in  the  form  of  a tangle  of  codes,  num- 
bers, and  definitions  intended  to  make  sure  they  bill  — 
and  are  reimbursed  — appropriately  for  the  care  they  pro- 
vide patients  under  the  Medicare  program.  If  doctors 
could  simply  cut  the  knot  with  a sword  (or  scalpel),  no 
doubt  they  would. 

On  paper,  it  appears  simple:  Treat  the  patient,  select  the 
code  that  fits  the  description  of  his  or  her  illness  and  the 
“medically  necessary”  services  provided,  file  a claim,  and 


receive  payment.  Ol  course,  it’s  not 
that  simple. 

Although  redefined  3 years  ago,  the 
codes  still  can  be  confusing,  and  well- 
meaning  physicians  can  find  them- 
selves being  audited  by  Medicare  and 
having  to  pay  back  thousands  of  dol- 
lars for  inadvertently  using  the  wrong 
codes  and  collecting  more  money  than 
they  are  entitled  to  collect. 

Short  of  a malpractice  suit,  a Medicare  audit  can  be  a 
physician’s  worst  nightmare  because  auditors  often  demand 
to  see  the  medical  records  of  hundreds  of  patients  over  a 2- 
to  3-year  period  to  determine  if  a pattern  of  overcharging 
exists.  (Some  cynics  believe  Medicare  auditors  fit  the  defin- 
ition often  applied  to  newspaper  editorial  writers:  someone 
who  comes  down  out  of  the  hills  after  the  battle  and  shoots 
the  survivors.) 

Physicians  often  have  to  make  very  difficult  decisions  in 
trying  to  pigeonhole  patients  into  the  definitions  listed  in 
the  codes.  An  example  of  the  hairsplitting  that  physicians 
often  have  to  engage  in  can  be  found  on  pages  12  and  13 
of  the  American  Medical  Association’s  1995  Physicians' 
Current  Procedural  Terminology  (CPT). 

Codes  99213,  99214,  and  99215  involve  an  office  or 
other  outpatient  visit  for  the  evaluation  and  management 
of  an  established  patient.  Each  lists  three  key  compo- 
nents. The  first  two  are  fairly  easy  to  understand,  but 
it’s  the  last  one  that  can  be  tricky.  The  third  compo- 
nent of  99213  involves  “medical  deci- 
sion making  of  low  complexity,”  while 
99214  requires  “medical  decision  making 
of  moderate  complexity,”  and  99215 
requires  “medical  decision  making  of 
high  complexity.”  Physicians  have  to 
decide  which  best  fits  their 
patients  and  hope  that  somewhere 
down  the  road  an  auditor  doesn’t 
decide  he  or  she  was  wrong. 
Complicating  the  problem  is  the  fact  that  the 
codes  have  to  be  all  things  to  all  people.  They  are 
designed  to  be  used  by  virtually  every  physician  on  the 


22 


TEXAS  MEDICINE  ★ JUNE  1995 


Medical  Economics 


Medicare  program,  regardless  of  spe- 
cialty, and  have  to  encompass  virtually 
everything  the  physician  encounters. 
Radiologists,  anesthesiologists,  and 
pathologists  are  the  only  physicians 
who  do  not  use  the  codes,  since  their 
services  are  defined  differently. 

Because  millions  of  Medicare 
claims  are  fded  each  year  in  the 
United  States  — Texas  alone  averages 
3 million  a month  — it  may  take 
years  for  Blue  Cross  and  Blue  Shield, 
the  state  Medicare  carrier,  to  discover 
that  something  is  wrong.  Claims  are 
paid  as  they  come  in,  and  it  is  only 
during  periodic  examinations  known 
as  Focused  Medical  Reviews  when 
comparisons  of  state  and  national  data 
on  CPT  code  usage  are  made  that 
variances  from  normal  procedures  are 
uncovered.  If  a pattern  of  improper 
code  usage  is  traced  to  an  individual 
physician  or  group  and  investigators 
determine  a full-scale  audit  is  war- 
ranted, the  results  could  be  disastrous. 

“It’s  a ticking  time  bomb  in  your 
office,”  said  David  Marcus,  PhD, 
director  of  the  Texas  Medical  Associa- 
tion’s health-care  financing  depart- 
ment. “You  go  along  for  years  and 
everything’s  fine,  and  then  one  day 
you  get  a letter  that  they  want  200 
medical  records,”  he  said.  After  going 
to  the  time  and  expense  of  collecting 
and  turning  over  the  records,  Dr  Mar- 
cus said,  “you  get  back  a letter  from 
them  a few  months  later  saying 
they’ve  determined  that  you  owe 
$15,000,  $20,000,  or  $25,000,  or  in 
one  case  I know  of,  $125,000.  The 
onus  is  on  the  physicians  to  prove 
they’re  innocent.” 


Paved  with  good  intentions 

In  early  1992,  the  Health  Care 
Financing  Administration  (HCFA) 
began  a transition  from  a pure  fee-for- 
service  system  to  a new  system  based 
upon  the  resource-based  relative  value 
scale.  AMA  then  redefined  the  Evalua- 
tion and  Management  (E/M)  services 
codes.  At  the  time,  it  was  believed 
they  were  self-explanatory,  and  physi- 
cians could  easily  determine  what 
level  of  service  they  were  providing 
and  file  appropriate  claims.  That 
turned  out  not  to  be  true. 

At  HCFA’s  request,  Blue  Cross  and 
Blue  Shield  of  Texas  and  other  state 
Medicare  carriers  performed  an  “early 
claims  review”  to  see  how  the  new 
codes  were  being  received  and  used.  In 
Texas,  a review  of  300  to  400  medical 
records  and  related  claims  revealed 
that  the  wrong  codes  had  been  used 
about  half  the  time,  says  Barbara  Har- 
vey, director  of  customer  support  at 
Blue  Cross  and  Blue  Shield’s  Dallas 
headquarters.  Similar  problems  were 
discovered  nationally.  “At  that  point, 
AMA  and  HCFA  decided  to  go  back 
to  the  drawing  board,  look  at  all  the 
codes,  and  develop  guidelines  for  doc- 
umentation,” she  said. 

The  result  is  a set  of  E/M  service 
guidelines  that  will  help  physicians 
ensure  that  claims  are  filed  under  the 
proper  codes.  Moreover,  following  the 
guidelines  will  make  sure  doctors  have 
proof  that  they  billed  correctly  in  case 
the  claims  are  ever  questioned.  They  are 
designed  to  be  consistent  with  the  CPT 
clinical  descriptors  and  definitions,  to 
be  widely  accepted  by  doctors,  to  mini- 
mize changes  in  record-keeping  prac- 
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tices,  and  to  be  uniformly  interpreted 
and  applied  by  users  nationwide. 

For  E/M  services,  the  nature  and 
amount  of  physician  work  and  docu- 
mentation vary  by  the  type  of  service, 
place  of  service,  and  the  patient’s  sta- 
tus. The  seven  general  principles  of  the 
guidelines  are: 

• Medical  records  must  be  legible  and 
complete. 

• The  documentation  for  each  patient 
must  include  the  reason  for  the  visit 
with  a relevant  history,  physical 
examination  findings,  and  prior 
diagnostic  test  results;  an  assess- 
ment, clinical  impression,  or  diag- 
nosis; a plan  for  care;  and  a date  and 
legible  identity  of  the  physician. 

• Physicians  must  document  all  diag- 
nostic tests  and  other  ancillary  ser- 
vices they  order. 

• Past  and  present  diagnoses  must  be 
made  accessible  to  the  treating  or 
consulting  physician. 

• All  appropriate  health  risk  factors 
should  be  identified. 

• The  patient’s  progress,  response  to 
and  changes  in  treatment,  and  any 
revisions  of  diagnoses  must  be  docu- 
mented. 

• The  diagnostic  codes  reported  on 
the  health  insurance  claim  form  or 
billing  statement  should  be  sup- 
ported by  the  documentation  in  the 
medical  record. 

“These  standards  are  very  impor- 
tant because  they  now  provide  a bench- 
mark for  physicians  for  how  to  prepare 
a medical  record,  what  should  go  into 
it  when  they  provide  evaluation  and 
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management  services.  Until  now,  they 
really  haven’t  known,”  Dr  Marcus  said. 

Dr  Marcus  says  despite  allegations 
of  fraud  made  periodically  by  con- 
sumer groups  and  others,  the  vast 
majority  of  incorrect  billings  are  unin- 
tentional. “Frankly,  there’s  no  substan- 
tiation for  it,”  he  said.  “We  keep 
hearing  about  them  time  after  time. 
But  when  we  ask  them  to  show  us  evi- 
dence, they’re  hard-pressed  to  do  that. 
The  big  reason  for  the  errors  is  that 
the  different  levels  of  cod- 
ing are  not  very  clear.” 

Ms  Harvey  agrees  the 
code  definitions  like  those 
for  outpatient  E/M  services 
for  established  patients  can 
be  perplexing  and  that 
errors  are  the  biggest  cul- 
prits in  miscoding.  “What’s 
low  to  you  and  I might  be 
high  to  someone  else,”  she 
said.  “I  think  the  new 
guidelines  will  be  a big  help 
to  the  physicians  and  let 
them  know  that  this  is 
what  we  expect  to  see.  That  way,  it’s 
not  one  of  those  fuzzy  things  where 
the  doctor  may  not  know.” 

Another  reason  for  errors  may  be 
the  tendency  on  the  part  of  many 
physicians  to  leave  claims  coding  up 
to  members  of  their  office  staffs  and 
assume  they  know  what  they  are 
doing,  when  that  may  not  be  the  case. 
However,  under  the  law,  the  physician 
is  ultimately  responsible  for  the  accu- 
racy of  the  claims.  Violations  could 
bring  civil  and  criminal  penalties  of 
$2,000  per  claim  and  ouster  from  the 
Medicare  program. 

2-4 


One  physician  who  sees  a large 
number  of  Medicare  patients  in  his 
practice  says  that  responsibility  is  caus- 
ing him  and  many  of  his  colleagues  to 
take  matters  into  their  own  hands  and 
do  the  coding  themselves.  “The  staff 
used  to  just  look  at  what  the  doctor 
wrote  down  and  come  up  with  a code 
to  fit.  They  have  learned  that  this  does 
not  work,”  said  TMA  Trustee  Robert 
Donald,  MD,  of  Houston,  an  internal 
medicine  specialist  and  former  chair  of 


TMA’s  Council  on  Socioeconomics. 

Dr  Donald  says  that  like  other 
aspects  of  practicing  medicine,  docu- 
mentation is  critical  to  avoid  overcod- 
ing and  undercoding.  “Many 
physicians  have  a problem  knowing 
what  they  have  done  and  that  a cer- 
tain amount  of  work  qualified  for  a 
specific  code  because  they  have  failed 
to  document  it  in  the  chart.  If  it’s  not 
documented  in  the  chart,  it  is  not 
done.  This  is  the  same  as  is  true  with 
liability  suits  or  anything  else.  If  it’s 
not  written  down,  you  haven’t  done 
it,”  he  said. 
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Upon  further  review  . . . 

The  guidelines  have  been  given  to  all 
physicians  with  Medicare  provider 
numbers,  and  they  should  be  follow- 
ing them.  HCFA  has  not  determined 
a final  implementation  schedule,  but 
it  is  expected  that  Blue  Cross  and  Blue 
Shield  and  other  carriers  will  begin 
reviewing  claims  during  the  summer. 
Initially,  the  review  will  be  intended  to 
help  educate  physicians  about  the  use 
of  the  guidelines  but  could  involve 
asking  doctors  for  medical  records  to 
see  if  they  are  overcharging. 

“If  we  see  aberrant  practices  where 
a doctor  is  always  using  the  highest 
level  of  codes,  then  that  would  proba- 
bly be  the  physician  we  would  ask  for 
records.  That  is  not  to  say  that  the 
physician  has  not  correctly  used  the 
codes.  It  may  have  been  medically 
necessary,  and  he  may  have  appropri- 
ately documented  the  highest  level  of 
code,”  Ms  Harvey  said. 

While  physicians  can  anticipate 
closer  scrutiny  of  their  claims  in  the 
future,  Dr  Marcus  says  he  doubts 
there  will  be  many  full-scale  audits,  at 
least  in  the  short  run.  “They  can’t  go 
back  and  look  for  patterns  of  inappro- 
priate coding  with  these  new  E/M 
codes  for  a period  in  which  doctors 
had  no  standards  about  how  to  docu- 
ment,” he  said.  “That  is  true  from 
1992  until  this  year,  when  the  new 
instructions  went  out.” 

The  guidelines  will  be  helpful,  but 
they  do  not  solve  another  problem  fac- 
ing physicians  — a lack  of  a clear  defi- 
nition for  what  constitutes  a 
comprehensive  examination  of  a single 
system  in  the  body.  “We  understand 


“If  it’s  not  docu- 
mented in  the  chart, 
it  is  not  done.  This  is 
the  same  as  is  true 
with  liability  suits  or 
anything  else.  If  it’s 
not  written  down, 
you  haven’t  done  it.” 
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what  a comprehensive  examination 
head-to-foot  is,  but  we  don’t  know 
what  a comprehensive  single-system 
examination  is,”  Dr  Donald  said. 
“What  is  a comprehensive  examina- 
tion of  the  eye,  for  example?”  he  asked. 

That  issue  is  being  addressed  by 
AMA,  HCFA,  and  several  of  the  spe- 
cialty societies  and  a definition  could  be 
available  by  summer,  Ms  Harvey  says. 


I MA  has  a number  of  services  to 
help  physicians  deal  with  Medicare 
issues.  These  services  include  mini- 
consultations, regular  meetings  with 
Blue  Cross  and  Blue  Shield  and  HCFA 
to  resolve  problems,  a Medicare  cod- 
ing publication,  and  workshops  to 
educate  doctors  and  their  staffs.  In 
addition,  the  TMA  health-care  financ- 
ing department  staff  is  available  to 


help  physicians  with  individual  prob- 
lems. For  information,  call  (800)  880- 
BOO,  ext  1407,  or  (512)  370-1407. 

Dr  Marcus  summed  it  up  this  way 
when  asked  how  important  the  guide- 
lines are  to  keeping  physicians  out  of 
the  sights  of  Medicare  auditors:  “If 
you  don’t  know  them,  you’re  naked. 
You’ve  got  to  protect  yourself.”  ★ 


RUN  A SPECIAL 
PRACTICE. 

Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800'423-USAF 
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Stamp  of  approval? 

Board  certification  becomes  managed  care  criteria 

By  Teri  Moran,  Associate  editor 


There  was  a time  when  board  certification,  for  all 
practical  purposes,  was  more  a badge  of  honor  in 
medicine  than  a prerequisite  for  practicing  it. 
Physicians  could  enjoy  long  and  successful 
careers  without  ever  sitting  for  a certification  test  because, 
historically,  only  an  academic  career  or  privileges  in  certain 
hospitals  necessitated  it.  But  that  time  has  passed.  Increas- 
ingly, board  certification  has  become  almost  essential  for 
getting  in  or  staying  in  a managed  care  plan  — where  most 
patients  soon  will  be. 


Nationally,  the  American  Medical  Association  estimates 
that  between  35%  and  40%  of  physicians  are  not  board 
certified.  No  one  knows  exactly  how  many  Texas  physi- 
cians are  not,  and  quantifying  those  who  have  been  shut 
out  of  managed  care  lor  lack  of  certification  is  next  to 
impossible.  But  it  is  known  that  in  the  last  few  years,  man- 
aged care  plans  have  begun  trimming  their  ranks  of  non- 
certified  physicians. 

Some  experts  say  preferred  provider  organizations  (PPOs) 
carry  out  the  lion’s  share  of  all  deselections,  lor  whatever  rea- 
sons. And  because  PPOs  are  numerous,  decentralized,  and 
unregulated,  tracking  their  selection  or  deselection  behavior 
is  difficult.  Of  the  myriad  managed  care  plans  in  Texas,  only 
health  maintenance  organizations  (HMOs)  collectively  try 
to  tally  the  number  of  physicians  they  terminate. 

According  to  Geoff  Wurzel,  executive  director  of  the 
Texas  HMO  Association,  29  ol  the  43  HMOs  operating  in 
Texas  reported  having  terminated  277  physicians  in  1994 
out  of  the  approximately  33,000  physicians  they  had  con- 
tracts with.  But  because  not  all  43  HMOs  had  reported 
their  1994  numbers  at  press  time,  this  tally  is  incomplete 
and  lumps  physicians  who  were  terminated  for  lack  of  cer- 
tification together  with  physicians  who  were  terminated 
lor  other  reasons. 

Although  the  number  ol  deselected  physicians  is  rela- 
tively small,  some  physicians  are  justifiably  nervous  that 
what  happens  to  one  could  happen  to  anyone.  And  as  man- 
aged care  grows,  so  will  the  problem,  as  more  noncertified 


physicians  are  denied  access  into  man- 
aged care  contracts.  Both  TMA  and 
AMA,  as  well  as  the  American  Acad- 
emy of  Family  Physicians  (AAFP), 
adopted  policies  last  year  asserting  that 
board  certification  should  not  be  the 
sole  criterion  for  selection  or  deselec- 
tion from  a managed  care  plan. 

It’s  the  market’s  fault? 

How  do  you  identify  a quality  physi- 
cian? That's  the  question  driving  the 
whole  process,  according  to  Lewis 
Foxhall,  MD,  of  Houston,  former 
president  of  the  Texas  Academy  of  Family  Physicians 
(TAFP).  “Determining  quality  is  a really  difficult  thing. 
And  a lot  of  folks  lor  a long  time  have  tried  to  figure  out 
how  to  do  that,”  Dr  Foxhall  said.  Demonstrated  compe- 
tence, prior  training  and  experience,  continuing  medical 
education,  and  peer  review  have  long  been  quality  mea- 
sures in  hospital  settings.  “Managed  care  companies  didn’t 
have  that  system  set  up.  They  really  only  had  the  ability  to 
look  at  paper  credentials  for  the  most  part.  Now,  they’re 
focusing  just  on  that  one  thing  [board  certification]  to  see 
if  a person  is  a quality  physician,”  he  added. 

But  managed  care  companies  didn’t  initiate  the  use  of 
board  certification  as  a way  to  exclude  physicians  — pur- 
chasers did,  according  to  Michael  Cryer,  MD,  market  vice 
president  of  Aetna  Health  Plans  in  Houston.  “It  probably 
started  inching  its  head  above  the  horizon  about  2 years 
ago,  when  consultant  groups  for  large  companies  began 
tagging  that  as  a quality  parameter,”  Dr  Cryer  said.  “The 
consultants  felt  that  there  was  nothing  else  to  measure,  so 
they  chose  to  quantify  quality  by  the  number  of  board- 
certified  providers  in  a network.” 

Although  it  does  not  set  any  numerical  standard,  the 
percentage  of  board-certified  physicians  in  a network  is 
one  quality  measure  of  the  National  Committee  on  Qual- 
ity Assurance  (NCQA),  the  chief  accreditation  organiza- 
tion for  HMOs.  The  NCQA  issues  each  HMO  seeking  its 
accreditation  a report  card  using  the  scoring  format  of  the 
Healthplan  Employer  Data  Information  Set  (HEDIS),  a 
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system  developed  to  standardize  man- 
aged care  reporting.  Purchasers  tend 
to  equate  higher  percentages  with 
higher  quality. 

“There  are  a lot  of  other  parameters 
you  can  use  — accessibility  to  doctors, 
how  many  you  have  within  a certain 
area,  and  how  many  you  have  in  differ- 
ent specialities,”  Dr  Cryer  said  of  the 
attributes  a network  might  use  in  its 
marketing  efforts.  “But  board  certifica- 
tion is  one  attribute  employ- 
ers can  all  identify  with  and 
easily  understand.” 

Managed  care  plans 
wasted  no  time  responding 
to  employers’  expectations, 
according  to  TMA  General 
Counsel  Donald  P.  Wilcox, 

JD.  “These  managed  care 
plans  are  competing  with 
one  another.  They’ve  said,  ’If 
we  can  say  that  90%  of  our 
doctors  are  board  certified 
and  the  other  networks  are  only  80%, 
then  we  have  a marketing  advantage.”’ 

Primary  care  hit  first  and  hardest 

In  the  overall  physician  population, 
about  70%  of  physicians  are  in  non- 
primary care  specialties  and  about 
30%  are  in  primary  care  specialties. 
But  with  their  emphasis  on  primary 
care,  managed  care  networks  demand 
a different  distribution  of  specialties, 
according  to  David  Marcus,  PhD, 
TMA  health-care  financing  director. 
“Their  needs  lean  heavily  toward  pri- 
mary care  — about  60%  or  more  pri- 
mary care  and  40%  or  less 
nonprimary  care,”  Dr  Marcus  said. 

Because  managed  care  companies 


recruit  primary  care  physicians  in  larger 
numbers,  these  physicians  felt  the 
weight  of  the  new  selection  criteria  first. 
But  other  specialties  have  not  been 
immune.  “As  far  as  we  can  tell,  if  non- 
primary care  specialists  are  not  board 
certified,  their  applications  for  a man- 
aged care  contract  are  unlikely  to  receive 
serious  consideration,”  Dr  Marcus  said. 

A physician’s  access  to  managed 
care  in  a given  market  now  depends  on 


the  existing  distribution  of  board-  and 
nonboard-certified  physicians.  When 
some  managed  care  companies  began 
scrambling  to  increase  their  percent- 
ages of  board-certified  physicians  a Lew 
years  ago,  Houston  had  a lower  per- 
centage of  certified  physicians  than 
Dallas,  according  to  Dr  Cryer.  Aetna 
Health  Plans  tried  to  reach  its  percent- 
age goal  by  attrition,  he  says,  and  by 
not  adding  any  new  noncertified 
physicians  unless  failure  to  do  so 
would  limit  patient  access.  Although 
some  networks  might  strive  for  100%, 
most  try  to  reach  a level  of  85%. 

Some  family  practitioners  have 
faced  unique  certification  problems 
because  the  specialty  is  relatively  new, 


created  after  many  of  them  were 
already  in  practice.  Some  of  them 
missed  the  1988  testing  deadline 
established  by  family  practice  specialty 
boards  to  grandfather  them  in  and 
would  now  have  to  quit  their  prac- 
tices, enroll  in  residency  programs, 
and  then  take  the  certification  test. 
Many  physicians  who  chose  not  to  sit 
for  certification  tests  had  thriving 
practices  and  did  not  predict  managed 
care’s  restrictive  selection  procedures. 

About  a third  of  the  family  practi- 
tioners and  general  practitioners  in 
Texas  are  not  board  certified,  Dr  Fox- 
hall  said.  “In  some  areas  of  the  state, 
up  to  50%  are  not.”  A significant 
number  of  physicians  in  other  special- 
ities are  not  certified  as  well,  he  adds, 
and  no  one  knows  how  many  in  any 
specialty  are  board  eligible  but  not 
board  certified. 

The  problem  is  greater  in  Texas 
than  in  many  other  states,  according 
to  Troy  Alexander,  legislative  and  pub- 
lic affairs  director  for  TAFP,  because  it 
is  one  of  the  more  rural  states,  because 
many  rural  primary  care  physicians 
are  not  board  certified,  and  because 
these  same  doctors  are  older.  “More 
than  a third  of  the  family  doctors  in 
this  state  will  reach  retirement  age  in  5 
years,”  Mr  Alexander  said.  “This  will 
not  have  to  be  an  issue  forever,  but 
right  now  it  is.” 

Refreshing  the  existing  supply  of 
primary  care  physicians  and  meeting 
the  added  demand  for  them  brought 
on  by  managed  care  has  been  a con- 
cern in  the  health-care  world  for  some 
time.  “But  the  pipeline  is  kind  of  long 
in  this  process  — it  takes  years  to  train 
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“Determining 
quality  is  a really 
difficult  thing.  And 
a lot  of  folks  for  a 
long  time  have 
tried  to  figure  out 
how  to  do  that.” 
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a physician,”  Dr  Foxhall  said.  “It’s 
going  to  be  a real  gap  here  if  this  trend 
continues.  Over  the  next  decade,  we 
could  be  in  a difficult  situation.” 

The  problem  can  put  specialty 
societies  into  a delicate  situation  — 
how  to  honor  physicians  who  are 
board  certified  on  the  one  hand  while 
not  neglecting  the  legitimate  concerns 
of  physicians  who  aren’t  on  the  other, 
Dr  Foxhall  says.  “Many  of  them  are 
excellent  physicians  in  the  prime  of 
their  careers.  They  are  not  folks  who 
have  one  foot  in  the  grave.” 

Filling  in  the  gap 

Starting  with  the  resolutions  that 
TMA,  AMA,  and  the  AAFP  adopted 
last  year,  organized  medicine  has 
focused  its  efforts  on  education,  hop- 
ing to  stem  or  reverse  the  trend.  “Staff 
and  officers  of  these  organizations  are 
talking  to  industry  representatives  at 
state  and  national  levels,  working  on 
the  issue,”  Dr  Foxhall  said. 

Although  Medicaid  Senate  Bill  603 
says  that  board  certification  cannot  be 
the  sole  credentialing  criteria  for  doc- 
tors who  have  historically  provided 
Medicaid  if  the  state  goes  to  Medicaid 
managed  care,  few  believe  the  issue 
will  be  taken  up  legislatively  elsewhere. 
“It’s  really  a proprietary  decision  on 
the  part  of  the  managed  care  organiza- 
tions. Realistically,  there’s  really  no 
way  to  legislate  it,”  Dr  Foxhall  said. 

Dr  Cryer  says  the  85%  standard 
most  managed  care  networks  now 
allow  will  continue  to  flex  with  the 
market,  and  that  certified  physicians 
in  urban  areas  will  make  up  for  non- 
certified  ones  in  rural  and  other 
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underserved  areas.  Many  fear  that 
every  managed  care  network  will 
jump  on  the  bandwagon  to  raise  its 
percentage  and  extend  the  standard  to 
rural  areas.  But  Dr  Cryer  says  he  does 
not  see  that  happening.  “Every  major 
customer  realizes  that  rural  networks 
cannot  meet  those  standards,”  he  said. 

Purchasers  are  not  necessarily  insu- 
lated from  the  consequences  their 
focus  on  board  certification  could 
have  on  their  employees,  he  says,  and 
could  respond  to  educational  efforts. 
“All  they  really  want  is  quality  care, 
and  it’s  going  to  take  a very  active 
counterproposal  with  something  that 
equates  to  quality  to  them  to  assure 
them  that  that’s  what  they’re  getting,” 
Dr  Cryer  said. 

One  possibility  might  be  for  non- 
board-certified physicians  in  a man- 
aged care  network  to  allow  themselves 
to  be  held  to  higher  scrutiny  for  a pro- 
bationary period,  so  that  the  man- 
aged-care network  can  say  to 
employers,  “Our  nonboard-certified 
physicians  have  met  and  exceeded  the 
same  standards  of  our  board-certified 
physicians,”  he  added. 

“If  we  let  it,  and  I think  we  have  to 
to  some  degree,  it’s  going  to  drive  so 
much  conflict  that  it’s  going  to  create 
a huge  wall  between  the  haves  and  the 
have-nots,”  Dr  Cryer  said.  “And  that’s 
not  good  for  medicine.  That’s  not 
good  for  managed  care.” 

With  the  problem  affecting  a 
growing  number  of  physicians  in  vari- 
ous specialties  and  their  patients, 
some  say  managed  care  administrators 
should  not  just  throw  up  their  hands 
and  blame  it  all  on  the  purchasers. 
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“Marketing  is  the  driving  force  in  this 
problem,”  Mr  Wilcox  said.  “It  has 
become  more  important  in  many 
cases  than  a concern  for  quality 
patient  care.” 

Short  of  moving  their  practices  to 
underserved  areas,  physicians  who  face 
nonrenewal  of  their  contracts  with  man- 
aged care  plans  because  they  lack  board 
certification  may  have  few  recourses. 
Said  Dr  Foxhall,  “If  managed  care  com- 
panies continue  to  haul  it  out  as  an 
absolute  criterion,  over  time  it’s  going  to 
be  an  issue  for  all  specialties.”  ★ 


Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  informa- 
tion on  selected  topics.  These  articles  are  published  with  the 
understanding  that  TMA  is  not  engaged  in  providing  legal 
advice.  When  dealing  with  specific  legal  matters,  readers 
should  seek  assistance  from  their  attorneys. 


Put  aside  the  profession’s  stereotypical  image  of  golf  nuts  who  live  for 
the  next  putt  or  drive.  Some  Texas  physicians  have  found  offbeat,  even 
death-defying  ways  to  wind  down.  Far  from  country-club  tennis  courts 
and  putting  greens,  their  playgrounds  are  frozen  waterfalls,  high-speed 
racetracks,  and  pockets  of  air  at  10,000  ft.  Some  say  these  doc  Jocks  are 
fanatics.  They  say  you  don’t  know  what  you’re  missing  i ► '■#  n < 


The  Red  Baron  lives 
Eoin  Harvey,  MD 

If  you  think  flying  these  days  is  rou- 
tine and  humdrum,  that  it  has  lost  its 
sense  of  adventure,  you  should  talk  to 
Pasadena  general  practitioner  Eoin 
Harvey,  MD.  He  is  among  the  best  in  the 
country  in  a sport  that  keeps  alive  the  utmost 
in  aviation  challenge  and  excitement. 

His  sport  is  competition  aerobatics,  where 
the  loops,  rolls,  spins,  and  hammerheads  — 
which  most  people  only  see  at  air  shows  — 
are  flown  before  a panel  of  judges  and  rated 
on  their  precision  and  exactness  of  line. 

For  example,  a loop  — the  airplane  mak- 
ing a circle  in  the  sky  — is  easy  to  do  and  one 
of  the  first  aerobatic  maneuvers  a pilot  learns. 
Bu.t  it  is  very  hard  to  do  a loop  perfectly,  in  a 
perfect  circle,  not  flat  on  one  side  or  pinched 
on  another. 

Dr  Harvey  began  flying  as  a premed  stu- 
dent in  Canada,  while  with  the  Canadian 
Navy  reserve.  He  learned  in  a military  trainer 
called,  depending  on  which  branch  of  the 
service  used  it,  an  SNJ,  an  AT-6,  or  simply 
i he  lexan. 

“Our  instructors  had  been  military  pilots, 
most  of  them  fighter  pilots  in  World  War  II,” 
Dr  Harvey  said.  “They  taught  us  to  do  loops, 
rolls,  and  other  maneuvers  as  part  of  the  nor- 
mal wings-level  training  in  the  military.” 

Competition  aerobatics  is  a relatively  new 
sport  in  the  United  States,  the  first  contest 
being  held  in  the  early  1970s,  around  the  time 
Dr  Harvey  moved  to  Texas.  National  champi- 
onships are  now  held  every  September  at  the 
Denison-Sherman  airport  in  North  Texas. 

“When  I started  again  in  aerobatics,  I flew 
with  Dr  Edward  Fitch,  who  was  quite  well 
known  as  a pilot  and  a skydiver,”  Dr  Harvey 
said.  “At  first,  we  just  flew  for  our  own  enter- 
tainment. But  when  the  International  Aero- 
batic Club  (IAC)  began  to  get  serious  about 
real  contests,  I got  involved  in  them.”  He  was 
team  physician  for  the  American  team  in  inter- 
national competitions  during  1978-1982. 

Dr  Harvey  began  flying  a Pitts,  a very  small 
biplane  designed  especially  for  aerobatics  and 
what  most  people  who  have  ever  seen  an  air 
show  think  of  as  an  aerobatics  plane.  He  now 
flies  a plane  he  designed  and  built  himself, 
which  he  calls  the  “Texas  Hurricane.”  Rather 
than  a biplane,  it  is  a midwing,  with  one  wing 


in  the  middle  of  the  body.  It  has  a three-blade 
propeller,  a 300  horsepower  engine,  and  the 
new  Zivco  wing,  which  has  a thick  leading 
edge  that  allows  the  pilot  to  slow  the  airplane 
down  and  maneuver  it  more  easily. 

A Heady  experience 

The  sport  is  tremendous  fun  but  physically 
grueling  because  of  the  high  G loads  required 

— far  more  than  the  average  military  fighter 
pilot  experiences  but  for  much  shorter  peri- 
ods of  time.  Positive  G — the  force  pushing 
you  down  in  your  seat  — can  reach  such  lev- 
els that  blood  is  drained  from  your  brain  and 
you  begin  to  “gray  out”  or  “black  out.” 

Aerobatic  pilots  also  must  contend  with 
negative  G on  “outside”  maneuvers,  say 
when  your  head  is  pointing  away  from  the 
center  of  the  loop  rather  than  toward  it. 
Then  the  force  can  feel  like  it’s  trying  to  pull 
your  head  off. 

Like  most  aerobatic  pilots,  Dr  Harvey  can 
practice  for  only  30  to  45  minutes  at  a time 
and  then  must  rest. 

During  competition,  flights  are  performed 
within  a 3,300  fit  by  3,300  ft  cube  of  air, 
marked  on  the  ground  by  corner  panels  and 
watched  by  judges.  It  sounds  big,  but  from 
the  air  looks  about  the  size  of  a bath  mat. 

Minimum  altitude  is  determined  by  the 
pilot’s  level  of  skill  and  experience.  Dr  Har- 
vey has  been  nationally  ranked  in  the 
“unlimited”  category,  the  highest  ranking, 
which  means  his  plane  could  go  down  to  330 
ft  above  the  ground.  Pilots  ranked  as  “basic” 
or  “sportsman”  cannot  go  below  1 500  ft. 

LJnlike  air  shows,  smoke  is  not  used  dur- 
ing most  of  an  aerobatics  competition.  The 
exception  is  in  a category  called  the  “four 
minute  free,”  when  unlimited  pilots  can  do 
anything  they  think  will  impress  the  judges 

— even  the  famous  Lomshevok  maneuver, 
when  the  airplane  tumbles  end-over,  wing- 
over  out  of  the  sky. 

Safer  than  you’d  expect 

Most  nonflyers,  hearing  about  the  sport  for 
the  first  time,  turn  as  green  as  asparagus  and 
envision  a mortality  rate  close  to  that  of  the 
Roman  Coliseum.  In  fact,  there  has  never 
been  a serious  injury  in  an  American  aero- 
batics contest. 

Dr  Harvey  did,  however,  have  a frighten- 
ing setback  to  his  flying  and  medical  careers 
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unrelated  to  aerobatics.  In  1984,  a stroke  put 
him  in  the  hospital  and  left  him  paralyzed  on 
one  side.  “I  lost  my  medical  certificate  for  15 
months.  At  times  1 felt  I’d  never  fly  again.”  (A 
pilot’s  license  is  lor  lile,  but  to  legally  fly  he  or 
she  must  pass  a flight  physical  and  be  issued  a 
medical  certificate  every  2 years  lor  private 
pilots,  every  6 months  lor  airline  pilots.) 

He  recovered  from  the  stroke  and  went 
back  to  flying,  but  the  66-year-old  still  finds 
himself  with  a problem  common  to  physician 
pilots:  “I  spend  too  much  time  working  and 
not  enough  time  in  the  air.”  He  has  found 
time  to  teach  his  children  to  fly.  His  daughter, 
Chris  Dale,  is  a pilot  lor  Southwest  Airlines. 

With  his  business  partner,  Debby  Rihn,  he 
owns  Harvey  and  Rihn  Aviation  in  Houston, 
a school  lor  aerobatic  pilots.  They  have  a lull 
stable  of  airplanes  for  pilots  of  all  skill  levels. 

“Come  on  out,”  he  said.  “We  ll  teach  you 

tO  fly.  - Sharon  Carter 


The  vertical  dance 
Tom  Blackwell,  MD 

A waterfall  cascading  down  the 
tight  confines  of  a Colorado 
canyon  falls  silent.  Winter  has 
nestled  in,  and  all  is  right  in  the 
world  of  Tom  Blackwell,  MD.  Although  rid- 
ing the  winds  and  surf  off  Galveston  Island  is 
his  first  love,  this  McAllen  native  hears  the 
call  of  the  high  country  about  three  times  a 
year.  Once  there,  he  satisfies  his  desire  to 
brave  the  cold,  strap  on  pricey  equipment, 
and  tempt  injury  and  death  to  reach  the  top 
of  a frozen  waterfall. 

Ice  climbing  is  but  one  of  the  daring 
sports  of  which  this  extremist  athlete  par- 
takes. 

“I  have  a need  lor  speed  and  adventure,” 
said  Dr  Blackwell,  who  teaches  at  The  Uni- 
versity of  Texas  Medical  Branch  at  Galveston 
(UTMB).  “The  sports  I participate  in  leave 
no  room  for  hesitation  or  doubt.” 

No  time  for  cold  thoughts 

Ice  climbing  begins  with  the  swing  of  an 
alloy-shaft  ice  ax.  Swinging  too  hard  can 
embed  the  ax  too  deeply  into  the  ice,  result- 
ing in  a struggle  to  remove  it.  A tentative 
swing  means  another  attempt  will  have  to  be 
made  to  secure  the  ax  for  the  next  move. 


With  his  heel  pointed  slightly  downward, 
the  climber  kicks  his  crampon-fitted  boot 
into  the  ice.  Another  swing  of  a second  ax, 
another  crampon  is  planted  into  the  falls, 
and  the  climber  is  on  his  way  up. 

Alter  a climb  of  10  to  15  ft,  it’s  time  to 
place  the  first  ice  screw.  This  will  be  a vital 
part  ol  the  climber’s  liieline.  When  his  boots 
are  firmly  wedged  into  the  waterlall,  the 
climber  hangs  Irom  one  ice  ax  and  releases 
his  hand  from  the  other  ax  to  place  the  5- 
inch  ice  screw  into  the  waterlall.  The  climber 
uses  a carabiner  to  clip  his  rope  to  the  screw 
and  continues  upward. 

While  one  climber  is  heading  up  the 
waterlall,  his  partner  remains  on  the  ground 
or  on  a “pitch”  (a  flat  place  on  the  waterlall). 
His  job  is  to  belay  — release  the  rope  — just 
enough  so  in  the  event  of  a fall,  he  can  catch 
his  climbing  partner  by  tightening  the  ten- 
sion on  the  rope. 

“Your  adrenalin  is  flowing  when  climb- 
ing,” said  the  40-year-old  specialist  in  inter- 
nal medicine,  whose  climbing  journeys  have 
taken  him  to  Colorado  and  Canada.  “There 
is  so  much  to  concentrate  on.  I have  to  really 
be  focused  to  make  sure  my  crampons  and 
axes  are  set  properly.  Nothing  else  enters  your 
mind,  and  that  includes  the  temperature.” 

When  the  lead  climber  has  reached  a 
pitch  or  the  top  of  the  waterfall,  the  next 
climber  then  begins  his  ascent.  The  second 
climber  will  pull  out  the  screws  and  clip 
them  to  his  belt.  Once  he  meets  up  with  the 
first  climber,  he  will  either  take  the  lead  or 
give  the  screws  to  his  partner  so  the  climbing 
process  can  continue. 

“You  really  want  to  make  sure  you  collect 
all  the  screws.  At  about  $50  a piece,  they’re 
not  something  you  leave  laying  around,”  he 
said.  Once  both  climbers  have  reached  the 
top  of  the  waterfall,  they  rappel  down.  Mul- 
tiple rappels  may  be  required  if  their  ropes 
are  not  long  enough. 

“Rappelling  is  easy  compared  to  the  climb 
up,"  said  Dr  Blackwell,  who  climbs  with 
other  physicians  or  local  climbers. 

Predators,  piranhas,  and  alligators 

In  the  early  16th  century,  Alpine  shepherds 
discovered  that  by  strapping  spiked  horse- 
shoe devices  to  their  feet,  along  with  the  aid 
of  iron-tipped  sticks,  they  could  easily  cross 
ice-covered  slopes  in  search  of  their  flocks. 
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Spiked  devices  and  iron-tipped  sticks?  To 
those  not  familiar  with  the  sport,  an  ice 
climber’s  gear  conjures  up  visions  of  blood- 
thirsty battle.  Even  the  brand  names  of  mod- 
ern-day equipment  carry  haunting  monikers. 

Ice  axes  are  named  “Piranha”  and  “Preda- 
tor.” Crampons  — the  spiked  devices  that 
attach  to  the  bottom  ol  a climber’s  boots  — 
are  known  as  “Alligators”  and  “Scorpions.” 
Even  the  small  leash  used  to  connect  the 
climber  with  his  ax  is  tagged  “Wild  Country.” 

But  don’t  let  the  names  fool  you.  Boots, 
harnesses,  carabiners,  crampons,  axes,  hel- 
mets, and  screws  are  highly  specialized  tools 
that  ice  climbers  never  forget  may  someday 
save  their  lives. 

“When  climbing,  you  depend  on  your 
partner  and  your  equipment,”  said  Dr  Black- 
well.  “Two  danger  points  can  occur  that  may 
result  in  a fall.  An  accident  can  occur  if  your 
partner  is  not  paying  attention  while  belay- 
ing you  or  if  there’s  an  equipment  failure.” 

Aside  from  the  protective  hardware,  ice 
climbers  wear  a variety  of  clothing  for 
warmth  and  comfort.  Glasses  and  goggles 
protect  the  climbers’  eyes  from  snowblind- 
ness  and  falling  ice.  Gloves  not  only  provide 
warmth  but  also  the  flexibility  needed  to  grip 
an  ice  ax,  tie  a rope,  or  twist  an  ice  screw. 

Protecting  one’s  head  is  also  a must  for  any 
climber.  Helmets  fend  off  falling  ice  chunks, 
rocks,  and  equipment.  As  climbers  plant  ice 
axes  and  crampons,  ice  tends  to  break  loose 
and  fall.  The  lead  climber  is  usually  in  a safe 
spot,  but  ice  can  fall  on  climbers  below. 

Dr  Blackwell  recently  experienced  the 
necessity  of  a helmet  while  climbing  near 
Lake  Louise  in  Canada.  A climber  ahead  of 
his  group  dislodged  a large  ice  boulder,  which 
grazed  Dr  Blackwell’s  head  and  shoulder.  “If 
the  boulder  had  hit  me  solidly,  I would  have 
been  taken  off  the  face  [of  the  mountain].” 

Two  hours  and  8 minutes 

Visions  of  moving  to  snow  country  have 
entered  his  mind,  but  his  medical  practice 
keeps  him  on  the  Texas  Gulf  Coast. 

“1  really  do  like  my  job,”  said  Dr  Black- 
well,  who,  as  an  associate  professor  at 
UTMB,  oversees  the  internal  medicine  resi- 
dency program.  He  also  spends  part  of  his 
time  in  private  practice.  “My  position  allows 
me  a lot  of  work  pleasure  and  the  opportu- 
nity to  do  these  things.  Besides  ice  climbing, 


his  pastimes  include  windsurfing  in  places 
like  Costa  Rica,  Maui,  and  I he  Gorge  in 
Oregon;  mountain  climbing  in  Bolivia; 
snowboarding;  and  rock  climbing. 

Living  near  the  ocean  affords  Dr  Black- 
well  the  chance  to  windsurf  every  day 
after  work.  “I  can't  imagine  what  it  would 
be  like  to  go  to  work  and  not  have  something 
to  look  forward  to.”  But  a permanent  move 
west  just  isn’t  in  the  picture.  “Once  you 
move  to  the  mountains,  you  don’t  have  a 
place  to  go,”  he  said.  “Besides,  it’s  only  a 
2-hour-and-8-minute  flight  to  Denver.” 

~ Laura  J.  Albrecht 

Flying  with  no  engine 
Juan  Garcia,  MD 

Houston  psychiatrist  Juan  Gar- 
cia, MD,  will  never  forget  the 
rainy  Sunday  afternoon  he 
witnessed  2 men  jump  off  Kil- 
imanjaro, Africa’s  highest  mountain.  When 
his  wife  calmly  suggested  he  do  the  same,  Dr 
Garcia  naturally  resisted. 

Even  though  the  men  were  not  commit- 
ting suicide  and  were,  in  fact,  professional 
hang  glider  pilots,  and  even  though  Dr  Gar- 
cia had  just  told  his  wife  that  hang  gliding 
was  the  one  thing  he’d  like  to  do  before  he 
died,  when  she  suggested  he  just  go  on  ahead 
and  learn  how,  he  balked.  “No,  you  see,  the 
only  people  who  do  that  are  these  people  on 
the  Discovery  channel,”  he  explained.  “Next 
week  they’ll  be  in  Nepal,  and  the  week  after 
that,  the  Indian  Ocean.” 

“I’m  sure  there’s  somewhere  they  teach 
that,”  she  insisted.  Within  weeks,  Dr  Garcia 
had  reported  to  a hang  gliding  school  in 
Chattanooga,  Tenn  — the  one  his  wife  had 
found  in  the  back  of  an  outdoor  magazine. 

Ten  years  later,  Dr  Garcia  still  spends  just 
about  every  weekend  dangling  from  a 70-lb 
hang  glider,  flying  anywhere  from  2,000  to 
1 0,000  ft  or  more  in  the  air.  He’s  a self- 
described  hang  gliding  nut. 

Bumpy  beginnings 

Dubbed  “bash-gladly”  early  on  by  his  friends 
and  instructors  for  the  frequency  with  which 
his  whole  body  impacted  the  ground,  Dr 
Garcia  didn’t  give  up,  even  when  he  wanted 
to.  Beginning  gliders  learn  by  running  down 
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small  hills  and  getting  very  short  flights  — a couple  of  sec- 
onds in  the  air.  “It  took  me  a good  3 or  4 days  of  just  run- 
ning down  the  hill  and  not  getting  airborne,”  he  said.  “And 
then,  of  course,  you  fall  on  the  glider  and  just  drag  yourself 
down  the  hill.  You  end  up  with  no  knees.” 

Once  he  mastered  short  flights  and  landings  on  that 
small  hill,  he  progressed  to  a steeper  hill,  about  1 30  It  high, 
where  students  learn  to  make  a few  turns  but  still  stay  in 
the  air  only  about  10  seconds.  “Already,  you’re  getting  kind 
of  scared,”  Dr  Garcia  said. 

Finally,  he  hit  the  big  time  — his  first  “real”  flight, 
1,400  ft  down  Lookout  Mountain  near  Chattanooga.  He 
remembers  thinking,  “This  is  really  crazy,  but  other  people 
have  done  it,  so  I guess  I can  too.”  And  as  he  looked  down 
at  the  postage-stamp-sized  landing  zone,  he  thought, 
“Well,  I hope  they  taught  me  what  I need  to  know,  because 
this  is  it.  I just  couldn’t  let  the  glider  fly  itself  down;  I had 
to  pilot  it  down.” 

Dr  Garcia,  42,  says  his  love  of  the  sport  came  somewhat 
reluctantly.  Even  after  that  first  successful  flight,  he  had  to 
force  himself  to  continue  going  up.  As  the  time  would 
approach  to  head  to  Tennessee  lor  another  weekend  of 
hang  gliding,  he  would  get  very  anxious  and  have  night- 
mares. “Once  I would  get  there,  and  let’s  say  it  was  raining, 
I would  think,  'Well,  perhaps  I won’t  have  to  fly.’”  But 
because  so  many  others  enjoyed  it,  he  figured  there  had  to 
be  something  to  it. 

Time  proved  him  right,  as  he  eventually  did  get  hooked. 
“Once  you  start  hang  gliding,  nothing  else  compares,  he  said. 

Cloud  Hunting 

Much  like  surfers  who  are  in  perpetual  pursuit  of  the  per- 
fect wave,  hang  gliders  begin  shopping  lor  good  air  cur- 
rents the  minute  they  get  airborne.  Rising  pockets  of  air 
called  “thermals”  are  what  keep  gliders  airborne  and  are 
often  found  at  the  bottom  of  clouds.  Cloudless  skies  have 
such  air  pockets  as  well,  called  “blue  thermals,”  and  are  nat- 
urally a little  harder  to  find  since  they’re  invisible. 

Pilots  generally  try  to  stay  up  in  the  air  as  long  as  possi- 
ble, looking  for  thermals  to  keep  them  there.  In  desert  fly- 
ing, the  ground  can  “get  like  a frying  pan  and  the  hot  air 
just  keeps  lilting  you  up,”  Dr  Garcia  said.  “Sometimes  it’s 
not  very  pleasant  because  you’re  tired,  you  want  to  come 
down,  and  you  have  to  make  all  these  steep  dives  and 
maneuvers  to  get  down.” 

Without  wind,  a typical  cruising  speed  in  hang  gliding 
is  about  25  mph.  “Of  course,  you  can  make  that  a lot  faster 
if  you  decide  to  dive,”  Dr  Garcia  said.  Pilots  can  easily  get 
their  gliders  speeding  along  past  65  mph.  But  no  matter 
how  fast  you  go,  everyone  has  to  land  against  the  wind. 

Donned  with  a helmet,  radio,  and  parachute,  a hang 
glider  pilot  controls  the  craft  by  shifting  his  or  her  weight 
against  the  control  bar,  which  is  the  bottom  of  a triangular 
bar  suspended  below  the  glider.  The  pilot  is  harnessed  to 


the  glider  in  a down-facing  prone  position  and  flies  hang- 
ing inside  the  triangle  with  hands  on  the  control  bar.  Col- 
lapsible for  storage  or  transport,  hang  glider  sails  stretch  to 
a 20-lt-long  wingspan  when  extended. 

Enthusiasts  manage  to  fly  even  where  there  are  no  hills 
at  all,  much  less  mountains.  The  pilot  attaches  the  glider  to 
a wench  line  on  the  back  of  a speeding  truck,  unsnaps  him- 
self when  the  speed  is  just  right,  sails  high  up  while  still 
attached  to  the  line,  then  lets  go  of  the  line.  Towing  is  how 
pilots  take  to  the  air  in  Houston. 

Dr  Garcia  enjoys  cross-country  flying,  where  the  goal  is 
to  try  to  fly  for  as  long  and  as  far  as  you  can.  “You  have 
some  idea  about  where  you  plan  to  land,”  he  said,  “but  you 
never  really  know  for  sure.  You  stay  alert  for  possible  land- 
ing sites  all  the  time.” 

Like  many  pilots,  Dr  Garcia  had  recurrent  childhood 
dreams  of  flying.  “I  would  often  go  to  sleep  and  try  to  get 
that  dream  again,”  he  said.  “And  it  really  is  like  that  dream. 
You  can’t  see  the  wings  on  top  of  you,  you’re  looking  down 
at  the  scenery  below  with  nothing  between  you  and  it  — 
like  a bird.  It’s  really  the  purest  form  of  flying.”  ~Teri  Moran 

High-speed  healers 
Thomas  Pester,  MD, 
and  Judith  Pester,  MD 

After  a long  week  of  practicing  medicine,  El 
Paso  physicians  Thomas  and  Judith  Pester  like 
to  relax  with  a weekend  drive  in  the  country 
— at  120  mph  with  their  rear  ends  4 inches 
off  the  pavement. 

“It’s  like  going  on  the  best  amusement  park  ride  you’ve 
ever  been  on,”  said  general  surgeon  Thomas  Pester,  MD, 
describing  the  thrill  of  careening  around  a twisting  road 
course  at  high  speed  in  a low-slung  race  car. 

Vintage  racing  — so  called  because  they  drive  vintage 
sports  cars  — is  a passion  Dr  Pester  and  his  wife,  Judith 
Pester,  MD,  have  shared  since  completing  the  Bob  Bon- 
durant  Driving  School  in  Phoenix.  The  decision  to  take  the 
course  came  after  long  talks  about  racing  with  fellow  El 
Paso  physicians  Felice  Bruno,  MD,  a cardiologist,  and 
Phillip  Becker,  MD,  an  anesthesiologist.  They  all  enrolled 
about  4 years  ago  and  have  been  racing  in  Arizona,  Califor- 
nia, Colorado,  and  Nevada  ever  since. 

Dr  Thomas  Pester  says  instructors  at  the  Bondurant 
school  told  him  physicians  are  among  their  best  students  and 
that  surgeons  are  the  best  drivers  among  the  doctors.  “I  think 
the  aggressive  nature  ol  physicians  makes  us  well-suited  to  be 
drivers.  Surgeons  tend  to  be  more  aggressive  than  other  spe- 
cialists. I think  they  train  us  to  do  that,”  he  said,  laughing. 

Born  to  run 

While  they’ll  never  be  confused  with  Dale  Earnhardt  or 
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Mario  Andretti,  the  Pesters  are  accomplished  drivers  who 
combine  their  skill  with  a lifelong  love  affair  with  cars.  He 
drives  an  open-wheel  British-made  1972  Formula  Ford 
called  “Mad  Dog,”  while  her  car  is  a 1965  Porsche  356 
named  “Buttercup.” 

They  don’t  do  it  lor  money,  or  even  trophies.  That’s  for- 
tunate, because  there  aren’t  any  in  vintage  racing.  They  do 
it  because  it  allows  them  to  drive  their  cars  and  enjoy  the 
excitement  of  competition  mixed  with  potential  danger. 
The  danger  comes  from  the  speed  — they  average  about  80 
mph  but  hit  120  on  the  straightaways. 

Racing  is  a dream  that  Dr  Judith  Pester,  51,  developed 
in  childhood,  long  belore  she  decided  to  become  a pathol- 
ogist. She  helped  her  father  fix  up  the  cars  at  home  and 


Pester  says  she  wouldn’t  take  less  than  $35,000  lor  her 
Porsche,  and  her  husband  says  his  Formula  Ford  — one  of 
only  1,500  ever  made  and  on  which  he  spent  2 years 
rebuilding  piece  by  piece  — is  worth  at  least  $20,000.  Oth- 
ers are  even  more  costly.  Some  drivers  race  rare  Cobras  val- 
ued at  $500,000  to  $1  million. 

The  value  ol  the  cars  makes  vintage  racing  somewhat  of 
a gentlemen’s  or  gentlewomen’s  sport.  Drivers  seldom 
“trade  paint,’’  or  battle  wheel  to  wheel  and  fender  to  fender 
to  beat  each  other  into  a curve.  That’s  one  reason  that 
despite  a few  spins  or  “agricultural  trips”  ofl  the  track,  nei- 
ther physician  has  had  a serious  accident. 

“It’s  really  frowned  upon  to  have  contact  with  another 
person,”  said  Dr  Judith  Pester.  “11  it  looks  like  you’re  going 


they  listened  to  the  Indianapolis  500  on  the  radio  together 
every  Memorial  Day. 

“When  I was  in  the  eighth  grade,  I saw  my  first  Porsche 
and  fell  in  love  with  it,”  she  recalled.  “It  was  a 356,  and  I 
said  to  my  dad,  ’I’m  going  to  have  a car  like  that  some  day.’ 
I knew  I just  had  to.” 

A car  enthusiast  all  his  life,  Dr  Thomas  Pester,  50,  says 
the  relaxation  ol  racing  and  seeing  his  perlormance 
improve  with  experience  makes  the  required  investment  of 
time  and  money  worthwhile. 

It  is  expensive.  No  prize  money  or  backing  Irom  corpo- 
rate sponsors  means  they  have  to  pay  all  the  bills  them- 
selves, and  routine  maintenance  and  repairs  mount  up 
quickly.  The  cars  are  also  worth  small  lortunes.  Dr  Judith 


Vintage 

race  car  drivers 
Thomas  Pester,  MD 
general  surgery 

|uditH  Pester,  MD 
pathology 
El  Paso 

to  hit  somebody,  you  back  oil.  11  you  find  yoursel!  in  a sit- 
uation with  lour  or  five  cars  bunched  together,  you  some- 
times have  to  give  in.  These  cars  are  expensive,  and  they 
don’t  make  them  anymore.” 

However,  she  admits  to  an  incident  where  her  competi- 
tive instinct  exceeded  caution  and  she  lound  hersell  head- 
ing into  a turn  with  three  other  cars.  “I  just  decided 
Buttercup  was  not  going  to  be  beat.”  She  wasn’t.  “1  made  it 
to  the  corner  first,”  she  said  proudly. 

She  is  one  ol  few  women  in  the  sport,  but  the  men  treat 
her  as  just  another  driver.  7 hey’ re  nice  to  her  in  the  pits,  she 
said,  “but  I guarantee  you  that  when  you  get  out  there  and 
race  against  them,  they  don’t  give  way  to  anything.” 

Dr  Thomas  Pester  says  he  has  had  several  “metal  con- 
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tact”  incidents  in  his  career,  most  of  them  not  his  fault 
because  he  was  hit  by  other  drivers.  But  one  incident  he 
recalls  rather  sheepishly.  “I  had  one  in  my  wife's  car.  I tried 
to  late  brake  into  a corner.  1 was  on  gravel  and  the  car 
veered  into  a water  barrel  and  I tore  a fender  off  Buttercup. 
1 still  haven’t  heard  the  end  of  that  one.” 

Physicians  first,  racers  second 

Although  they  enjoy  racing,  both  say  they  have  no  plans  to 
give  up  medicine  for  full-time  racing  careers.  Medicine  is 
their  hist  love  and  calling.  Racing  is  only  a hobby. 

Both  say  racing  relieves  stress  because  they  can  put 
everything  else  out  of  their  minds. 

“You  find  yourself  very  focused  with  very  intense  con- 
centration. There  is  no  surgery,  there  are  no  patients,  and 
nobody  calls  you  at  night.  If  you  do  well,  you  really  get  a 
lot  of  satisfaction,”  he  said.  “When  I’m  at  the  track,  racing 
is  all  I think  about  all  day,”  she  said.  “ There's  no  TV,  no 
newspapers.  1 can  be  gone  for  only  2 days,  but  it  feels  like 
I've  been  away  2 weeks.” 

When  asked  what  it’s  like  to  compete  against  each  other, 
they  agreed  that  marriage  takes  a back  seat  to  winning.  On 
the  track,  they  said,  your  spouse  is  just  another  driver  to  beat. 

That  raises  another  question.  Who  is  the  better  driver? 
“He  drives  better  than  I do,”  she  conceded,  adding,  “I  drive 
pretty  well  and  enjoy  it.  That’s  the  whole  point  of  it.  I have 
a good  time.” 

He  is  not  so  sure  he’s  the  best.  “I  turn  faster  laps.  I don’t 
know  if  I'm  a better  d river.  — Larry  BeSaw 


Just  say  row 
David  Sperry,  MD 

Oarsmen  calmly  propel  long,  thin  boats  across 
a lake  in  a spectacle  you  would  expect  to  see 
near  an  East  Coast  Ivy  League  school,  or  on 
the  Isis  outside  Oxford  University  in  Eng- 
land. But  at  Bachman  Lake  in  Dallas,  just  off  the  north  end 
of  Love  Lield? 

Bachman  Lake  is,  in  fact,  headquarters  for  the  Dallas 
Rowing  Club.  And  David  Sperry,  MD,  one  of  the  club’s 
most  enthusiastic  members,  is  quick  to  brag  on  the  all- 
around  virtues  of  a sport  seemingly  of  another  age  and  new 
to  many  Texans. 

“It’s  really  as  close  to  a universal  sport  and  activity  as  I 
think  exists,”  Dr  Sperry  said.  “I’d  recommend  rowing  to 
almost  anyone  but  a person  with  a bad  back.  You’ve  got  to 
be  careful  there.” 

The  Massachusetts  native,  who  spent  most  of  his  early 
years  in  New  York,  discovered  and  fell  in  love  with  rowing 
at  age  13  during  summer  camp  in  New  Hampshire.  He 
stayed  active  in  the  sport  until  age  23.  Medical  school  at 
Wayne  State  University  School  of  Medicine,  residency, 
work,  and  life  in  general  got  in  the  way  for  the  next  20 
years. 

T hen,  while  working  in  Dallas  a few  years  ago,  he  saw  a 
small  newspaper  article  about  a rowing  club  being  formed 
there.  “I  was  interested  in  the  fun  of  it,  the  competition, 
and  the  camaraderie  with  others  in  the  club,"  he  said. 


Rower 
David  Sperry,  MD 
pediatric 
neurology 
Dallas 
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Sport  for  a lifetime 

Unlike  so  many  sports,  where  enthusiasts  begin  playing  very 
young  but  then  give  it  up  in  their  20s  or  30s,  rowing  is  a 
lifetime  activity.  People  usually  get  involved  in  high  school 
or  college  and  can  remain  active  well  into  their  senior  years. 

“At  the  National  Championships  we  recently  took  part 
in,  in  the  Pacific  Northwest,  one  rower  was  in  his  80s,”  Dr 
Sperry  said.  At  a recent  regatta,  the  Dallas  club  rowers 
ranged  in  age  from  9 to  70. 

Perhaps  because  many  people  get  involved  during  col- 
lege, rowing  is  a sport  dominated  by  the  well  educated. 
Ninety  percent  of  all  US  Rowing  Association  members  have 
some  college,  and  80%  have  at  least  a bachelor’s  degree. 

There  are  two  main  types  of  rowing:  “sweeps,”  where 
each  person  uses  one  oar,  and  “sculling,”  where  each  rower 
handles  two  oars.  Dr  Sperry,  who  is  50,  has  tried  both,  but 
now  primarily  does  sculling. 

He  points  out  that  because  it’s  a low-impact  activity,  row- 
ing is  less  stressful  on  bones  and  joints  than  jogging  or  run- 
ning. Although  observers  from  the  shore  may  think  it  only 
exercises  the  upper  body,  the  boats  or  shells  have  sliding 
seats,  which  means  the  rowers’  legs  get  a workout  as  well. 

“It  exercises  the  whole  body,  the  whole  cardiovascular 
system,”  Dr  Sperry  said. 

Social  or  solitary 

Rowing  can  be  a social  or  solitary  experience.  “If  you  want 
solitude,  you  can  go  out  and  row  by  yourself,"  he  said.  “If 
you  want  to  be  part  of  a team,  that’s  available,  too.  You  can 
row  just  for  the  exercise  and  the  fun,  or  you  can  actively 
compete.” 

The  Texas  racing  season  lasts  from  March  to  November, 
with  annual  regattas  in  Austin,  Dallas,  Houston,  The 
Woodlands,  and  Tulsa.  Short  races,  called  “sprints,”  usually 
are  held  in  the  spring.  The  longer  ones,  called  “head  rac- 
ing,” generally  take  place  during  fall  regattas. 

How  fast  do  the  boats  go?  It’s  a bit  hard  to  judge,  standing 
on  the  shore.  “I’d  say  about  as  fast  as  a world-class  runner  in  a 
marathon  goes,”  said  Dr  Sperry.  “There  are  rowing  marathon 
races,  and  rowers  finish  in  about  the  time  a runner  would.” 

Rowing  memorabilia  decorate  the  pediatric  neurolo- 
gist’s office.  “Usually,  when  parents  bring  a child  to  me, 
everyone  is  in  a pretty  gloomy  mood,”  he  said.  “But  often 
they  start  asking  questions  about  rowing,  and  it  can  pro- 
vide a break,  lift  the  spirits  a little.” 

A common  concern  of  nonrowers  is  that  the  boats 
would  easily  turn  over,  but  that  rarely  happens.  However, 
Dr  Sperry  notes,  balance  of  the  long,  thin  shells  is  so  sensi- 
tive that  if  one  rower  turns  his  or  her  head  to  the  side  dur- 
ing a race,  other  rowers  can  feel  it. 

Rowers  are  loyal  to  their  sport.  Dr  Sperry  echoes  a senti- 
ment often  seen  on  bumper  stickers  and  T-shirts  around 
the  Dallas  Rowing  Club:  “If  you  don’t  row,  you  don’t 

know.  ~ Sharon  Carter 


Imagine  A 
HealthierTexas. 

Together 
We  Can  Make 
It  Happen. 


The  TMA  Foundation  is  the  philanthropic  arm  of 
Texas  Medical  Association.  Our  mission  is  to  champion 
healthy  lives  and  communities  for  Texans. 

We're  hard  at  work  convincing  Texans  of  the  impor- 
tance of  prevention.  We've  spread  the  immunization 
message  through  public  service  announcements,  put 
helmets  on  the  heads  of  young  bicyclists,  and  fought  the 
ills  of  tobacco  use.  Our  next  goal  is  to  "Start  the  Healing 
Now"  through  a domestic  violence  education  campaign. 

We're  here  to  address  the  health  challenges  TMA 
members  believe  are  important.  Support  for  our  initia- 
tives is  broadening  through  innovative  partnerships. 
Corporations  and  public  health  organizations  have 
joined  us  because  they  share  our  vision. 

Continued  physician  participation  will  enable  us  to 
fund  programs  you  care  about  and  to  create  public- 
private  partnerships  to  carry  out  our  dreams. 

We  are  your  non-profit  foundation.  Call  us  at 
(800)  880-1300,  Ext.  1663,  to  find  out  how  you  can  make 
good  health  a reality  for  Texans.  With  your  help,  we 
won't  have  to  imagine  anymore. 


TMA  Foundation 

The  Philanthropic  Arm  of  Texas  Medical  Association 

401  West  15th  Street  • Austin,  Texas  78701  • (800)  880-1300,  Ext.  16b3 
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Science  and  Education 


CME  and  you 

State  sets  hours  required  for  license  renewal 

By  Larry  BeSaw,  Associate  editor 


eginning  this  month,  physicians  who  do  not 
comply  with  state  continuing  medical  educa- 
tion (CME)  requirements  face  fines  and  pos- 
sible cancellation  of  their  licenses  when  they 
come  up  for  renewal.  The  new  rules  were  adopted  in  May 
by  the  Texas  State  Board  of  Medical  Examiners  (TSBME). 

Under  provisions  of  the  Medical  Practice  Act  of  Texas 
passed  by  the  legislature  in  1993  and  rules  adopted  by 
TSBME,  physicians  must  obtain  and  report  at  least  24 
hours  of  continuing  education  per  CME  year.  A CME  year 
is  defined  as  the  12  months  between  annual  registrations 
of  the  medical  license. 


to  TSBME  to  designate  the  specific 
number  of  hours  required.  TMA  rec- 
ommended the  requirement  be  set  at 
24  hours,  says  Carrie  Laymon,  direc- 
tor of  the  TMA  continuing  medical 
education  department. 


The  board  may  impose  administrative  lees  and  penal- 
ties ranging  from  $100  to  $5,000  for  violating  TSBME  or 
Medical  Practice  Act  requirements.  Physicians  not  meeting 
the  CME  requirement  could  be  fined  $400  for  the  first  90 
days  ol  noncompliance  and  $800  from  91  days  until  1 
year,  when  the  license  is  canceled.  Phis  is  in  addition  to  the 
$50  temporary  license  fee  and  the 
$300  renewal  fee. 

T he  rules  give  Bruce  A.  Levy,  MD, 

JD,  the  board’s  executive  director,  dis- 
cretionary authority  to  issue  a tempo- 
rary license  for  up  to  90  days.  This 
will  allow  the  physician  to  continue 
caring  for  his  or  her  patients  while 
TSBME  verifies  information  about 
CME  hours,  and  the  physician  cor- 
rects the  deficiencies. 

Although  issuance  of  temporary 
licenses  will  not  be  automatic,  TSBME 
General  Counsel  Tim  Weitz,  JD,  says  it 
would  be  rare  lor  one  not  to  be  granted. 

Fraud  would  be  a reason  for  not  grant- 
ing a temporary  license,  he  adds. 

The  Medical  Practice  Act 
continuing  medical  education  manda- 
tory for  license  renewal  but  left  it  up 


The  voice  of  experience 

Retired  physician  George  Race,  MD, 
is  reluctant  to  call  himself  an  expert  on 
continuing  medical  education.  “I  don’t 
know  whether  I’m  an  expert,’’  he  said. 
“I’ve  just  been  around  a long  time.” 

Expert  or  not,  his  credentials  are 
impressive.  He  is  the  former  associate 
dean  for  continuing  medical  education 
at  The  University  of  Texas  Southwestern  Medical  School  and 
the  former  dean  of  the  A.  Webb  Roberts  Center  for  Contin- 
uing Medical  Education  at  Baylor  Medical  Center  in  Dallas. 
He  also  served  as  president  of  the  Society  of  Medical  College 
Directors  of  CME  and  on  the  American  Medical  Associa- 
tion’s Committee  on  Continuing  Medical  Education.  Those 
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two  groups  were  instrumental  in  writ- 
ing CME  guidelines. 

Dr  Race  believes  continuing  edu- 
cation is  “absolutely  necessary  because 
90%  of  what  doctors  use  has  been 
learned  since  they  got  out  ol  medical 
school.  You  learn  as  you  go." 

The  question  is  whether  it  should 
be  mandatory. 

“Part  of  the  evil  of  a mandatory 
CME  requirement  is  that  it  changes 
the  intent  of  education,  which  is  to 
improve  knowledge  and  practice,  into 
something  that  is  like  a student  get- 
ting grade  points,”  he  said. 

Some  physicians  become  more 
interested  in  collecting  hours  than 
learning.  Dr  Race  vividly  remembers 
two  Michigan  pediatricians  who  paid 
$500  each,  plus  airfare,  hotels,  and 
meals,  to  attend  a weekend  CME  con- 
ference at  UT  Southwestern,  even 
though  it  did  not  apply  to  their  spe- 
cialty. They  needed  CME  hours 
before  they  could  open  their  office  the 
following  Monday  morning,  and  the 
Dallas  conference  was  the  only  one  of 
its  kind  in  the  country  that  weekend. 
“The  money  and  the  education  were 
wasted,  but  they  got  their  20  hours 
and  flew  back  to  Michigan,”  he  said. 

Texas  physicians  will  not  find  the 
24-hour  requirement  onerous  because 
most  obtain  more  than  that  anyway, 
he  believes.  “Twenty-four  hours  of 
credit  is  nothing,  really,”  he  said. 
“Only  12  of  it  has  to  be  formal,  and 
that  would  mean  going  to  one  accred- 
ited meeting  once  a month  for  a year. 
The  other  12  could  be  sell-study.” 

Dr  Race  also  believes  the  threat  of 
fines  is  unnecessary,  and  simply 


threatening  to  suspend  the  license  is 
sufficient  incentive  to  comply. 

Both  Dr  Race  and  Ms  Laymon 
advise  physicians  to  keep  their  own 
records  of  CME  hours.  The  records  will 
be  necessary  if  TSBME  asks  for  proof. 
TMA  has  designed  a form  to  help 
physicians  keep  track  of  their  hours.  It 
may  be  obtained  by  calling  the  TMA 
continuing  medical  education  depart- 
ment at  (800)  880-1300,  ext  1447,  or 
(512)  370-1447. 

A view  from  the  trenches 

For  Michael  Lifshen,  MD,  a board- 
certified  family  practice  physician  in 
Austin,  continuing  medical  education 
is  a double-edged  sword.  It  keeps  him 
abreast  of  the  latest  developments  in 
medicine,  but  it  can  be  expensive  — 
sometimes  up  to  $20  per  credit,  plus 
travel  expenses  if  the  conlerence  or 
seminar  is  out  of  town.  Therefore,  he 
bases  his  decision  on  attending  a 
CME  conference  on  whether  the 
topic  is  interesting,  the  quality  of  the 
faculty,  whether  it  will  benefit  his 
patients,  and  finally,  the  cost. 

“There’s  no  problem  meeting  the 
requirement,”  he  said.  “1  probably  get 
three  times  more  than  that  every  year. 
The  problem  is  that  it  costs  money  to 
attend  a major  conference  or  meeting. 
Although  it  is  a tax  write-off,  you  still 
have  to  pay  the  bill.  It  is  another 
financial  burden  on  doctors  that  has 
to  be  considered." 

While  there  is  no  question  contin- 
uing education  is  vital,  Dr  Lifshen 
wonders  if  it  has  to  be  in  a formal  set- 
ting. Both  he  and  Dr  Race  say  physi- 
cians learn  a lot  during  informal 


discussions  with  their  peers. 

“You  definitely  have  to  get  new 
information  somewhere,"  Dr  Lifshen 
said.  “Whatever  specialty  you’re  in,  if 
you’re  not  staying  up  with  the  latest 
medications  or  studies  or  new  treat- 
ments, then  you’re  going  to  rapidly 
fall  from  practicing  medicine  that  is 
consistent  with  quality  in  the  commu- 
nity," he  said. 

“Flow  you  get  that  CME  is  the 
sticking  point,"  he  added.  “Is  it  not 
enough  to  discuss  it  with  your  col- 
leagues or  to  read  journals,  or  do  you 
have  to  go  to  formal  education,  which 
has  time  and  financial  constraints  that 
have  to  be  followed?” 

He  believes  most  physicians  will 
find  the  CME  requirements  accept- 
able, “although  doctors  are  always 
wary  when  there’s  another  government 
regulation  coming  around  the  corner.” 

What  you  should  know 

Because  physicians  have  many  ques- 
tions about  the  CME  requirements, 
Texas  Medicine  offers  answers  to  those 
that  are  asked  most  frequently: 

Q:  When  did  the  CME  requirement 
take  effect? 

A:  The  first  reporting  of  compliance  is 
required  with  the  physician’s  annual 
registration  this  year. 

Q:  Do  I need  formal  or  informal  hours 
to  meet  the  requirement? 

A:  All  24  hours  may  be  obtained  from 
formal  activities,  but  up  to  12  hours 
are  allowed  in  informal  activities.  For- 
mal hours  are  defined  activities  such 
as  conferences,  seminars,  symposia, 
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case  conferences,  grand  rounds,  edu- 
cational presentations,  or  self-study 
courses  designated  for  Category  1 of 
the  AMA  Physician’s  Recognition 
Award,  approved  for  Prescribed  credit 
hours  by  the  American  Academy  of 
Family  Physicians,  or  designated  for 
Category  1-A  credit  of  the  American 
Osteopathic  Association. 

Informal  hours  may  be  obtained 
from  conferences,  seminars,  grand 
rounds,  case  conferences,  or  journal 
clubs  not  designated  for  formal  credit, 
self-instructional  materials  or  courses 
not  designated  for  formal  credit,  read- 
ing clinically  relevant  medical  journals 
or  articles,  using  literature  search  data- 
bases in  providing  patient  care,  partic- 
ipating in  peer  review  or  hospital 
quality-of-care  review  committees,  or 
research/preparation  time  for  medical 
presentations  delivered  to  practicing 
physicians  or  physicians  in  training. 

Q:  Why  isn’t  the  terminology  consis- 
tent with  the  commonly  known  Cate- 
gory I or  Category  2? 

A:  Because  some  specialties  use  other 
credit  systems.  For  example,  ifTSBME 
accepted  only  AMA  Category  1 , family 
physicians  could  not  apply  equivalent 
American  Academy  of  Family  Physi- 
cians Prescribed  hours  they  have  earned 
toward  the  requirement. 

Q:Will  I have  to  close  my  practice  and 
travel  to  obtain  formal  CME  hours 
because  I practice  in  a rural  commu- 
nity where  CME  activities  are  not 
readily  accessible? 

A:  No.  Many  formal  CME  activities 
are  available  in  video,  audio,  and  com- 
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puter-based  formats.  For  information 
on  available  resources,  contact  the 
IMA  Library’s  CME  Resource  Center 
at  (800)  880-1300,  ext  1552,  or  (512) 
370-1552  (see  article  on  next  page). 
Remember,  up  to  12  hours  of  infor- 
mal activities,  which  can  be  obtained 
locally,  will  be  accepted  byTSBME. 

Q:  Are  retired  physicians  who  want  to 
keep  their  licenses  exempt  from  the 
CME  requirement? 

A:  No.  Retired  physicians  must  meet 
the  CME  requirement  to  retain  their 
medical  licenses.  Only  physicians  on 
“official  retired  status  with  TSBME 
are  exempt.  These  physicians  do  not 
pay  the  annual  registration  fee,  may 
not  engage  in  clinical  activities,  may 
not  prescribe  or  administer  drugs,  and 
may  not  have  their  licenses  endorsed 
to  any  other  state. 

Retired  membership  with  TMA  is 
unrelated  to  a physician’s  licensure  sta- 
tus with  TSBME. 

Q:  What  would  exempt  me  from  the 
requirements? 

A:  Exemptions  may  be  granted  only 
for  catastrophic  illness,  military  ser- 
vice of  more  than  a year  outside  Texas, 
medical  practice  and  residence  of 
longer  than  a year  outside  the  United 
States,  or  showing  good  cause  why  the 
physician  is  unable  to  comply. 

Q:  Are  licensed  physicians  enrolled  in 
residency  training  programs  required 
to  obtain  CME  credit  hours  in  addition 
to  residency  requirements? 

A:  No.  They  satisfy  the  requirement 
through  their  training  programs. 

TEXAS  MEDICINE  ★ JUNE  1995 


Q:  The  rules  say  a physician  who 
becomes  board  certified  or  recertified 
within  36  months  prior  to  the  annual 
registration  of  the  medical  license  will 
be  presumed  to  comply  with  the  CME 
requirement.  If  I become  recertified  in 
1 995,  will  this  satisfy  my  requirements 
in  1998? 

A:  No.  TSBME  has  determined  that 
the  activities  undertaken  to  become 
boarded  or  recertified  equal  the  24- 
hour  requirement.  Since  24  hours  are 
required  every  12  months,  the  board 
certification  process  would  qualify  for 
only  1 year. 

Q:  Should  I send  copies  of  my  CME 
attendance  certificates  to  TMA  and 
then  request  a transcript  when  I need 
to  document  my  hours? 

A:  No.  If  you  attended  a CME  activity 
sponsored  by  TMA,  the  continuing 
medical  education  department  can 
provide  verification  if  you  need  it. 
Currently,  TMA  cannot  provide  you 
with  a transcript  of  all  TMA  activities 
you  attended  and  cannot  record  hours 
you  obtained  from  other  sources.  All 
physicians  should  keep  personal 
records  of  their  CME  attendance. 

Q:When  I mail  my  annual  registration 
form  to  TSBME,  should  I attach  my 
CME  attendance  certificates  or  a log 
of  the  activities  I completed? 

A:  No.  The  annual  registration  form 
asks  that  you  list  the  number  of  hours 
completed  during  the  previous  12 
months.  You  should  keep  attendance 
documentation  for  3 years  in  case  it  is 
requested  by  TSBME  in  a random 
audit  of  compliance.  ★ 
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How  TMA  can  help 


TMA  otters  several  services  to  help  you  meet  the 
state  CME  requirements.  For  intormation  about 
any  of  the  resources  listed  below,  call  (800)  880- 
1300  and  the  extension  listed. 

Annual  session 

A comprehensive  array  of  clinical  CME  activities  tor  all 
specialties  is  available  each  May  at  TMA’s  annual  ses- 
sion. Opportunities  to  fulfill  the  entire  TSBME  require- 
ment are  available  at  one  place  over  a 2-  to  3-day  period. 
(Ext  1452  or  1453) 

CME  resource  center 

Self-study  materials,  including  videotapes,  audiotapes, 
and  interactive  computer  programs,  are  available  to 
TMA  members  from  the  TMA  Library.  Most  materials 
come  with  study  guides  and  testing  materials  that  can  be 
returned  for  formal  CME  credit.  Classes  on  computer 
literature  search  techniques  also  are  available.  (Ext 
1 552).  The  TMA  Library  has  one  of  the  largest  clinical 
medical  libraries  in  the  country,  including  a comprehen- 
sive collection  of  books  and  journals.  (Ext  1550) 

CME  accreditation 

This  service  provides  information  and  consultation  to  com- 
munity hospitals  or  other  institutions  interested  in  becom- 
ing accredited  providers  of  CME  for  physicians.  (Ext  1446) 

Practice  management 

Workshops  on  the  business  aspects  of  running  a success- 
ful medical  practice  are  available,  and  most  qualify  as 
informal  hours  toward  the  licensure  requirement.  Some 
do  have  formal  credit.  Topics  include  improving  third- 
party  reimbursement,  workers’  compensation,  OSHA 
regulations,  Medicare,  managed  care,  and  government 
regulations.  (Ext  1423) 


Risk  management 

Workshops  and  independent  study  courses  on  clinical 
risk  management  cover  such  topics  as  risk  management 
fundamentals,  risk  in  managed  care  contracts,  and  phar- 
maceutical risk  management.  All  are  approved  for  for- 
mal CME  credit  hours  and  may  qualify  physicians  for 
discounted  professional  liability  insurance  premiums 
under  provisions  of  the  Omnibus  Health  Care  Rescue 
Act.  (Ext  1410  or  1411) 

Legal  affairs 

Conferences  and  courses  in  physician  health  and  impair- 
ment issues  include  prevention  and  management  of  stress 
and  burnout.  Ongoing  courses  can  be  taken  to  commu- 
nity hospitals  and  county  medical  societies.  (Ext  1342) 

Public  health  and  prevention 

Symposia  and  conferences  on  public  health,  prevention, 
and  scientific  affairs  issues  include  topics  such  as  infec- 
tious diseases,  stroke  prevention,  domestic  violence,  and 
AIDS.  They  are  addressed  with  a focus  on  aiding  physi- 
cians in  their  daily  practice  of  medicine.  (Ext  1467) 

Physician  Oncology  Education  Program 

This  program  is  designed  to  enhance  the  role  of  primary 
care  physicians  in  cancer  prevention,  screening,  and  the 
early  detection  of  cancer.  It  provides  cancer  education  mate- 
rials, sponsors  seminars  and  regional  conferences,  awards 
scholarships  for  physicians  to  attend  seminars,  funds  CME 
cancer  programs  for  primary  care  physicians  and  residents, 
and  maintains  a speakers  bureau.  (Ext  1671  or  1672) 

Leadership  conferences 

Physician  leaders  can  receive  up  to  6 formal  credit  hours 
by  attending  the  TMA  fall  and  winter  leadership  confer- 
ences. (Ext  1345) 
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“I  have  a very  select  practice . ” 


iff 
1 1 


DR.  ARTHUR  WILLIAMS,  DIRECTOR  OF  HEALTH  SERVICES 
SOUTHSIDE  HEALTHCARE,  INC.,  ATLANTA,  GA 


Dr.  Williams  doesn’t  see  just  anyone. 
Only  those  who  need  him  most. 

As  director  of  health  services  at 
Southside  Healthcare,  one  of  the 
nation’s  five  largest  community 
health  centers,  Dr.  Williams  oversees 
a team  of  health  care  professionals 
that  managed  153,000  patient  visits 
last  year. 

Dr.  Williams’  career  reflects  his  com- 
mitment. He  worked  as  a pharma- 
cist, then  went  back  to  school  and 
earned  his  MD.  He  paid  for  medical 
school  by  committing  to  work  three 
years  at  a community  health  center 
— Southside.  Nine  years  later,  he’s 
still  there,  still  giving, 

The  Sharing  the  Care  program 
donates  Pfizer’s  full  line  of  single- 
source pharmaceuticals  to  medically 
uninsured,  low-income  patients  of 
federally  qualified  centers  like 
Southside,  in  support  of  those  who, 
like  Dr.  Williams,  are  part  of  the  cure. 


Sharing  the  Care:  A Pharmaceuticals  Access 
Program  is  a joint  effort  of  the  National 
Governors’  Association,  the  National  Association 
of  Community  Health  Centers  and  Pfizer. 


Were  part  of  the  cure . 


Medicine’s  View 


‘Preserving  what’s  been  given  to  you’ 

TMA  President  Mark].  Kubala,  MD 

By  Jean  PlETROBONO,  Managing  editor 


Mark  J.  Kubala,  MD,  re- 
calls  an  incident  during  his 
freshman  year  at  The  Univer- 
sity ol  Texas  that  nearly  derailed 
his  medical  career. 

He’d  chosen  UT  over  Texas  A&M 
because  he’d  been  told  an  undergradu- 
ate degree  from  Texas  would  give  him 


a better  chance  at  getting  into  medical 
school.  But  adjusting  to  big-city  life  in 
Austin  was  tough  lor  the  young  man 
from  East  Bernard,  a tight-knit  town 
of  less  than  a thousand  where  he'd 
spoken  his  parents’  native  Czech  until 
the  first  grade. 

“I  was  really  overwhelmed  and  dis- 


couraged that  first  semester,”  Dr  Kubala 
recalled.  So  when  a guidance  counselor 
told  him  that  he’d  never  make  it  into 
medical  school,  he  took  him  at  his 
word.  “I  didn’t  have  a second  choice,  I’d 
only  wanted  to  be  a doctor.  He  told  me 
to  forget  it  and  go  into  pharmacy.” 

Luckily,  the  pharmacy  dean 
advised  him  to  wait  until  January  to 
switch  programs.  When  he  went 
home  to  East  Bernard  at  Thanksgiv- 
ing to  tell  his  family  the  bad  news,  his 
father  encouraged  him  to  stick  with 
pre-med.  “He  told  me,  ‘Well,  just  give 
it  a try.  11  you  can't  make  it,  come  back 
home  and  farm.  ” 

His  father,  Jerome,  who’d  taken  up 
cotton  farming  after  going  broke  in 
the  hatchery  business,  had  gone  to 
school  through  the  seventh  grade;  his 
mother,  Frances,  had  completed  sixth. 
But  both  parents  knew  the  value  of 
education  and  encouraged  their  eldest 
son  to  stay  the  course. 

He  returned  to  Austin,  got  on  his 
feet,  finished  his  degree  in  3 years,  grad- 
uated Phi  Beta  Kappa,  and  was  admit- 
ted to  The  University  of  Texas  Medical 
Branch  at  Galveston  (UTMB).  Dr 
Kubala  eventually  settled  in  Beaumont 
to  pursue  a career  in  neurosurgery.  Last 
month,  UTMB  — the  school  he’d  been 
told  he  couldn’t  hack  — bestowed 
upon  him  the  prestigious  Ashbel  Smith 
Distinguished  Alumnus  Award. 

Dr  Kubala  says  the  lesson  he  learned 


Irom  his  parents  during  that  time  ol 
crisis  is  one  he  has  tried  to  live  by:  “If 
you  have  a failure,  don’t  get  down  on 
yourself  because  you’re  really  not  that 
bad.  But  if  you  have  a success,  don’t  get 
the  big  head  because  you’re  really  not 
that  good.” 

He  brings  that  same  determination 
and  candor  to  the  helm  ol  the  Texas 
Medical  Association.  Dr  Kubala  was 
installed  as  1995-1996  president  last 
month.  Those  qualities,  aided  by  a gen- 
erous wit  and  clear  vision  of  what  needs 
to  be  done,  have  served  him  well  in  the 
25  years  he  has  been  active  in  TMA. 

“I  feel  very  lucky  to  be  able  to  be 
president  ol  TMA,”  he  said.  “But  I 
don’t  consider  my  role  as  president  to 
be  any  more  important  than  those  of 
the  thousand  other  doctors  who  give 
their  time  and  money  to  serve  on 
TMA  committees  and  councils.  I’m 
just  lucky,  I guess,  and  this  is  my  year 
to  take  up  the  collection.” 

Don’t  mistake  humility,  however, 
lor  lack  of  ambition.  Dr  Kubala  hopes 
to  accomplish  many  things  during  his 
presidential  year,  particularly  in  three 
areas:  managed  care,  technology,  and 
public  health. 

Getting  down  to  business 

With  managed  care  the  number  one 
concern  facing  most  Texas  physicians, 
TMA  must  do  what  it  can  to  help  its 
members  not  just  survive  but  thrive  in 
the  new  economic  climate,  Dr  Kubala 
says. 

“Physicians  aren’t  by  nature  business 
people,”  he  said,  emphasizing  the  word 
“bid-nez”  in  a telltale  East  Texas  drawl. 
“We’re  trained  to  take  care  of  patients.” 
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He  is  concerned  that  managed  care 
threatens  physician  unity.  “All  the 
competition  and  emphasis  on  getting 
the  best  deal  have  physicians  worried 
about  how  they’re  going  to  do  or  if 
they’ll  be  led  out,’’  he  said.  “Capita- 
tion could  pit  ‘gatekeepers’  against 
other  specialists.” 

One  of  the  challenges  of  managed 
care,  he  believes,  is  to  maintain  profes- 
sionalism. “What  sets  doctors  apart 
from  other  learned  trades  is  dedication 
to  their  patients.  We  were  taught  to 
have  only  one  purpose  in  mind:  to  give 
the  best  possible  care  to  our  patients,” 
he  explained.  “With  managed  care  and 
capitation,  we  must  provide  the  best 
possible  care  and  control  costs,  too.” 

So  what  does  he  see  TMA  doing? 
“Our  members  want  help,”  he  said 
simply.  “This  is  an  entirely  new  arena. 
Were  not  used  to  contracts,  negotia- 
tions, and  working  in  this  business 
environment.”  A good  first  step,  he 
says,  is  the  proposed  physician  services 
organization  under  study  by  the  TMA 
Board  of  Trustees. 

Isn’t  that  amazing? 

Dr  Kubala's  second  priority  for  the 
year  is  that  TMA  take  advantage  of 
the  “technology  explosion,”  as  he  calls 
it.  This  is  a subject  that  clearly  excites 
him.  His  eyes  sparkle  as  he  talks  about 
computers  and  medicine,  with  excla- 
mations of  “Isn't  that  amazing?”  and 
“Isn’t  this  mind-boggling?” 

“Very  quickly,  every  doctor  will 
have  a computer  in  the  office,”  he 
said.  “Just  like  a stethoscope,  you’re 
going  to  have  a computer.  The  chal- 
lenge for  TMA  is  to  take  advantage  of 
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whatever  opportunities  there  are  to 
serve  our  members.” 

Besides  immediate  access  to  enor- 
mous amounts  ol  data  through  services 
like  MedLine,  technology  promises,  in 
the  not-too-distant  future,  the  possibil- 
ity ol  the  paperless,  computerized 
patient  record.  “Did  you  know  that 
35%  ol  hospital  costs  are  associated  with 
communication?”  Dr  Kubala  asked. 
“Think  how  cost-eflective  this  will  be. 
And  it  will  really  help  with  monitoring 
and  preventive  medicine.  Your  physician 
will  know  right  away  if  your  immuniza- 
tion record  is  up  to  date,  or  if  you’re  at 
high  risk  for  heart  disease.” 

And  yes,  Dr  Kubala  surfs  the  Inter- 
net. “I’m  just  learning,”  he  emphasized. 
“It’s  dilficult  for  a guy  in  his  early  60s. 
But  I think  to  survive,  were  going  to 
have  to  get  on  line  and  on  board.” 

He  thinks  physicians  will  begin  to 
use  the  Internet  for  much  more  than 
electronic  mail.  “Youre  going  to  see 
electronic  consultation  and  all  forms 
of  medical  education  by  computer.” 

For  TMA,  staying  up  to  speed  on 
computer  technology  is  particularly 
critical  for  reaching  out  to  young 
physicians.  “We  have  to  recognize  that 
this  is  what  the  next  generation  of 
physicians  is  going  to  be  doing,”  he 
said.  “TMA  has  to  seize  this  opportu- 
nity to  communicate  with  our  mem- 
bers and  provide  services,  and  not  be 
left  behind.” 

Close  to  the  heart 

Dr  Kubala’s  third  priority  for  the  year, 
one  he  says  is  very  close  to  his  heart,  is 
public  health.  “TMA’s  efforts  in  the 
field  of  public  health  are  what  have 
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made  the  association  so  well  respected,” 
he  said.  “When  we  do  public  health 
projects,  whether  it’s  a border  confer- 
ence or  immunization  project  or  what- 
ever, that’s  what  sets  us  apart  from  other 
groups.  That’s  how  we  really  show  what 
our  motto  says,  ‘Physicians  Caring  for 

■~r~’ 

lexans. 

Such  projects,  of  course,  cost 
money,  and  that’s  where  the  TMA 
Foundation  comes  in.  Dr  Kubala,  who 
was  president  of  the  foundation  board 
of  directors  until  he  resigned  to  become 
TMA  president,  has  high  hopes  for  the 
organization’s  continued  growth. 
“Physicians  by  and  large  are  a very  char- 
itable group,”  he  said.  “They  give  of 
their  time  and  their  money.  Here’s  an 
opportunity  for  them  to  put  charitable 
contributions  back  into  the  field  that 
has  made  them  what  they  are  today.” 

No  slowing  down 

Dr  Kubala  has  been  in  private  practice 
in  Beaumont  since  1966,  and  he 
chuckles  at  the  question  of  whether 
he’ll  be  slowing  down  some  during  his 
presidential  year.  “I  have  a very  busy 
practice,”  he  said,  noting  that  he  and 
his  partner,  Carl  Shrontz,  MD,  are 
right  now  the  only  neurosurgeons 
practicing  in  Beaumont. 

“It  will  work  out,”  he  said.  “I’m  in 
good  health,  and  I enjoy  what  I do. 
I’m  excited  about  medicine  and  can't 
imagine  doing  anything  else.  To  me, 
it’s  the  greatest  opportunity  anybody 
could  have.” 

Dr  Kubala  also  credits  his  ability  to 
juggle  full-time  practice  and  TMA 
duties  to  Dr  Shrontz’  understanding 
nature  and  to  a supportive  family.  He 
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considers  Betty,  his  wife  of  37  years,  his 
career  partner.  “I  couldn’t  have  made  it 
without  her."  They  have  four  e;rown 
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children  — Tom,  Mark,  Dan,  and  Ann. 

Mrs  Kubala  has  been  an  inspira- 
tion to  her  husband,  having  survived 
breast  cancer  and  a massive  stroke. 
She  was  hospitalized  lor  3 months 
after  the  stroke,  2 weeks  in  intensive 
care,  and  has  been  slowly  recovering 
in  the  10  years  since.  “I’d  always  tried 
to  have  empathy  for  my  patients  and 
what  they  go  through  with  long  ill- 
nesses,” Dr  Kubala  said.  “My  wife’s 
struggle  certainly  reinforced  that." 

Preserving  a legacy 

Dr  Kubala’s  varied  background  and 
experiences  should  be  good  prepara- 
tion for  understanding  the  concerns 
and  representing  the  interests  ol 
TMA’s  many  constituencies. 

He  comes  from  a small  town,  but 
did  his  internship  and  residency  in 
Houston.  His  chosen  specialty  is  neu- 
rosurgery, but  he  spent  his  summers 
during  college  and  medical  school  as  a 
full-time  volunteer  with  his  home- 
town family  practitioner  and  mentor, 
J.  Dan  Schuhman,  MD.  He  practiced 
military  medicine  while  stationed  at 
Lackland  Air  Force  Base  in  San  Anto- 
nio, and  he  was  exposed  to  a large 
group  practice  during  a neurology  fel- 
lowship at  the  Mayo  Clinic  in 
Rochester,  Minn.  He’s  written  acade- 
mic research  papers,  and  for  many 
years  he  held  a clinical  instructorship 
at  Baylor  College  of  Medicine  and 
commuted  weekly  from  Beaumont  to 
Houston  to  work  with  residents. 

Dr  Kubala’s  many  years  of  involve- 


ment with  organized  medicine  also 
have  been  diverse,  serving  in  various 
capacities  for  numerous  national, 
state,  and  local  organizations.  He  is  a 
past  president  ol  the  Texas  Association 
of  Neurological  Surgeons.  He  also  has 
served  on  the  executive  committee  of 
the  Congress  ol  Neurological  Sur- 
geons and  is  one  of  only  three  Texans 
ever  to  serve  on  the  board  ol  directors 
for  the  American  Association  of  Neu- 
rological Surgeons. 

He  has  devoted  considerable 
energy  to  head  and  spinal  cord  injury 
prevention  and  education  eflorts.  He 
was  instrumental  in  setting  up  the  first 
such  program  in  Texas,  “Think  First,” 
and  served  as  secretary  ol  the  National 
Think  First  Foundation. 

A TMA  delegate  since  1973,  Dr 
Kubala  served  lour  terms  as  speaker  of 
the  House  of  Delegates  and  also 
served  as  vice  speaker.  He  has  been  a 
member  ol  the  Board  ofTrustees  since 
1989.  And  he  unashamedly  calls 
TMA  his  second  lamily.  “It’s  so  great 
to  work  with  people  whose  common 
interest  is  to  promote  the  health  of  all 
Texans,"  he  said. 

He  is  asked  often  these  days  why 
physicians  are  willing  to  get  involved 
with  organized  medicine,  and  he 
explained  it  this  way:  “It’s  a legacy,  a 
sense  that  you  are  preserving  what’s  been 
given  to  you.  And  by  working  to  better 
the  organization,  you’re  doing  what  you 
can  to  preserve  the  opportunity  for  the 
young  people  coming  up.  Everything 
that  we  have  now  we’ve  inherited  from 
the  people  before  us.  We’re  just  renting 
the  place  now.  It’s  our  job  to  preserve  it 
lor  future  generations. 


Mertie  Lewis  Wood 


Alliance  president  extolls 
power  of  partnership 

Mertie  Lewis  Wood,  a 
San  Antonio  homemaker  and 
community  volunteer,  was 
installed  as  president  ol  the 
Texas  Medical  Association  Alliance  last 
month.  Mrs  Wood  and  TMA  President 
Mark  J.  Kubala,  MD,  of  Beaumont, 
were  honored  at  a joint  installation  cer- 
emony during  annual  session  empha- 
sizing the  power  ol  partnership. 

Mrs  Wood  says  she  values  partner- 
ship in  her  personal  life  as  well  as  in 
her  work  with  the  alliance.  “As  a Bap- 
tist minister's  daughter  who  was  born 
in  West  Texas  and  lived  in  West  Texas 
through  college,  I learned  the  value  of 
partnership  by  the  example  set  by  my 
parents  as  they  worked  and  ministered 
together  in  various  churches,"  she 
said.  She  and  her  husband,  allergist 
Dale  A.  Wood,  MD,  have  two  chil- 
dren, Andrea  and  Eric. 
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Groups  agree  on  childhood 
immunization  schedule 


AS  THE  NUMBER  OF  VAC- 

cines  available  for  childhood  dis- 
eases increases,  three  pillars  of 
pediatric  health  have  agreed  to  a 
uniform  immunization  schedule  for 
children.  The  Advisory  Committee  on 
Immunization  Practices,  the  Ameri- 
can Academy  of  Pediatrics,  and  the 
American  Academy  of  Family  Physi- 
cians approved  the  schedule  at  right  as 
the  standard  calendar  by  which  chil- 
dren should  get  their  shots. 

The  schedule  hammers  out  the  dif- 
ferences between  suggested  immu- 
nization calendars  in  the  public  and 
private  health  sectors,  and  resolves  dif- 
ferences in  the  timing  of  the  third 
dose  of  oral  polio  vaccine,  the  second 
dose  of  measles-mumps-rubella  vac- 
cine, and  the  schedule  for  infant 
hepatitis  B vaccination. 


Annual  session  programs 
available  on  audiotape 

National  Recording  Services,  Inc, 
recorded  many  of  the  1995  Texas 
Medical  Association  Annual  Session 
scientific  programs  on  audiotape. 
Copies  of  program  tapes  are  avail- 
able by  mail.  For  information,  con- 
tact NRS,  Inc,  8500  N Stemmons, 
#3060,  Dallas,  TX  75247;  tele- 
phone (800)  460-1962. 

Watch  for  full  coverage  of 
annual  session  in  the  July  issue  of 
Texas  Medicine. 


Recommended  childhood  immunization  schedule 
United  States  — January  1995 

Bars  indicate  range  of  acceptable  ages  for  vaccination. 


Recommended  Ages 


1 Infants  born  to  HBsAg- negative  mothers  should  receive  the  second  dose  of  hepatitis  B vaccine  between  1 and  4 
months  of  age,  provided  at  least  1 month  has  elapsed  since  receipt  of  the  first  dose.  The  third  dose  is  recommended 
between  6 and  18  months  of  age. 

Infants  born  to  HBsAg-positive  mothers  should  receive  immunoprophylaxis  for  hepatitis  B with  0.5  mL  hepatitis 
B Immune  Globulin  (HBIG)  within  12  hours  of  birth,  and  0.5  mL  of  either  Merck  Sharpe  & Dohme  vaccine 
(Recombivax  HB)  or  of  SmithKJine  Beecham  vaccine  (Engerix-B)  at  a separate  site.  In  these  infants,  the  second  dose 
of  vaccine  is  recommended  at  1 month  of  age,  and  the  third  dose  at  6 months  of  age.  All  pregnant  women  should  be 
screened  for  HBsAg  in  an  early  prenatal  visit. 

2 The  fourth  dose  of  DTP  may  be  administered  as  early  as  12  months  of  age,  provided  at  least  6 months  have  elapsed 
since  DTP3.  Combined  DTP-Hib  products  may  be  used  when  these  two  vaccines  are  to  be  administered  simultane- 
ously. DTaP  (diphtheria  and  tetanus  toxoids  and  acellular  pertussis  vaccine)  is  licensed  for  use  for  the  fourth  or  fifth 
dose,  or  both,  of  DTP  vaccine  in  children  15  months  or  older,  and  may  be  preferred  for  these  doses  in  children  in 
this  age  group.  Td  (diphtheria  and  tetanus  toxoids  for  persons  7 years  of  age  or  older)  is  recommended  at  1 1 to  12 
years  of  age,  provided  at  least  5 years  have  elapsed  since  the  last  dose  of  DTP  or  DT. 

3 Three  H influenzae  type  b conjugate  vaccines  are  available  for  use  in  infants:  HbOC  [HibTITER]  (Lederle  Praxis); 
PRP-T  [ActHIB;  OmniHIB]  (Pasteur  Merieux,  distributed  by  SmithKJine  Beecham;  Connaught);  and  PRP-OMP 
[PedvaxHIB]  (Merck  Sharp  & Dohme).  Children  who  have  received  PRP-OMP  at  2 and  4 months  of  age  do  not 
require  a dose  at  6 months  of  age.  After  the  primary  infant  Hib  conjugate  vaccine  series  is  completed,  any  licensed 
Hib  conjugate  vaccine  may  be  used  as  a booster  dose  at  age  12  to  15  months. 

4 The  second  dose  of  MMR  vaccine  should  be  administered  either  at  4 to  6 years  of  age  or  at  1 1 to  12  years  of  age, 
depending  upon  state  school  requirements. 

5 Vaccines  recommended  in  the  second  year  of  life  (12  to  15  months  of  age)  may  be  given  at  either  one  or  two  visits. 

Approved  by  the  Advisory  Committee  on  Immunization  Practices,  the  American  Academy 
of  Pediatrics,  and  the  American  Academy  of  Family  Physicians 
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Commentary 


Managed  care  and  networks 
may  warrant  public  utility 
style  of  regulation 

By  Thomas  P.Weil,  PhD 


The  meltdown  of  the 
Clinton  administration  health-sys- 
tem reform  plan  suggests  that  man- 
aged care,  capitated  payment,  and 
regional  alliances  will  serve  as  the  major 
centerpieces  to  improve  the  organiza- 
tion, financing,  and  delivery  of  our 
nation’s  health  services.  With  the  Amer- 
ican public’s  resistance  to  embrace  either 
more  governmental  regulations  or  more 
taxes,  and  with  an  increasingly  conserv- 
ative Congress,  it  is  doubtful  that  Presi- 
dent Clinton  will  sign  any  significant 
health-system  reform  legislation. 

Critical  in  these  discussions  of  the 
efficacy  of  managed  care  for  reforming 
the  American  health  system  is  the 
dearth  of  evidence  available  of  the 
potential  cost  savings  of  either  estab- 
lishing alliances  or  implementing  capi- 
tated payment  (1).  There  is  only 
minimal  quantitative  evidence  that  the 
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regional  alliances  can  provide  a broader 
range  of  covered  services  at  a lower  cost 
per  subscriber  than  freestanding  insti- 
tutions and  indemnity  contracts. 

These  findings  lead  us  to  speculate 
on  the  consequences  for  the  medical 
profession  of  these  ongoing  trends  and 
whether  the  American  health  delivery 
system  should  anticipate,  by  the  turn  of 
the  century,  a more  procompetitive  or  a 
more  proregulatory  environment.  More 
specifically,  we  should  consider  some  of 
the  implications  of  having  five  or  more 
major  health  networks  each  in  the  Dal- 
las-Fort  Worth  and  Houston  metropol- 
itan areas;  two  to  three  alliances  in 
Amarillo,  Austin,  Beaumont-Port 
Arthur,  Corpus  Christi,  El  Paso,  Lub- 
bock, San  Antonio,  and  Tyler;  and, 
maybe  three  to  five  others  throughout 
the  state.  Roughly  80%  ofTexas’  popu- 
lation would  thereby  be  served  by 
physicians  and  hospitals  in  approxi- 
mately 20  to  25  major  health  networks. 

Managed  care  is  no  panacea 

The  managed  care  concept,  as  the  key 
force  to  control  health  expenditures, 
probably  should  be  viewed  for  a num- 
ber of  reasons  as  a transitory  or  tem- 
porary solution  with  a projected 
window  of  3 to  5 years.  Compared 
with  traditional  fee-for-service  insur- 
ance, health  maintenance  organiza- 
tions (HMOs)  and  other  managed 
care  plans  have  only  achieved  modest 
results.  HMO  patients  experience 
somewhat  lower  inpatient  admission 
rates  with  slightly  shorter  average 
lengths  of  hospital  stays  (2).  As  a direct 
result  of  the  fiscal  incentives  inherent 
in  capitated  payment,  physicians  order 


fewer  expensive  procedures  and  exam- 
inations (3).  There  is  somewhat  lower 
satisfaction  with  HMO  services,  but 
this  is  counterbalanced  by  the  percep- 
tion that  managed  care  is  less  expen- 
sive than  fee-for-service  plans  (4). 

By  micromanaging  services,  man- 
aged care  plans  have  generally 
achieved  a one-time  7% — 1 0%  overall 
cost  reduction  (5).  Although  this 
potential  savings  is  sizeable,  it  is  equal 
to  roughly  ] year’s  inflationary  factor 
of  our  nation’s  health  expenditures.  In 
comparison,  based  on  the  most  recent 
projections,  Medicare,  Medicaid,  and 
Social  Security  are  estimated  to  con- 
sume all  federal  revenues  by  the  year 
2012,  unless  we  raise  taxes  or  reduce 
benefits,  or  do  some  of  both  (6). 

The  managed  care  plans  and  the 
regional  networks  will  continue  to  have 
difficulties  delivering  accessible,  quality 
health  services  to  those  living  in  our 
inner  cities  and  poor  rural  areas,  where 
most  of  those  now  underserved  reside 
and  where  there  is  the  most  significant 
shortage  of  quality  providers  (7).  To  fill 
that  slack,  we  can  expect  the  formation 
of  additional  for-profit  managed  care 
plans  being  organized  specifically  to 
collect  premiums  and  to  deliver  limited 
care  to  those  in  Texas’  underserved 
areas  eligible  for  Medicaid. 

Managed  care  plans  and  regional 
networks  assume  that  to  ensure  qual- 
ity care  and  to  lower  costs,  they  are 
forced  to  establish  panels  of  physicians 
and  hospitals.  What  is  so  worrisome  is 
that  too  many  managed  care  plans 
and  alliances  will  select  low-quality, 
low-cost  providers,  whose  professional 
loyalties  could  be  dominated  more  by 
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the  fiscal  imperatives  of  the  third- 
party  payers,  who  assure  them  of  a 
steady  revenue  stream,  than  by  their 
patients’  best  interests. 

Fiscal  incentives  are  inherent  in 
capitated  payment  to  provide  a fewer 
number  of  services,  whether  ir  be 
fewer  referrals  to  specialists  and  sub- 
specialists, a reduction  in  the  use  of 
expensive  procedures  and  examina- 
tions, or  fewer  hospital  admissions 
and  patient  days.  HMOs  staff  with 
the  ratio  of  1 physician  per 
800  subscribers  compared 
with  1 doctor  per  415  resi- 
dents in  the  United  States, 
suggesting  a possible  excess 
of  165,000  physicians  by 
the  year  2000  (8).  For  sim- 
ilar reasons,  the  average 
daily  census  of  American 
hospitals  is  projected  to 
decline  further.  This  excess 
capacity  will  allow  regional 
networks  to  squeeze  out 
many  of  the  area’s  weakest  providers. 

As  managed  care  plans  implement 
further  cost  reductions  by  constrain- 
ing the  use  and  amount  of  payment 
for  tertiary  services,  providers  in  the 
United  States  will  witness  a slow  down 
in  acquisitions,  greater  centralization, 
and  longer  queues  for  patients  seeking 
sophisticated  services.  Fiscal  restraints 
will  force  providers  to  regionalize  ter- 
tiary care,  and  those  sophisticated  ser- 
vices eventually  will  no  longer  be 
available  to  patients  in  many  commu- 
nity hospitals  “on  demand.’  Some 
specialists  and  subspecialists,  as  a 
result,  reluctantly  will  be  seeking  priv- 
ileges in  nearby  teaching  centers  or 
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otherwise  be  faced  with  a significant 
reduction  in  patient  revenues. 

Networks  evolve  into  regional 
monopolies 

As  more  and  more  physicians  are  con- 
cerned about  being  “left  out,” 
expanded  enrollment  in  managed  care 
plans,  capitated  payment,  and  the  for- 
mation of  powerful  networks  eventu- 
ally will  require  that  almost  all  doctors 
be  associated  with  one  of  the  dominant, 


geographically  linked,  vertically  and 
horizontally  diversified  health  alliances. 
The  strongest  networks  in  any  region 
are  expected  to  be  those  that  are  geo- 
graphically linked;  compatible  with 
existing  physician  referral  patterns;  and 
able  to  develop  common  culture  and 
goals  among  trustees,  doctors,  and  var- 
ious levels  of  health  executives. 

In  the  projected  3-  to  5-year  win- 
dow, during  which  enrollment  in 
managed  care  plans  will  continue  to 
increase  and  alliances  will  continue  to 
gain  additional  market  share,  one  net- 
work or,  in  a large  metropolitan  area, 
several  alliances  could  dominate  each 
region  as  virtual  monopolies  (ie,  oli- 
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gopolies).  Classical  economics  has 
taught  us  that  in  a highly  competitive 
marketplace,  a goal  of  an  oligopolist  is 
to  secure  a monopoly  position.  The 
public  could  grow  increasingly 
incensed  about  these  immense 
regional  health  networks  as  they 
become  too  insensitive  about  access  to 
services,  social  equity,  the  comprehen- 
siveness of  and  quality  of  care,  or  par- 
ticularly the  cost  of  care. 

In  consummating  a corporate  con- 
solidation, merger,  or  acquisition,  our 
federal  antitrust  laws  would  be  per- 
ceived as  a potential  hurdle.  These 
laws  reflect  a public  policy  principle 
whereby  free-market  competition  pro- 
tects consumers,  restrains  private  eco- 
nomic power,  and  generally  produces 
the  best  allocation  of  quality  goods 
and  services  at  the  lowest  price  (9). 
According  to  a recent  US  Govern- 
ment Accounting  Office  study  (10), 
potential  antitrust  warnings  actually 
may  not  be  as  serious  a barrier  for 
these  networks  to  gain  common  gov- 
ernance as  currently  perceived  by  our 
nation’s  health  leadership,  although  in 
recent  months  this  conclusion  seems 
to  be  in  flux. 

To  protect  the  public  interest  from 
the  potential  abuses  of  “big  business,” 
an  earlier  idea  was  to  use  a state  health 
services  commission  to  allocate 
regional  capital  resources.  This  con- 
cept was  proposed  in  1959  by  the  late 
Ray  Brown,  who  is  often  considered 
to  be  the  dean  of  American  hospital 
administrators  (11)-  Later  on,  in 
1970,  the  American  Hospital  Associa- 
tion’s Ameriplan  recommended  the 
formation  of  a National  Health  Com- 


Some  specialists  and 
subspecialists  reluc- 
tantly will  be  seeking 
privileges  in  nearby 
teaching  centers  or 
otherwise  be  faced  with 
a significant  reduction 
in  patient  revenues. 
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mission  to  oversee  the  organization 
and  financing  of  the  US  health  system 
and  recommended  that  each  state 
establish  a health  services  commission 
to  control  the  range  of  services  to  be 
offered  and  to  set  the  reimbursement 
rates  for  providers  (12). 

Monopolies  may  require  state  public 
utility  regulation 

While  most  physicians,  hospitals, 
insurers,  and  others  in  the  health 
industry  anticipate  that  our  current 
market-oriented  strategies  will  gener- 
ate a more  competitive  environment, 
by  the  turn  of  the  century  we  could 
instead  be  heading  toward  a public 
utility  model  to  regulate  the  health 
field.  Perhaps  the  fundamental  issue 
surrounding  the  potential  use  of  this 
public  utility  concept  for  the  health 
field  is  whether  this  approach  can 
implement  the  appropriate  balance 
among  the  rights  of  consumers, 
providers,  and  governmental  control. 

What  is  so  disconcerting  to  those 
of  us  who  support  the  concept  of  sep- 
aration of  powers  is  that  our  nation’s 
public  utility  commissions,  when  they 
regulate  an  industry,  merge  the  powers 
of  the  legislative,  judicial,  and  execu- 
tive branches  (13).  If  the  public  utility 
approach  is  used  for  the  health  field, 
delays  could  adversely  affect  the  pub- 
lic interest.  Delays  in  the  regulatory 
process  could  hamper  the  develop- 
ment of  new  services  and  operating 
efficiencies.  Delays  could  prevent  con- 
sumers from  receiving  their  share  of 
the  benefits  flowing  from  advances  in 
medical  sciences  and  organizational 
efficiencies.  Delays  could  be  costly  in 


terms  of  human  energies  expended  by 
the  health  providers  in  obtaining 
approval  to  make  those  changes, 
which  must  be  accomplished  anyway. 

Where  are  we  heading? 

By  embracing  the  managed  care  con- 
cept, capitated  payment,  and  the 
mergers  resulting  in  regional  networks, 
the  American  health-care  system  is  cre- 
ating powerful  alliances  that  result  in 
virtual  monopolies.  To  protect  that 
public’s  interest,  these  networks  could 
eventually  require  regulation  by  state 
health  services  commissions.  Unex- 
pectedly, to  protect  the  public  interest 
in  an  aggressive  procompetitive  envi- 
ronment, a quasi-private,  quasi-public 
state  body  may  be  needed. 

Certainly  the  state  health  services 
commission  concept  is  alien  to  Texas 
physicians  who  visualize  that  health- 
system  reform  should  be  implemented 
almost  solely  by  competitive  forces. 
Some  doctors  may  have  never  consid- 
ered that  virtual  monopolies,  as  a 
result  of  forming  these  powerful  net- 
works and  implementing  capitated 
payment,  may  in  the  foreseeable 
future  also  force  the  establishment  of  a 
regulatory  organization  for  the  health 
industry  to  be  located  in  Austin. 
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50  Years  Ago  in  Texas  Medicine 

June  194! 

Streptomycin  in  typhoid  fever 

A PROMISING  NEW  DRUG,  related  to  penicillin  in  its  germ-killing 
power,  has  been  found  useful  in  the  treatment  of  typhoid  — a disease 
for  which  heretofore  there  has  not  been  a treatment  of  any  value,  it  is 
reported  in  The  Journal  of  the  American  Medical  Association  for  May  19. 
Hobart  A.  Reimann,  MD,  William  F.  Elias,  PhD,  and  Alison  H.  Price, 
MD,  Philadelphia,  studied  effects  of  the  drug  during  a local  typhoid  epi- 
demic in  December  1944.  About  60  cases  with  8 deaths  were  reported 
during  the  epidemic,  all  of  them  arising  from  a typhoid  carrier  in  a bak- 
ery. Because  amounts  of  the  drug  were  limited,  only  5 patients  were 
selected  for  treatment  and  study. 

The  drug,  streptomycin,  is  a nontoxic  substance  which,  like  penicillin, 
has  an  inhibiting  or  destroying  action  upon  bacterial  growth.  It  acts,  how- 
ever, upon  some  disease  producing  bacilli  on  which  penicillin  has  no 
effect,  including  Eberthella  typhosa,  the  microbe  which  causes  typhoid. 

Of  the  5 patients  treated  by  hypodermic  injection  with  streptomycin, 
recovery  took  place  in  3 during  treatment.  The  authors  point  out  that  dif- 
ferent strains  of  this  germ  vary  in  their  resistance  to  streptomycin.  This 
may  explain  why  not  all  of  the  patients  responded  to  the  new  treatment. 


(Texas  State  Journal  of  Medicine.  1 945;4 1 [2]  77) 
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THE  DEBATE  IS  OVER 

In  the  spring  of  1993,  researchers 
called  an  early  halt  to  the  Diabetes 
Control  and  Complications  Trial,  or 
DCCT.  Launched  in  the  early  1980s, 
this  multicenter  study  was  designed 
to  resolve,  once  and  for  all,  whether 
“tight”  blood  glucose  control  can  help 
prevent  or  slow  the  progression  of 
long-term  complications  of  diabetes, 
including  eye,  nerve,  and  kidney  dis- 
ease. The  answer,  in  short,  is  yes.1 

THE  DCCT  DESIGN 

In  the  DCCT,  1,441  volunteers  with 
type  I (insulin-dependent)  diabetes, 
ages  13-39,  were  randomized  to  one  of 
two  diabetes  management  plans: 

• “conventional”  therapy,  with  one 
or  two  injections  per  day,  once- 
daily  monitoring  of  blood  or  urine 
glucose,  dietary  education,  and 
four  physician  visits  a year; 

• “intensive”  therapy,  involving 
three  or  more  injections  per  day, 
or  use  of  an  insulin  pump,  with 
dosages  adjusted  on  the  basis  of 
four  or  more  daily  blood  glucose 


tests;  intensive  diabetes  educa- 
tion and  dietary,  exercise,  and 
psychosocial  counseling;  and 
monthly  physician  visits. 

Basic  clinical  goals 

For  conventional  therapy:  “Clinical 
well-being” — no  symptoms  of  high  or 
low  blood  sugar;  normal  growth  and 
development. 

For  intensive  therapy  : Blood  glucose 
levels  as  close  to  normal  as  possible. 

WHAT  THE  STUDY  SHOWED 

Benefits  of  intensified 
control 

Both  groups  were  monitored  for  signs 
of  eye,  nerve,  or  kidney  disease.  Over- 
all, the  intensive  therapy  group  expe- 
rienced a profound  reduction  in  long- 
term complications. 

Intensive  therapy  reduced 

• retinopathy  by  up  to  76%; 

• nephropathy  by  up  to  56%; 

• neuropathy  by  up  to  60%. 


Overall,  the  intensive 
therapy  group  experi- 
enced a profound 
reduction  in  long-term 
complications. 


Figure.  Artist’s  concep- 
tion of  principal  DCCT 
findings.  Based  on 
results  reported  in  N Engl 
J Med  1993:329:977- 
986. 
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The  goals  you  and 
your  patients  set 
today  for  glycemic 
control  can  influence 
your  patients  'future 
health  substantially. 


The  lower  the  average  glycosylat- 
ed hemoglobin  levels  (see  Figure),  the 
lower  the  risk  for  long-term  compli- 
cations. 

Risks  of  intensified  control 

Despite  frequent  self-monitoring  of 
blood  glucose  (SMBG)  and  close  con- 
tact with  the  healthcare  team,  the 
intensively  treated  patients  had  three 
times  as  many  severe  hypoglycemic 
episodes  (those  requiring  assistance 
from  someone  else  or  emergency  room 
visits)  as  the  conventionally  treated 
patients. 

Intensive  treatment  also  promot- 
ed weight  gain:  After  five  years,  inten- 
sively treated  patients  had  gained 
approximately  10  pounds  more  than 
conventionally  treated  patients  over 
the  same  period. 

WHAT  THE  FINDINGS 
MEAN  TO  YOU 

The  goals  you  and  your 
patients  set  today  for 
glycemic  control  can  influ- 
ence your  patients’  future 
health  substantially. 

DOES  THIS  APPLY  TO 
ALL  PATIENTS? 

The  DCCT  subjects  all  had  insulin- 
dependent  diabetes  mellitus  (IDDM), 
also  called  type  I or  (formerly)  “juve- 
nile-onset” diabetes.  This  disorder 
completely  destroys  a person’s  insulin- 
making capacity;  insulin  therapy  is 
needed  for  survival.  Roughly  300,000 
people  in  the  United  States  have  this 
form  of  diabetes,  which  usually  devel- 
ops in  youth  or  early  adulthood. 

The  great  majority  of  people  with 
diabetes  have  a more  common  form 
of  the  disorder,  known  as  non-insulin- 
dependent  diabetes  mellitus 
(NIDDM),  also  called  type  II  or  (for- 
merly) “maturity-onset”  diabetes.  This 
disease  usually  strikes  people  who  are 
older  than  40  and  overweight.  Some 


6.5  million  Americans  are  known  to 
have  NIDDM,  and  it’s  estimated  that 
another  6-7  million  cases  remain 
undiagnosed. 

Although  the  DCCT  findings  direct- 
ly apply  only  to  patients  with  IDDM, 
the  American  Diabetes  Association 
(ADA)  has  stated  that 

it  seems  reasonable  to  recom- 
mend tight  control  in  many 
patients  with  non-insulin- 
dependent  disease  because  it  is 
presumed  that  the  mechanisms 
by  which  glucose  causes  com- 
plications is  the  same  in  both 
forms  of  diabetes.2 

Although  it  can  persist  for  years 
with  few  or  no  symptoms,  NIDDM  is 
not  a “mild”  form  of  diabetes.  It  also 
carries  a great  risk  for  chronic  com- 
plications. 

WHAT  ABOUT  OTHER 
COMPLICATIONS 
OF  DIABETES? 

People  with  diabetes  are  at  increased 
risk  for  atherosclerosis — and  thus  for 
coronary  disease,  stroke,  and  periph- 
eral vascular  disease.  These  compli- 
cations appear  to  be  less  tightly  tied  to 
glycemia  than  eye,  nerve,  and  kidney 
complications;  serum  cholesterol  and 
lipids,  blood  pressure,  and  smoking 
history  also  contribute  to  macrovas- 
cular  complications. 

Despite  the  confounding  effects 
introduced  by  multiple  risk  factors, 
the  group  under  intensive  diabetes 
management  had  fewer  coronary  and 
peripheral  vascular  events  than  the 
controls.  When  all  cardiovascular  and 
peripheral  vascular  events  were  com- 
bined, intensive  therapy  reduced  the 
risk  of  macrovascular  disease  by  41%. 
When  the  study  ended,  this  trend  was 
approaching,  but  had  not  yet  reached, 
statistical  significance.  The  ADA 
noted,  “[It]  is  reasonable  to  suppose 


that  better  [glycemic]  control  might 
slow  macrovascular  in  addition  to 
nticrovascular  complications.”2 

HOW  INTENSE  DOES 
“INTENSIVE”  HAVE 
TO  BE? 

What  are  the  magic  glucose  numbers? 
Strictly  speaking,  there  are  none.  The 
L)CCT  proved  that  the  risk  of  long- 
term complications  is  lower  in  people 
with  IDDM  who  had  more  ambitious 
glucose  targets  than  in  those  with  less 
ambitious  targets.  The  trial  wasn’t 
designed  to  compare  risks  at  specific 
levels  of  actually  achieved  control. 

That’s  not  to  say  that  the  goals 
weren’t  specific.  The  targets  of  inten- 
sive therapy  were 

• fasting  and  premeal  blood  glu- 
cose levels  70-120  mg/dL; 

• postprandial  glucose  <180 
mg/dL; 

• 3:00  a.m.  blood  glucose  (moni- 
tored weekly)  >65  mg/dL; 

• glycosylated  hemoglobin  (HbAk.) 
levels  as  close  to  normal  as  pos- 
sible (“normal”  being  <6.05%  in 
the  assay  used  by  the  DCCT). 

When  the  DCCT  investigators  ana- 
lyzed the  findings  by  plotting  average 
glycosylated  hemoglobin  levels  against 
the  risk  of  sustained  retinopathy  pro- 
gression, the  relation  proved  remark- 
ably straightforward:  The  lower  the 
mean  glycosylated  hemoglobin  levels, 
the  lower  the  risk  for  retinopathy.  That 
result  strongly  suggests  that  any 
improvement  in  blood  glucose  control 
is  likely  to  lower  the  risk  of  compli- 
cations to  some  degree. 

MEETING  THE 
STANDARDS  OF  CARE 

The  American  Diabetes  Association 
has  published  standards  of  care  for 
people  with  diabetes.2  If  you  treat  dia- 
betes, you  should  document  your 


adherence  to  these  standards,  regard- 
less of  the  specific  glycemic  targets 
you  and  your  patients  set.  A sample 
checklist  of  these  recommendations 
appears  on  page  13. 

UPGRADING 

DIABETES 

THERAPY 

IDDM:  BASIC  GUIDELINES 

The  management  of  diabetes  with 
intensive  insulin  regimens  requires 
substantial  resources  and  expertise. 
If  your  practice  is  not  geared  for  this 
kind  of  treatment  approach,  it  may  be 
preferable  to  refer  IDDM  patients  to 
an  endocrinologist  or  diabetes  center. 
At  a minimum: 

• Every  patient  with  IDDM  should 
take  at  least  two  insulin  injec- 
tions a day.  If  they  are  taking 
only  two,  these  should  contain  a 
mixture  of  short-  and  interme- 
diate-acting insulin.  Such  a regi- 
men may  achieve  adequate 
glycemic  control  in  individuals 
who  eat  and  exercise  on  very  reg- 
ular schedules.  However,  three 
or  more  injections  a day  or  use 
of  an  insulin  pump  should  be 
recommended,  unless  clearly 
contraindicated. 

• Every  patient  with  IDDM  (or  par- 
ent of  young  children  with 
IDDM)  should  measure  blood 
glucose  at  least  before  each 
injection.  They  should  be  taught 
how  to  adjust  premeal  dosages 
of  short-acting  insulin  on  the 
basis  of  SMBG  results,  calorie 
intake,  and  physical  activity. 

• No  patient  with  IDDM  should 
adjust  insulin  on  the  basis  of 
urine  glucose  tests  alone.  Urine 
tests  for  ketones,  however, 
should  be  performed  during 


TOOLS  FOR 
INTENSIFYING 
CONTROL 

Why  has  the  50-year  debate  over 
blood  glucose  control  and  long- 
term complications  been  resolved 
only  now?  Because  the  tools  for 
attempting  truly  tight  control  have 
only  been  in  existence  since  the 
late  1970s.  The  key  advances,  in 
addition  to  new  drugs  and  insulin- 
delivery  systems,  were  two  new 
ways  to  monitor  the  effects  of  dia- 
betes therapy: 

• Self-monitoring  of  blood  glu- 
cose (SMBG).  Finger-prick  blood 
glucose  tests  enable  patients  to 
determine  their  blood  glucose  level 
immediately,  anywhere.  For 
patients  on  advanced  insulin  regi- 
mens, SMBG  allows  precise  pre- 
meal dosage  adjustments.  For  any- 
one with  diabetes,  it  can  help  mon- 
itor the  effectiveness  of  treatment 
and  serve  as  a motivational  tool. 

• Glycosylated  hemoglobin 
testing  (also  known  as  glycohemo- 
globin,  glycated  hemoglobin,  HbAp 
or  HbA1(,  testing).  This  laboratory 
test  measures  the  level  of  glucose- 
altered  (glycosylated)  hemoglobin 
that  has  accumulated  in  the  blood 
over  the  preceding  2-3  months. 
It’s  an  indispensable  gauge  of  a 
person’s  overall  level  of  diabetes 
control.  (Note:  Different  laborato- 
ries use  slightly  different  scales  for 
their  glycosylated  hemoglobin 
results — blood  from  a normal  vol- 
unteer might  read  6%  at  one  lab 
and  7%  at  another.  So  know  the 
reference  values  for  the  lab  you 
use.) 


Patients  with  IDDM 
should  be  taught  how 
to  adjust  premeal 
dosages  of  short-act- 
ing insulin  on  the 
basis  of  blood  glucose 
test  results,  calorie 
intake,  and  physical 
activity. 
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periods  of  illness  or  stress,  or 
whenever  blood  glucose  rises 
above  240  mg/dL. 

• Every  patient  with  IDDM  should 
carry  some  form  of  simple  car- 
bohydrate (eg,  glucose  tablets) 
to  counteract  hypoglycemia. 
Family  members  (and,  ideally, 
co-workers  or  school  personnel) 
should  know  how  to  administer 
glucagon  in  the  event  of  severe 
hypoglycemia. 

• Every  patient  with  IDDM  should 
have  24-hour  access  to  a health 
professional  knowledgeable 
about  diabetes. 

• Every  patient  with  IDDM  should 
receive  education  from  profes- 
sionals who  can  help  develop 
and  monitor  a diabetes  manage- 
ment  program;  this  should 
include  an  eating  plan,  exercise 
plan,  and  training  on  such  topics 
as  managing  diabetes  during  sick 
days  and  when  traveling. 

According  to  the  DCCT  researchers, 
IDDM  patients  for  whom  intensive  dia- 
betes therapy  may  not  be  appropri- 
ate include 

• patients  who  experience  fre- 
quent severe  hypoglycemia  or 
who  do  not  experience  the  typi- 
cal early  warning  signs  of  hypo- 
glycemia (eg,  sweating,  trem- 
bling); 

• patients  whose  diabetic  compli- 
cations, particularly  renal  dis- 
ease, are  already  far  advanced; 

• patients  with  coronary  or  cere- 
brovascular disease  (whose  con- 
ditions may  be  worsened  by  fre- 
quent or  severe  hypoglycemia); 

• children  under  13  years.  (The 
DCCT  didn’t  study  anyone 
younger.  According  to  the  ADA, 
tight  control  is  contraindicated 
in  children  under  2 years,  and 
should  be  attempted  with  extreme 
caution  in  those  under  7 years.)2 


NIDDM:  A Stepped-Care 
Approach 

The  chart  running  across  the  center- 
fold is  a simplified  guideline  for 
upgrading  diabetes  therapy  in  people 
with  NIDDM.  It  is  generalized  and 
does  not  apply  to  all  patients  and  sit- 
uations. The  glucose  values  defining 
“unacceptable,”  “better,”  and  “best” 
are  broad  estimates,  based  on  typical 
blood  glucose  tests.  The  accompanying 
glycosylated  hemoglobin  values  are  a 
somewhat  more  reliable  guide. 


Key  points 

• Resource  inventory.  Before 
intensifying  a patient’s  thera- 
py— indeed,  before  treating  dia- 
betes at  all — you  should  take 
stock  of  the  resources  and 
knowledge  needed  to  apply  the 
regimen  successfully.  If  they  are 
not  available,  it  may  be  prefer- 
able to  refer  the  patient  to  a spe- 
cialist or  diabetes  treatment  pro- 
gram. Resource  needs  grow 
cumulatively  with  more 
advanced  diabetes  treatment 
regimens. 

• Go  for  the  green.  The  object  is 
to  improve  blood  glucose  control 
from  the  red  “unacceptable” 
zone  (BG  >200  mg/dL;  HbAlc 
>10%)  to  the  green  “best”  zone 
(BG  <140  mg/dL;  HbAlc  6-8%), 
where  the  best  chances  of  pre- 
venting complications  reside. 

• The  middle  ground.  The  yellow 
(“better”)  zone  corresponds 
roughly  to  conventional  control 
in  the  DCCT.  At  this  level  of  con- 
trol, a patient  will  likely  feel  well 
most  of  the  time.  But  the  risk  of 
complications  is  significantly 
higher  than  that  for  patients 
in  the  “best”  zone. 

• Document  discussions.  There 
may  be  sound  reasons  why  you 
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and  your  patient  decide  that 
“better”  is  good  enough.  But  in 
light  of  the  DCCT,  make  sure 
your  patient  understands  that 
lower  blood  glucose  levels  will 
likely  decrease  the  risk  of  com- 
plications, and  document  that 
discussion.  Patients  who  develop 
complications  in  the  future  will 
have  reason  to  ask  whether  their 
doctors  took  aggressive  enough 
steps  to  move  them  from  “bet- 
ter” to  “best.”  You  should  also 
advise  the  patient  of  the 
increased  risk  of  hypoglycemia 
if  a decision  is  made  to  intensify 
therapy. 


_J  STEP  1: 

DIET  AND 
EXERCISE 

Resource  inventory 

• Education  capability  for  meal 
planning,  exercise  counseling, 
and  (if  required)  weight  loss 

• Diabetes  education  capability 

(nurse/educator  if  possible) 

• Minimum  testing: 

— Glycosylated  hemoglobin 
— Lipid  profile 
— Microalbuminuria, 
serum  creatinine 
— ECG,  BP 

For  an  individual  newly  diagnosed 
with  NIDDM  and  without  acute  symp- 
toms of  diabetes,  the  first-line  therapy 
is  a diet  and  (if  not  medically  con- 
traindicated) exercise  plan.  In  some 
patients,  these  measures  may  be  all 
that’s  needed  to  control  diabetes  ade- 
quately, although  about  85%  of  NIDDM 
patients  do  eventually  require  med- 
ication. Even  then,  diet  remains  essen- 
tial. In  fact,  dietary  backsliding  is  at 
the  root  of  many  medication  “failures.” 

Dietary  goals.  For  obese  NIDDM 


patients — the  majority — the  primary 
dietary  goal  is  weight  loss.  When 
patients  lose  weight,  their  tissues 
become  more  sensitive  to  insulin  and 
thus  remove  more  glucose  from  the 
blood;  weight  loss  also  reduces  glu- 
cose production  in  the  liver. 

In  addition  to  calorie  restriction, 
dietary  goals  include 

• distributing  calories  as  evenly  as 
possible  throughout  the  day,  to 
avoid  large  after-meal  glucose 
“excursions”; 

• maintaining  a balanced  diet, 
with  about  50-60%  of  calories 
from  carbohydrates  (especially 
high-fiber  foods),  no  more  than 
30%  of  calories  from  fat,  and  the 
balance  from  protein.  In  other 
words,  a basic  “heart  healthy” 
diet; 

• moderation  in  sugar  and  alcohol 
consumption.  For  most  patients, 
strict  prohibition  of  either  is  no 
longer  considered  necessary. 
Sugar  taken  as  part  of  a bal- 
anced meal  should  not  raise 
blood  glucose  dramatically. 

If  you  have  the  expertise  and  the 
time,  you  can  sit  down  with  the 
patient,  explain  how  food  affects  dia- 
betes control,  and  help  him  or  her 
develop  a sensible  and  palatable  meal 
plan.  But  weight  loss  is  difficult,  and 
you  will  probably  need  to  enlist  the 
aid  of  a registered  dietitian  or  refer 
your  patient  to  a local,  reputable 
weight-loss  program. 

Exercise.  Physical  activity  (specifi- 
cally, aerobic  exercise,  as  opposed  to 
resistance  training)  lowers  blood  sugar 
acutely.  Aerobic  conditioning  also 
increases  the  body’s  overall  sensitivity 
to  its  own  insulin,  aids  weight  loss, 
and  has  a favorable  impact  on  serum 
lipids.  If  a patient  is  new  to  exercise 
and  over  age  35,  an  exercise  tolerance 
test  is  recommended  to  make  sure 


About  85%  of  NIDDM 
patients  eventually 
require  medication. 
Even  then,  diet 
remains  essential. 


UPGRADING  GLYCEMIC 
CONTROL  IN  NIDDM: 

A STEPPED-CARE  APPROACI 


INSTRUCTIONS: 

• Identify  patient’s  current  treatment  step. 

• Use  color  key  to  determine  glycemic  control. 

• Follow  recommended  action  for  identified  level  of  control. 

• Icons  indicate  resources  you  need  (in  addition  to  those 
from  preceding  steps)  for  upgrade;  if  you  lack  resources, 
refer. 


STEP  3 

CHANGE  TO  INSULIN 


STEP  1 

DIET  AND  EXERCISE 


STEP  2 

ADD  ORAL  AGENT 
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Glycosylated  hemoglo- 
bin testing  should  be 
performed  at  least 
twice  a year  in  all 
people  with  diabetes. 


there  is  no  underlying  vascular  dis- 
ease. If  an  examination  yields  no  rea- 
son to  avoid  exercise,  recommend  it.  If 
the  patient  has  no  idea  how  to  begin, 
you  can  have  phone  numbers  of  local 
exercise  programs  ready  or  suggest  a 
trip  to  an  exercise  physiologist  for  help 
in  developing  a personalized  program. 
If  the  patient  has  significant  vascular 
disease,  an  exercise  program  should 
not  be  recommended  until  an  appro- 
priate medical  evaluation  has  been 
completed. 

Monitoring.  If  you  treat  diabetes, 
you  must  become  familiar  with  glyco- 
sylated hemoglobin  testing.  When  you 
are  instituting  or  changing  therapy,  a 
baseline  glycosylated  hemoglobin  test, 
followed  by  another  in  a few  months, 
is  an  excellent  way  to  see  whether  the 
patient’s  glycemic  control  has  actual- 
ly improved.  This  laboratory  test 
should  be  performed  at  least  twice  a 
year  in  all  people  with  diabetes, 
according  to  standards  of  diabetes 
care  developed  by  the  American  Dia- 
betes Association:5 

If  diet  and  exercise  alone  achieve 
acceptable  control,  glycosylated  hemo- 
globin testing  during  periodic  check- 
ups may  be  all  the  glucose  monitor- 
ing needed.  However,  all  patients 
should  be  encouraged  to  learn  SMBG 
and  use  it  regularly  to  determine  how 
their  treatment  plan  is  working. 

Monitoring  for  complications. 
Monitoring  your  patient  for  signs  of 
long-term  complications  is  also  essen- 
tial from  the  very  start.  Because 
NIDDM  often  goes  undiagnosed  for 
years,  it’s  not  unusual  to  discover  signs 
of  complications  at  the  time  diabetes 
is  diagnosed.  One  fairly  new  resource 
in  this  regard  is  microalbuminuria 
testing — a way  of  detecting  minute 
quantities  of  urinary  protein.  Even  if  a 
standard  urine  dipstick  test  turns  up 
negative  for  protein,  microalbumin- 
uria could  indicate  early  signs  of  dia- 
betic kidney  disease,  a strong  argu- 


ment for  intensive  glucose  control. 
Vigorous  control  of  hypertension,  if 
present,  has  also  been  shown  to  help 
slow  the  progression  of  nephropathy. 
Also,  all  people  with  diabetes  who  are 
older  than  30  years  or  have  had  dia- 
betes for  at  least  5 years  should  have 
yearly  ophthalmic  exams. 


_|  STEP  2: 

ADD  ORAL 

HYPOGLYCEMIC 

AGENT 

Resource  inventory 

• Resources  as  for  Step  1 

• Oral  agent  selection  rationales 

• Education  on  dosage,  timing, 
adverse  drug  interactions,  and 
hypoglycemia 

• SMBG  training 

If,  after  a 3-month  trial  of  diet  and 
exercise,  the  regimen  does  not  bring 
blood  glucose  concentrations  into  an 
acceptable  range,  or  if  it  achieves  “bet- 
ter” control  when  “best”  is  the  agreed- 
upon  goal,  adding  an  oral  hypo- 
glycemic agent  (OHA)  is  usually  the 
next  step.  Like  all  clinical  judgments, 
this  is  not  an  ironclad  rule.  Many 
physicians  would  consider  insulin  the 
first-line  drug  in  some  patients,  eg, 
young,  lean  individuals  with  NIDDM. 

A common  side  effect  of  sulfonyl- 
ureas  is  hypoglycemia.  Because 
research  and  clinical  experience  show 
that  many  patients  cannot  sense  hypo- 
glycemia correctly — and  may  treat  for 
it  when  their  blood  glucose  levels  are 
in  a normal  range — those  on  OHAs 
also  need  to  be  trained  in  SMBG. 
SMBG  can  help  document  the  effec- 
tiveness of  treatment,  confirm  hypo- 
glycemic episodes,  and  aid  in  recog- 
nition of  high  blood  glucose  levels 
caused  by  mistaken  or  excessive  treat- 
ment for  hypoglycemia. 


Neither  doctor  nor  patient  should 
be  lulled  into  thinking  that  an  OHA,  or 
insulin  for  that  matter,  is  a license  to 
abandon  diet  and  exercise. 


-J  STEP  3: 

CHANGE  TO  INSULIN 

Resource  inventory 

• Resources  as  for  Steps  1 and  2 

• Nurse/educator  availability  for 
education  on  insulin  dosage,  tim- 
ing, injection  techniques,  hyper-, 
and  hypoglycemia 

• Dietitian  availability  for  coordi- 
nating meal  plan  with  insulin 
injections. 

• HbAlc  testing  2-4  times  a year 

• Physician  accessibility  during 
dosage  adjustment  periods 

If  OHAs  at  the  maximum  recom- 
mended dosage  do  not  bring  blood  glu- 
cose concentrations  out  of  the  unac- 
ceptable range  within  3 months,  if  they 
achieve  “better”  control  when  you  and 
your  patient  have  agreed  your  goal  is 
“best,”  or  if  they  work  for  a time  and 
then  lose  their  effectiveness,  the  next 
step  is  insulin.  Within  the  first  year  of 
use,  OHAs  prove  insufficient  in  about 
30%  of  patients;  they  lose  effectiveness 
in  5 to  10%  of  users  each  year  after 
that. 

The  framework  of  these  simplified 
guidelines  incorporates  four  sequen- 
tial steps:  1)  diet  and  exercise,  2)  addi- 
tion of  OHAs,  3)  change  to  insulin,  and 
4)  intensive  insulin  therapy.  In  some 
cases,  physicians  have  found  that  they 
could  achieve  more  normal  blood  glu- 
cose concentrations  and  extend  the 
period  of  OHA  use  by  adding  an  injec- 
tion of  intermediate-acting  insulin  at 
bedtime. 

Note  that  NIDDM  does  not  become 
IDDM  just  because  a patient  switches 
to  insulin.  The  patient  simply  becomes 


au  insulin-requiring  person  with 
non-insulin-dependent  diabetes. 

In  NIDDM,  unlike  IDDM,  a regimen 
of  two  daily  insulin  injections  stands  a 
reasonable  chance  of  achieving  ade- 
quate— in  some  patients  even  excel- 
lent— glycemic  control.  Such  success  is 
most  likely  when  NIDDM  is  of  recent 
onset  with  relatively  mild  hyper- 
glycemia. 

A reasonable  initial  dose  of  insulin  is 
0.25  units  per  pound  of  body  weight 
per  day.  Common  two-injection  insulin 
regimens,  in  order  of  increasing  com- 
plexity, include 

• Two  injections  of  intermediate- 
acting insulin,  two-thirds  before 
breakfast  and  one-third  before 
supper; 

• Two  injections  of  premixed 
insulin  (eg,  70%  NPH,  30%  regu- 
lar), two-thirds  before  breakfast 
and  one-third  before  supper; 

• Two  injections  of  mixed  short- 
and  intermediate-acting  insulin, 
where  the  dosage  of  the  short- 
acting insulin  is  adjusted  accord- 
ing to  premeal  SMBG  test  results 
and  the  anticipated  size  of  the 
meal. 


STEP  4: 

INTENSIVE  INSULIN 
THERAPY 


Resource  inventory 

• Resources  as  for  Steps  1-3 

• 24-hr  hotline 

• SMBG  >4  times  daily 

• Nurse/educator  availability  for 
intensive  training  on  hypoglycemia 
(awareness,  prevention,  treat- 
ment) and  for  advanced  insulin 
dosage  adjustment  training 

• Availability  of  professional  help 
for  emotional  and  motivational 
counseling 


NIDDM  does  not 
become  IDDM  just 
because  a patient 
switches  to  insulin. 
The  patient  simply 
becomes  an  insulin- 
requiring  person  with 
non-insulin-depen- 
dent  diabetes. 
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Intensive  insulin  regi- 
mens are  not  common 
therapy  for  NIDDM 
but  may  be  necessary 
in  patients  who  devel- 
op severe  insulin  defi- 
ciency in  addition  to 
insulin  resistance. 


If  two  injections  per  day,  even  in  a 
split/mixed  regimen,  do  not  bring 
blood  glucose  concentrations  into  an 
acceptable  range,  or  if  they  achieve 
“better”  when  you  want  “best,”  the  last 
option  is  multiple-injection  or  insulin 
pump  therapy:  the  “intensive”  regi- 
mens used  in  the  DCCT.  These  are  not 
common  regimens  for  treating  NIDDM 
but  may  be  necessary  in  patients  who 
develop  severe  insulin  deficiency  in 
addition  to  insulin  resistance.  They 
require  experienced  and  available 
health  professionals,  and  a dedicated, 
motivated  patient. 

Typical  multiple-injection  regimens 
include 

• Three  SMBG-adjusted  premeal 
injections  of  regular  insulin,  with 
intermediate-acting  insulin 
mixed  in  at  supper,  to  cover 
glycemia  overnight; 

• Three-injection  regimen  consist- 
ing of  1)  a prebreakfast  injection 
of  intermediate-  and  short-act- 
ing insulin,  2)  a presupper  injec- 
tion of  short-acting  insulin,  and 
3)  a bedtime  injection  of  inter- 
mediate-acting insulin  to  last  all 
night; 

• Three  SMBG-adjusted  premeal 
injections  of  regular  insulin  plus 
an  injection  of  long-  or  interme- 
diate-acting insulin  at  bedtime. 

Insulin  pumps,  preferred  by  some 
patients,  are  computerized,  motor- 


driven  syringes  that  deliver  insulin  to  a 
subcutaneous  catheter.  The  pump, 
which  contains  short-acting  insulin 
only,  delivers  a small  amount  con- 
stantly (the  basal  delivery)  and  allows 
the  patient  to  adjust  premeal  doses 
(boluses)  on  the  basis  of  SMBG  results. 

Unless  you  are  already  part  of  a 
team  that  includes,  at  a minimum,  a 
diabetes  nurse/educator,  dietitian,  and 
mental  health  professional,  and  unless 
a knowledgeable  team  member  is 
available  to  answer  questions  24  hours 
a day,  it’s  best  to  leave  these  intensive 
regimens  to  diabetes  specialists. 
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PATIENT  NAME  

CLINICAL  PRACTICE  RECOMMENDATIONS  FOR  DIABETES  MELLITUS 


This  guideline  indicates  minimum  standards  of  continuing  care  for  stabilizing  patients  with  diabetes;  it  is  not  intended  to 
preclude  more  extensive  evaluation  and  management.  A comprehensive  medical  history  should  be  taken  at  the  initial  visit 
to  confirm  the  diagnosis,  review  previous  treatment,  evaluate  glycemic  control  and  complications  status,  and  provide  a 
basis  for  continuing  care.  Any  abnormal  findings  on  physical  examination  should  be  re-evaluated  at  subsequent  visits. 


Indicate  that  a task  was  performed  by  initialing  box.  Shaded  boxes  are  optional  tasks. 


VISIT 

Initial 

3 

mo. 

6 

mo. 

9 

mo. 

Annual 

3 

mo. 

6 

mo. 

9 

mo. 

Annual 

DATE 

PHYSICAL: 

Complete  history  and 
physical,  including  height 

Weight 

Blood  pressure 

Ophthalmoscopic  exam 

Foot  exam 

Interim  history  and  physical 

LABORATORY: 

HbA1c 

Fasting  plasma  glucose 

★ 

* 

* 

•k 

* 

* 

Lipid  profile 

Urinalysis  /t 

Urinary  microalbumin 

Serum  creatinine 

ECGt 

OTHER: 

DOCUMENT  GOALS  AND 
MANAGEMENT  PU\N 

REFERRAL  TO 
OPHTHALMOLOGIST 

Adapted  from  Diabetes  Care,  1994;1 7(6)61 6. 


ICD-9  CODES; 

250.  0 NIDDM,  not  stated  as  uncontrolled 

250. 2 NIDDM,  uncontrolled 

250. 1 IDDM,  not  stated  as  uncontrolled 

250. 3 IDDM,  uncontrolled 

250. Indicates  complication  and  type  of  diabetes 


* may  be  useful 

/ annual  retest  recommended  if  abnormal 
t many  clinicians  routinely  test  annually 
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Information  for  Patients 

Good  News  About 
Your  Diabetes 

Scientists  have  just  proved  that  controlling  blood  sugar  carefully  can  help  prevent  the  long-term  complica- 
tions of  diabetes. 

A study  called  the  Diabetes  Control  and  Complications  Trial  (DCCT)  compared  two  groups  of  people  with 
diabetes: 

• Those  who  controlled  their  blood  sugar  well  enough  to  avoid  extremes  of  high  and  low  blood  sugar  and  to 
feel  well  most  of  the  time. 

• Those  who  worked  closely  with  doctors,  nurses,  and  others  to  keep  their  blood  sugar  as  near  to  normal  as 
possible. 

IT  REALLY  WORKED! 

The  extra  effort  paid  off!  People  who  worked  harder  to  keep  the  amount  of  sugar  in  their  blood  near  normal 
had  fewer  signs  of  diabetic  eye,  kidney,  and  nerve  disease  at  the  end  of  the  6 1/2-year  study.  These  long-term 
problems  were  reduced  by  more  than  half.  Keeping  blood  sugar  as  close  to  normal  as  possible  also  tended  to 
lower  the  risk  of  heart  disease  and  poor  leg  circulation. 

WHO  CAN  BE  HELPED? 

The  study  was  done  only  in  people  taking  insulin,  but  experts  agree  that  all  people  with  diabetes — whether 
they’re  treated  with  diet  or  pills  or  insulin — can  lower  their  risk  of  complications  by  improving  their  blood 
sugar  control. 

THE  TRADE-OFF 

But  when  you  aim  for  normal  blood  sugar  levels,  you  increase  the  chances  of  overshooting  the  target  and 
lowering  sugar  levels  too  far.  This  is  true  mainly  if  you  take  insulin,  but  it  can  also  occur  if  you  take  diabetes 
pills.  In  the  DCCT,  the  group  working  toward  normal  blood  sugar  had  three  times  more  low  blood  sugar 
reactions  than  the  other  group.  You  can  learn  to  watch  out  for  these  reactions  and  prevent  or  correct  them, 
but  they  can  be  dangerous  if  not  treated  quickly  and  properly. 

One  other  downside:  if  you  take  insulin  several  times  a day,  controlling  blood  sugar  more  tightly  can  cause 
some  weight  gain  because  insulin  helps  your  body  store  calories  better. 


WHAT  TO  DO? 

Ask  your  doctor  about  the  DCCT  and  whether  a change  in  treatment  makes  sense  for  you.  Changing  your 
treatment  plan  today  could  make  a big  difference  to  your  health  in  the  future. 
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WHAT  ELSE  IS  NEW? 

Diabetes  experts  recently  spelled  out  the  basic  steps  that  all  health  professionals  should  follow  for  people 
with  diabetes. 

Whenever  you  visit  your  doctor  or  clinic,  expect  to  discuss: 

• how  well  your  treatment  plan  is  working 

• the  target  glucose  levels  you’re  aiming  for 

• your  blood  glucose  self-monitoring  results 

• any  high  or  low  blood  glucose  results 

• your  medications 

• any  changes  in  your  routine 

And  you  should  have  these  checked: 

• your  weight 

• your  blood  pressure 

• your  blood  glucose 

• your  feet  and  eyes 

You  should  also  have  a glycosylated  hemoglobin  test:  it  provides  a snapshot  of  how  well  your  blood  glucose 
was  controlled  over  the  last  2-3  months. 


BETWEEN  VISITS 

Write  down  your  test  results  and  make  notes  about  things  you  want  to  talk  about. 

EVERY  YEAR 

You  should  have  these  tests: 

• cholesterol 

• triglycerides 

• an  electrocardiogram  (heart  test) 

• kidney  function 

— creatinine  in  blood 
— protein  in  urine 

• a complete  eye  exam  by  an  eye  doctor 


ASK  QUESTIONS 

And  remember:  the  most  important  person  on  your  healthcare  team  is  you!! 


Novo  Nordisk 


Novo  Nordisk  Pharmaceuticals  Inc. 

For  additional  information  call  1-800-727-6500 
© 1995  Novo  Nordisk  Pharmaceuticals  Inc.  054-93 


Printed  in  U.S.A. 


THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 

Captain  Cheryl  Richardson 
CALL  COLLECT:  214-767-1640 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE.’ 


It's  never  been  easier  to  earn  CME  credit. 


The  TMA  Library's  CME  Resource  Center 
gives  you  the  freedom  to  earn  Category  1 
continuing  medical  education  credit  without 
the  expense  of  travel  and  time  away  from 
your  practice. 

• Videotapes 

• AudioDigest  subscriptions 

• Specialty  board  review  programs 

• Interactive  clinical  software 

• Grateful  Med  classes 

TMA  Library. 

Your  link  to  better  healing. 
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Coll  (800)  880-1300,  Ext.  1552,  or  (512)  370-1552 
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Allergy 

HEADACHE  & MIGRAINE  CLINIC  (Established  1984) 

(Rhinology-Allergy-Nutrition-Stress) 

S.  Hoover,  MD,  Director  (Oto-Rhinolaryngologist-allergist) 

Concept  of  treatment  outlined  &C  published  in  International  Rhinology  Supp.  2 1987,  J of 
Japan  Rhinolog  Soc  Vol.  30-  1 (1991),  The  New  Frontiers  of  ORL  in  Europe  II  (1992) 
Menduzzi  Editore. 

All  Chronic  recurrent  headaches  are  treated  (namely  Migraines,  Cluster  Headaches,  Ten- 
sion, sinus,  everyday  headaches,  exercise  & Premenstrual  headaches). 

We  treat  the  CAUSES  that  trigger  the  trigiminal  vascular  system  medically  & surgically;  we 
do  NOT  give  narcotics,  analgesics,  antidepressants,  sedatives,  muscle  relaxants.  Nor  amit- 
ryptalines,  cafe-ergot,  methylesergide,  limitrex  (sumariptan)  nor  B Blockers. 

1/43  N.  Frwy.  Hermann  Prof.  Building  7324  SW  Frwy  @ Fondren 

150  W.  Parker  Rd.  6410  Fannin  ArenaTower  II  #755 

Houston  77076  Houston  77030  Houston  77074 

Tel.  713  MIGRAINE  or  713  694-8188,  FAX  713  691-3312 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 

EDWARD  A.TALMAGE,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 
Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 
Spinal  Cord  Stimulatiom  Implants 
Intra-Thecal  Opiate  Delivery  Systems 
Thermography 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(713)  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 
XOCHITL  B.  SANCHEZ,  MD 

Diplomate  American  Academy  of  Pain  Management 
Pain  Management  - Anesthesiology  - Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Intraspinal  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (2 1 4)  66 1 -4890 

Dallas,  Texas  75230  Answered  24  hours 


Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 

PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B1 16,  Dallas,  Texas  75230; 

214661-7010 


Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS 

George  F.  Cravens,  MD,  PA 
Thomas  R.  Donner,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  817  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-39 66 
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Ophthalmology 

LOUIS  M.ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 


2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


Orthopedic  Oncology 


RICHARD  G.  BUCH,  MD,  FAAOS,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Fellowship  Trained  Orthopedic  Oncology 
Limb  Salvage  Surgery 

Musculoskeletal  Tumors,  Chronic  Infections,  Complex  Joint  Reconstructions 

5939  Harry  Hines,  Suite  530 
St.  Paul  Professional  Bldg.  II 
Dallas,  Texas  75235 
214  879-6299 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 

Robert  D.  Vandermeer,  MD 

R.  Stephen  Curtis,  MD 

William  A.  Bruck,  MD 

W.Z.  Burkhead,  Jr.,  MD 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-. 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 

i;  214  220-2468;  FAX  214  720-1982 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathien,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  Bl  16 
Dallas,  Texas  75230;  214  661-7010 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Suite  600,  Dallas,  TX  75235,  214-350-7500 


Samuel  M.  Bierner,  MD 
Charles  E.  Cook,  MD 
Kenneth  Driggs,  MD 
Kevin  Gill,  MD 
Phillip  M.  Graehl,  MD 
Joseph  G.  Jacko,  MD 
L.T.  Johnson,  MD,  FACS 
Richard  E.  Jones,  MD 


Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Charles  E.  Neagle  III,  MD 
James  L.  Ough,  MD 
Scott  O.  Paschal,  MD 
R.  Craig  Saunders,  MD 
Marvin  E.  Van  Hal,  MD 


2001  N.  MacArthur  Boulevard,  #540,  Irving,  TX  75061,  214-254-8000 
Robert  E.  Bayless,  MD  Mark  S.  Greenberg,  MD 

Charles  E.  Cook,  MD  Marvin  E.  Van  Hal,  MD 

Bruce  M.  Faust,  MD  George  G.  Susat,  MD 

4333  N.  Josey,  Plaza  I-Suite  102,  Carrollton,  TX  75010,  214-492-1334 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 

9 Medical  Parkway,  Plaza  IV-Suite  308,  Farmers  Branch,  TX  75234,  214-241-5446 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 

3500  130,  Bldg  C #101,  Mesquite,  TX  75150,  214-682-1307 

Charles  Mitchell,  MD  L.  T.  Johnson,  MD 

1010  N Belt  Line  Road,  Suite  101,  Mesquite,  TX  75149,  214-288-4429 
Cary  Tanamachi,  MD  Terry  M.  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76201 , 817-545-2596 
R.  Craig  Saunders,  MD 
8680  E.  Main  Street,  Firsco,  TX  75234 
Bruce  Douthit,  MD 


1441  Redbud,  Suite  #121,  McKinney,  TX  75069 

Bruce  Douthit,  MD  John  Prudich,  MD 

Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  210  226-2424 


DIREC  I ORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of 5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Denise  Kotson, 
TEXAS  MEDICINE,  401  West  15th,  Austin , Texas  78701 . Deadline  is  the  1st  of  the  month 
preceding  publication  month. 
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Tolls  add  up  on  the 
information  superhighway. 


Get  unlimited  access 
for  a limited  cost. 


T exas  Medical  Association  members  now  can  get  unlimited  online  access  to  National  Library 
of  Medicine  databases,  including  MEDLINE,  for  an  annual  fee  of  $200.  The  flat  rate  means 
significant  savings  if  you  travel  the  information  superhighway  more  than  one  hour  a month 
searching  the  biomedical  literature. 

In  addition  to  unlimited  online  access  for  one  year,  you  receive: 

■ User-friendly  Grateful  Med  software  to  help  map  out  your  searches  and  speed  you  on  your  way. 

■ The  newsletter  Gratefully  Yours  to  point  out  the  best  short  cuts  and  guideposts. 

■ Access  to  a service  that  allows  you  to  request  copies  of  the  articles  you  locate. 

Get  more  mileage  out  of  your  computerized  searches.  Take  the  direct  route  to  saving  time 
and  money  when  you  venture  online.  Call  (800)  880-1300,  Ext.  1552  for  more  information 
about  unlimited  access  for  a limited  cost  or  Grateful  Med. 
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PHYSICIANS  CARING  FOR  TEXANS 


Even  Doctors  Need 
A L'il  Shot  In  The  Arm 
Now  And  Then. 


CALL  FOR  NOMINATIONS 


Big  Shot  awards 


Even  doctors  need  a shot  in  the 
arm  now  and  then — and  for 
those  who  dedicate  so  much  of 
their  time  and  resources  to  rais- 
ing the  immunization  rate  of  little 
Texans,  the  "Big  Shot  Awards" 
will  do  just  that.  The  Shots  Across 
Texas  Coalition  wants  to  recog- 
nize the  physicians  who  help 
protect  so  many  children  who 
would  otherwise  go  unvaccinated. 

A computer  system,  immuniza- 
tion tracking  software,  and  an 
authentic  perfectly-sized  Texas 
stetson  will  be  awarded  to  the 
winner  in  each  category. 

For  more  information  or  to 
receive  nomination  details, 
please  call  800-252-91  52  or 
512-458-7449. 

Nomination  Deadline:  July  15,  1995 


Texas  Medicine 


Classified  Directory 


Opportunities  Available 

Emergency  Medicine 

Clarksville, Texas:  Emergency  Medicine  career  opportunity 
at  a facility  located  in  the  beautiful  Piney  Woods  of  North- 
east Texas.  Enjoy  flexible  scheduling,  malpractice  insurance 
procurement  assistance,  and  the  luxury  of  no  on-call  respon- 
sibilities. ED  volume  is  about  6,000  annually  and  remunera- 
tion begins  over  $100,000.  For  confidential  consideration, 
please  call  Cheryl  Armstrong  @ 1-800-745-5402  or  fax  CV 
to  214-484-4395. 


EMERGENCY  MEDICINE 

• Flexible  Scheduling 

• No  "on  call"  obligations 

• Competitive  remuneration 

• Liability  insurance 
procurement  program 

CENTRAL  TEXAS:  Outstanding  ED  for  the 
BC/BP  primary  care  physician.  Excellent 
nurses.  New  facilities.  Remuneration 
starts  at  150K.  Incentive  plans  to  be 
discussed. 

TEXAS  Gulf  COAST:  Progressive 

hospital,  high  standard  of  care.  303  bed 
facility.  14,000  annual  patient  visits. 

EAST  TEXAS:  New  hospital  in  lovely 
community.  State-of-the-art  facilities. 
Enjoy  woods,  lakes,  and  excellent  school 
system. 

NORTH  HOUSTON  AREA 

The  WOODLANDS:  27  miles  north  of 
Houston.  96  bed  facility,  state-of-the-art 
medical  equipment.  14,000  annual  visits. 
Remuneration  140K-150K. 

CONROE,  Texas:  Progressive  169  bed 
community  hospital.  27,000  annual  ED 
Visits.  30  minutes  north  of  Houston. 
Remuneration  approx.  200K 

Contact  Pat  Weidman  or  Sally  S. 
Williams  at  3010  LB]  Frwy.,  Ste.  1300, 
Dallas,  TX  752 34  or  call: 

1 -800-74S-S402 


EXPERIENCE 

THE  STERLING  ADVANTAGE 


Highly 

competitive 

compensation 

packages 


Paid  Malpractice 
with  extended  coverage 

Discounted  Disability 

Continuing  Medical 
Education 

No  Restrictive  Covenants 

CALL 

800-874- 

Pat  Smith 


DEL  RIO  1 
FREDRICKSBURG  2 
NEW  BRAUNFELS  3 
SAN  ANTONIO  4 
LEWISVILLE  5 
DALLAS 
FT.  WORTH  6 
TERRELL  7 
CLEVELAND  8 
HOUSTON  9 
PASADENA  lO 
ANGLETON  11 
LAKE  JACKSON  12 
PORT  LAVACA  13 
ARANSAS  PASS  14 
WESLACO  15 
ARLINGTON  16 
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Emergency  Medicine 


TEXAS:  Well  established  regional  group 
has  opportunities  available  in  EDs  rang- 
ing from  12,000  to  50,000  visits  annually. 
Earn  the  industry’s  maximum  compensa- 
tion as  an  independent  contractor  with- 
out the  day-to-day  hassles  of  managing 
your  own  practice. 

Send  CV  to  Emergency  Medicine 
Consultants,  PA,  1525  Merrimac  Circle, 
Suite  107,  Fort  Worth,  TX  76107;  or  call 
(817)  336-8600. 


Dallas/Fort  Worth  area:  Emergency  Medicine  opportu- 
nities in  suburban  and  rural  communities  near  DFW.  Prac- 
tice in  beautiful  East  Texas,  quiet  West  Texas,  or  exciting 
North  Central  Texas.  Volumes  range  from  7,000  to  20,000 
annually  and  remuneration  is  competitively  set.  Flexible 
scheduling,  no  on-call,  and  professional  liability  insurance 
procurement  assistance.  For  more  details,  please  contact 
Cheryl  Armstrong,  Physician  Recruiter,  Coastal  Physician 
Services  of  the  West,  Inc.,  3010  LBJ  Freeway,  Suite  1300, 
Dept.  SJE,  Dallas,  TX  75234.  1-800-745-5402  or  FAX 
214-484-4395. 

Family/General  Practice 

INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an  affili- 
ate of  The  University  of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas.  Must  be  board  certified  or  have  met  the  edu- 
cational requirements  to  be  certified  by  the  American  Board 
of  Family  Practice.  Obstetrical  training  (or  experience) 
desired.  Duties  may  include  teaching,  direct  patient  care, 
and  research.  Send  C.V.,  cover  letter,  and  3 letters  of  refer- 
ence to  D.  Clifford  Burross,  MD,  Wichita  Falls  Family 
Practice  Residency  Program,  1301  Third  St.,  Wichita  Falls, 
TX  76301.  An  Equal  Opportunity  Employer. 


TEXAS  AND  SOUTHERN  USA: 

Immediate  and  projected  openings  for 
BC\BE  primary  care  physicians,  offering 
practice  settings  to  meet  your  career 
objectives.  Other  needs  include:  Medical 
Oncology,  Occupational  Medicine, 
OB/GYN,  and  Dermatology.  Excellent 
compensation  packages  with  incentives, 
marketing  support,  and  more. 

Professional  Healthcare  Insource 
6900  Fannin,  Ste  240 
Houston,  TX  77030 
800-289-5902;  fax  (713)  790-9333 
A provider  of  recruitment  and  relocation  assistance 


Physician  Opportunity  is  available  in  Dallas/Fort  Worth. 
Low  stress,  office  based  practice.  No  nights,  no  emergen- 
cies, and  no  hospital  work.  Paid  malpractice.  M-F.  Lucra- 
tive salary  and  benefits.  Call  Lisa  Cole  at  1-800-254-6425, 
or  fax  CV  to  214-256-1 181. 


Family  Practice  physicians  needed. 

Up  to  $120,000  guaranteed, 
excellent  benefits,  signing  bonus- 
es at  some  sites.  Opportunities 
throughout  Texas  and  nationally. 

Call  (800)  844-2028  for  details 


FAMILY  PRACTICE  PHYSICIAN  NEEDED  full- 
time to  share  prime  office  space  in  North 
Dallas.  B/E,  B/C  preferred:  HM0/PP0  affilia- 
tion a plus.  Reasonable  Rent;  Excellent  Staff; 
X-Ray/Lab/  and  Call  Coverage.  No  O.B.  Call: 
Gabriel  Fried,  MD  at  (214)  387-0155  or  mail 
C.V.  to:  Family  Medical  Center,  15111 
Preston  Road,  Ste  103,  Dallas,  TX  75248. 


FAMILY  PRACTICE 

IF  YOU  WANT  TEXAS  new.  attractive  FP 
group  openings  in  Denton,  San  Antonio, 
Plano;  major  hospital  affiliations;  attractive 
income  guarantees;  reply  confidentially  to 
Phil  Kelbe,  Fox  Hill  Associates, 

(800)  338-7107;  Fax:  (414)  785-0895. 


AUSTIN,  TEXAS 

Family  Practice  Physicians-The  City 
of  Austin,  Texas/Travis  County  Health 
and  Human  Services  Department  has 
excellent  opportunities  for  Family 
Practice  Physicians. 

Austin  has  been  on  the  10  most  desirable 
cities  list  to  live  in  for  many  years  and 
always  receives  high  marks  in  the  quality 
of  life  issues-especially  environment, 
arts/entertainment  and  recreation.  We  are 
seeking  physicians  who  are  dedicated  to 
providing  community  health.  Will  be 
providing  care  in  Women’s  Health, 
Pediatric,  and  Adult  in  one  of  our  com- 
munity based  clinics. 

Excellent  salary  and  benefits,  including 
paid  malpractice  insurance,  memberships 
and  CME  allowance. 

Contact:  Philip  Brown,  Recruiter 
2100  E.  St.  Elmo 
Austin,  TX  78744 
512-707-3288 
512-707-5403  FAX 
1-800-299-0265 
EOE/M/F/D 


STAFF  PHYSICIAN  - PRIMARY  CARE 
THE  UNIVERSITY  OF  TEXAS  AT  AUSTIN 
STUDENT  HEALTH  CENTER 

The  Student  Health  Center,  a JCAHO- 
accredited  ambulatory  care  facility,  is 
currently  seeking  a physician  with  the 
following  required  qualifications:  doc- 
toral degree  in  medicine;  current 
license  to  practice  medicine  in  the 
state  of  Texas;  residency  training  with 
board  eligibility  or  board  certification 
in  family  practice,  pediatrics  (adoles- 
cent medicine),  or  internal  medicine; 
and  experience  in  direct  patient  care. 
Since  the  person  in  this  position 
serves  as  primary  resource  physician 
for  nurse  practitioners  working  in 
women’s  health,  experience  in  office 
gynecology  is  preferred.  Work  hours 
are  between  8 a.m  and  6 p.m.,  and 
include  some  nights  and  weekends. 
Excellent  fringe  benefits.  The  Student 
Health  Center  has  15  staff  physicians 
and  lab,  x-ray,  and  pharmacy  facilities. 
Interested  individuals  may  call  (512) 
471-4231  for  more  information.  To 
apply,  send  a letter  of  interest  and 
resume  to: 

Ray  M.  Johnson,  M.D. 
Associate  Director  for  Clinical  Sendees 
The  University  of  Texas  at  Austin 
Student  Health  Center 
RO.  Box  7339,  University  Station 
Austin,  TX  78713-7339 

The  University  of  Texas  at  Austin  is  an 
Equal  Opportunity/Affirmative  Action  Employer 


AUSTIN,  TEXAS 

Physician  needed  two  days  weekly 
exclusively  treating  obese  patients  in 
consultation  with  Psychologist 
in  private  medical  practice. 

Direct  inquiries  to:  Administrator 
Bariatric  Medicine  Clinic  of  Austin 
P.O.  Box  49193 
Austin,  Texas  78765 
Houston:  (713)  974-5357 


VOLUME  91  ★ NUMBER  6 


59 


Classified  Directory 


Family/General  Practice 


For  Excellent  Practice  Opportunities 


Academic  Positions  (in 
Family  Practice  and 
Internal  Medicine) 
Correctional  Medicine 
Dermatology 
Family  Practice 


Physician 
Resource 
Network 


Hematology/Oncology 
Internal  Medicine 
Pediatrics 
Physiatry  (PM  & R) 
Psychiatry 

Pulmonary  Medicine 


Endorsed  by  the  TEXAS  MEDICAL  ASSOCIATION 
(817)  431-9679  • (800)  525-6055  • Fax  (817)  431-2317 
1342  Johnson  Road  • Keller,  Texas  76248-4205 


ASSISTANT/ASSOCIATE  PROFESSOR 

The  Department  of  Family  Medicine, 
Texas  Tech  University  Health  Sciences 
Center,  Lubbock,  Texas,  is  seeking  a 
family  physician  faculty  member. 
Position  will  involve  predoctoral  and 
resident  teaching,  patient  care,  and 
research.  A.B.F.P.  required.  OB  skills 
preferred.  Academic/teaching  experience 
or  fellowship  completion  highly  desir- 
able. Very  competitive  salary  and  fringe 
benefit  package.  Send  C.V.  to:  Richard  V. 
Homan,  MD,  Chairman,  Department  of 
Family  Medicine,  TTUHSC,  Lubbock, 
TX  79430.  An  EEO/AA  employer  and  in 
compliance  with  ADA. 


FAMILY  MEDICINE  PHYSICIAN 

Board  Certified 

Needed  in  private  multidisciplinary 
practice  in  Humble,  Texas;  Excellent 
opportunity  for  Texas  licensed  physi- 
cian includes  benefit  package. 
Contact:  Georgia  Watts, 
International  Family  Medical  Center 
(713)  446-9333;  FAX  (713)  446-6143 


The  Hew  Food  Label 


The  new  food  label  makes  it  easier  to 
find  out  what's  in  the  food  you  eat. 
Look  for  "Nutrition  Facts"  on  the  side 
or  back  of  the  package-that's  how  you 
know  it's  the  new  food  label. 

CM  It  Out! 

A public  service  of  this  publication  and 
the  U.S.  Food  and  Drug  Administration. 
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Family/General  Practice 


RESIDENCY  PROGRAM 
DIRECTOR 


A new  community-based  Family  Practice 
Residency  Program  affiliated  with  the 
Texas  A&M  University  Health  Science 
Center  College  of  Medicine  seeks  its 
founding  program  director  for  an  exciting 
leadership  opportunity.  We  plan  18  resi- 
dents with  the  first  class  of  six  starting  in 
July  1997.  The  residency  enjoys  wide  sup- 
port from  local  physicians,  the  medical 
society,  county  health  department,  both 
community  hospitals,  a large  HMO  clinic 
and  the  University.  The  Texas  A&M 
University  Health  Science  Center  College 
of  Medicine  is  nationally  recognized  for 
the  high  percentage  of  graduates  entering 
primary  care  and  its  diverse  academic 
and  educational  resources. 

Bryan/College  Station  is  a rapidly  grow- 
ing university  community  of  150,000 
located  in  east-central  Texas.  Excellent 
schools,  recreational  resources,  and  easy 
access  to  Austin  and  Houston  make  this 
an  ideal  environment  for  family  life. 

Candidates  must  be  board  certified  in 
Family  Practice,  eligible  for  licensure  in 
the  State  of  Texas,  and  possess  superior 
communication  and  administrative  skills. 
Previous  experience  as  a residency  direc- 
tor or  assistant  director  and  obstetrical 
practice  preferred.  This  position  will 
allow  significant  personal  influence  in 
program  development.  We  offer  an  excel- 
lent salary  and  benefit  package  with 
appointment  in  the  College  of  Medicine. 

Please  send  CV  to  Chair,  Search 
Committee,  Office  of  the  Dean,  Room 
147,  Reynolds  Medical  Building,  Texas 
A&M  University  Health  Science  Center 
College  of  Medicine,  College  Station, 
Texas  77843-1114,  (409)  845-3431;  E-mail: 
khester@tamu.edu,  AA/EEO. 


The  Department  of  Family  Medicine, 
University  of  Oklahoma  Health  Sciences 
Center,  Enid,  Oklahoma,  announces  a 
search  for  a Family  Physician  faculty  mem- 
ber with  interests  in  teaching,  ambulatory 
research  and  promotion  of  family  practice 
in  rural  settings.  Successful  candidates  will 
be  graduates  of  an  accredited  College  of 
Medicine,  possess  or  be  eligible  for  an 
unrestricted  Oklahoma  Medical  License, 
ABFP  Board  Certified  or  Board  Eligible  with 
a preferred  background  of  5 years  in  a pri- 
vate family  practice  setting.  The  faculty  posi- 
tion is  in  the  rural  community  based  Family 
Practice  Residency  program  in  Enid, 
Oklahoma.  The  program  has  12  residents 
in  a 2 and  1 program.  Duties  include  coor- 
dination of  rural  training  projects,  and  main- 
taining patient,  faculty  and  academic 
responsibilities.  For  further  information,  con- 
tact J.M.  Pontious,  MD,  Program  Director, 
OU/Enid  Family  Medicine,  620  S. 
Madison,  Suite  304,  Enid  Oklahoma, 
73701  For  questions  call  (405)  242-1300; 
Fax  (405)  233-3721;  Internet  - address  : 
PONT1 02W@WONDER.EM.CDC.GOV 
Excellent  benefit  package  provided.  The 
University  of  Oklahoma  is  an  Equal 
Opportunity/ Affirmative  Action  Employer. 


Internal  Medicine 

BC/BE  IM  for  Omaha,  NE  - 130K+,  1:4  call,  prefer  Span 
ish  speaking  female.  Call  now  for  details:  800-520-2028. 


AUSTIN,  TEXAS  - Excellent  opportunity  for 
BC/BE  INTERNIST  to  join  well  established 
10-physician  group  practice.  Offers  partner- 
ship/ownership with  decision  making 
responsibilities.  Guaranteed  first  year  salary, 
401 K,  Keogh,  health  and  dental  insurance, 
paid  vacation  and  CME  time  plus  other  excel- 
lent benefits.  Not  only  will  you  have  the 
opportunity  to  join  one  of  Austin's  premier 
medical  groups,  you  will  also  be  able  to  take 
full  advantage  of  the  numerous  cultural  and 
recreational  activities  our  wonderful  city  has 
to  offer.  FAX  CV'S  TO  D.  THORP,  PRAC- 
TICE ADMIN.,  (512)  454-0704. 


Internal  Medicine  physicians  needed. 

Up  to  $140,000  guaranteed, 
excellent  benefits,  signing  bonuses 
at  some  sites.  Opportunities 
throughout  Texas  and  nationally. 

Call  (800)  844-2028  for  details 


INTERNAL  MEDICINE  AND  FAMILY  PRAC- 
TICE, BOARD  CERTIFIED  OR  BOARD  ELI- 
GIBLE, UNIQUE  OPPORTUNITY  WITH 
PRIMARY  CARE  GROUP  to  provide  hos- 
pital inpatient  care  (Baylor  University 
Medical  Center,  Dallas)  or  office  outpa- 
tient services,  dependins  on  physician 
preference  for  hospital  or  office  practice. 
This  position  requires  no  on-call  responsi- 
bility. Other  attractive  opportunities  in 
suburban  areas  of  Dallas/Fort  Worth.  Very 
attractive  compensation  package  includes 
salary,  plus  benefits  to  include  profes- 
sional liability  insurance,  major  medical 
and  term  life  insurance,  two-weeks  paid 
vacation,  one-week  paid  CME  time,  a 
$2000  CME  allowance,  a retirement  pro- 
gram, and  financial  incentives  to  promote 
individual  achievement  and  group  goals. 
This  is  a physician-managed  group.  For 
additional  information,  contact  Brenda 
Lancaster,  TPCA,  c/o  EmCare,  1717  Main 
Street,  Suite  5200,  Dallas,  TX  75201 , 
214/712-2018  or  800/527-2145. 


Medical  S ervice  Biloxi  VA  Medical 
Center  seeks  a BC/BE  General  Internist  for 
full-time  hospital  practice,  strong  specialty 
support,  U.S.  citizenship  or  permanent  res- 
idency status,  license  in  any  state  required. 
We  are  located  on  the  beautiful  Gulf  Coast, 
a short  drive  from  New  Orleans  on  the 
West  and  Mobile  on  the  East.  The  Biloxi  VA 
Medical  Center  is  a 593-bed  two-division 
facility  affiliated  wtih  Tulane  University, 
Louisiana  State  University  and  University  of 
South  Alabama  Medical  Schools.  Contact 
Michael  F.  Macken,  MD,  Chief,  Medical 
Service,  VA  Medical  Center,  Biloxi,  MS 
39531  or  call  601/385-5795.  VA  is  an  Equal 
Opportunity  Employer. 
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Locum  Tenens 


Inf  rim 

Physicians® 

'■V 

"In  Texas  since  1982 

Helping 

provide  continuity 
of  patient  care. 

\^f  Locum  Tenens 

Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/GYN 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Plan  ahead,  call  today! 

1-800-531-1122 


Practice  medicine  where  and 
when  you  want. 

CompHealth  locum  tenens 
brings  options  to  the  practice 
of  medicine.  Options  like 
working  close  to  home. 

Working  full-time,  part  of  the 
year.  Working  across  the 
nation  while  you  decide 
where  you’d  like  to  settle 
permanently.  Or  working 
enough  to  stay  involved  in 
medicine  while  you  slow  down,  and 
live  it  up.  Practicing  medicine 
where  it’s  needed,  without  the 
administrative  burden  of  practicing 
on  your  own.  Explore  your  options. 
Call  us  today! 


v - '« 


7, 


Your  Health  Carl  Resource 


800-328-3016 

4021  South  ^00  East,  Suite  300,  Salt  Lake  Citv,  UT8-H07 


DOMESTIC  & OVERSEAS 
OPPORTUNITIES 

PRI  is  a Houston  based  company  with 
Domestic  and  International  clients  seek- 
ing Internists  and  Family  Practitioners 
for  short  or  long  term  Locum  Tenens 
assignments.  Current  openings  exist  in 
Indonesia,  Antarctica,  Saudi  Arabia, 
Hawaii  as  well  as  throughout  the  Gulf 
Coast  region.  PRI  offers  exceptional 
hourly  rates,  friendly  personalized  service 
and  weekly  payments.  Call  Cynthia  at 
800/522-7707  or  713/522-5355' for  more 
information. 


CLASSIFIED  ADVERTISING  CATEGORIES 

Aller.  & Immuno 

Hematology 

Ophthalmology 

Entertainment 

Anesthesiology 

Internal  Medicine 

Ortho/Ortho  Surg. 

Medical  Equip. 

Cardiology 

Locum  Tenens 

Otolaryngology 

Office  Space 

Dermatology 

Neonatology 

Pathology 

Practices 

Emergency  Medicine 

Neurology 

Pediatrics 

Property 

Endocrinology 

Neurosurgery 

Phys.  Med. /Rehab 

Travel 

Family/Gen  Pract. 

Occup.  Medicine 

Plastic  Surgery 

Vacation  Homes 

Gastroenterology 

Ob/Gyn 

Psychiatry 

Cont.  Education 

Geriatrics 

Oncology 

Radiology 

Rheumatology 

Urology 

Business  & Financial 
Services 
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Locum  Tenens 


Neonatology 


PHYSICIANS 

UnlLniLted 


• Nationwide  Locum 
Tenens  Staffing. 

• Highly  qualified,  dedicated 
physicians. 

• Personal  attention  from 
our  experienced  locum 
tenens  professionals. 


• Fair  client  rates  & excellent 
physician  compensation. 


rm 


1-800-227-0316 
Houston  - 867-8510 
Fax  - 713-867-8591 


TEXAS  MEDICINE 
CLASSIFIED  DIRECTORY 
DEADLINES 


ISSUE  DEADLINE 

August  1995  June  30, 1995 

September  1995  August  1,1995 

October  1995  September  1, 1995 
November  1995  September  29, 1995 
December  1995  November  1, 1995 


CORPUS  CHRISTI  - BC/BE  Pediatrician  needed  for 
Ambulatory  Pediatrics  faculty  position  at  children’s  hospi- 
tal with  approved  residency.  Active  Adolescent,  Behavioral, 
General  services.  Contact  James  L.  Lukefahr,  MD,  Driscoll 
Children’s  Hospital,  P.O.  Box  6530,  Corpus  Christi,  TX 
78466;  512-850-6418;  FAX  512-851-6867. 

YOU  SHOULD  CALL  US  regarding  several  exceptional 
pediatric  opportunities  in  our  Lone  Star  State.  Interested 
in  Dallas??  Houston??  East  Texas??  Central  Texas??  For 
specifics  about  opportunities  in  your  location  of  interest, 
contact  Practice  Dynamics,  11222  Richmond,  Suite  125, 
Houston,  TX  77082;  800/933-0911  or  (713)  531-0911. 

PEDIATRICS  (Dallas,  TX).  Several  desirable  practice 
opportunities  currently  being  developed  in  Dallas/Fort 
Worth  Metroplex  area  including  a unique  opportunity 
with  primary  care  group  providing  inpatient  coverage  for 
Baylor  University  Medical  Center.  Very  attractive  compen- 
sation package  includes  salary  of  $120,000  plus  benefits 
and  financial  incentives  to  promote  individual  achievement 
and  goals.  The  position  requires  inpatient  and  outpatient 
care.  This  is  a physician  managed  group  with  strong  Baylor 
affiliation.  For  additional  information,  contact  Brenda 
Lancaster,  Texas  Primary  Care  Associates,  1717  Main 
Street,  Suite  5200,  Dallas,  TX  75201 , or  call  toll  free 
800/527-2145,  or  in  Dallas  712-2018. 


Ob/Gyn 


WANTED:  OB-GYN 


We  have  been  retained  by  a Board 
Certified  OB-CYN  with  a well  estab- 
lished solo  practice  in  San  Antonio  to 
find  an  associate  to  share  the  work 
load.  Excellent  benefit  package  being 
offered  with  option  to  buy.  Send  up- 
to-date  CV  in  confidence  to: 

BEEKAY  ASSOCIATES 
P.O.  Box  790261 
San  Antonio,  TX  78279-0261 
Telephone:  (210)  496-3542 
FAX:  (210)  333-91  31 


Pediatrics 


Pediatricians  needed.  Up  to 

$115,000  guaranteed,  excellent 
benefits,  signing  bonuses  at  some 
sites.  Opportunities  throughout 
Texas  and  nationally. 

Call  (800)  520-2028  for  details. 
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Radiology 


Other  Opportunities 


NeiDA. 

$eco*rt>  option4? 
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its  Time  For  RiR 

800  523-9955 

RADIOLOGY 

IMWillM 


Locum  Tenons  • Permanent  Recruitment  Specialist 


A full-time  Radiologist  is  needed  August  I,  1995 
for  the  imaging  section  of  the  Department  of 
Veterans  Affairs,  Austin  Satellite  Outpatient  Clinic, 
Austin,  TX.  All  routine  x-ray,  fluoroscopic  and 
ultrasound  examinations  are  performed  at  the 
clinic.  Excellent  working  conditions  without  night 
or  weekend  call.  Benefits  include  30  vacation 
days  and  15  sick  days  annually,  continuing  edu- 
cation coverage,  malpractice  coverage,  excellent 
retirement  plan,  health  and  life  insurance.  Austin 
is  the  capital  of  Texas  with  no  state  income  tax. 
Interested  individuals  should  fax  or  send  a CV  to 
Joanne  J.  Malina,  MD,  Chief  Medical  Officer,  Austin 
Satellite  Outpatient  Clinic,  2901  Montopolis  Drive, 
Austin,  TX  78741.  Phone  (512)  389-7118; 

Fax  (512)  389-7145. 


PRIVATE  PRACTICE  OPPORTUNITIES 

(In  all  specialties) 

Texas  & Sunbelt  States 

Call  1-800-284-4560  / Houston  713-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314 
Houston,  TX  77242-231 
FAX  713-493-2234  & Associates 


B r o n s t e i n 


Beautiful  TEXAS 
Hill  Country! 

One  of  most  desirable  locations  in  Texas! 
Seeking  BC/BE  or  Eligible  Internist  to  join  one 
of  most  well-established  & respected  clinics  in 
town! 

Excellent  support  staff,  brand  new  community 
hospital,  peers  earning  $200K+  PLUS  benefits! 
Excellent  1 :6  call! 

Fantastic  recreational  opportunties! 


Call  Today! 
CLINT  SCOTT 
1-800-235-6745 

or  fax  your  CV  in  confidence  to 
(214)484-9048 


SEEKING  FAMILY  PRACTITIONER, 
GERIATRICIAN,  OR  INTERNIST  BE/BC 

INTERESTED  IN  SUN  AND  SAND?? 

The  VA  Medical  Center.  Biloxi,  MS,  is  seek- 
ing board  certified/board  eligible  family 
practitioners,  geriatricians,  and  internists  for 
the  ambulatory/extended  care  areas.  Biloxi  is 
located  on  the  Mississippi  Gulf  Coast  where 
the  climate  is  ideal  for  year-round  participa- 
tion in  the  myriad  of  outdoor  activities  avail- 
able. Competitive  salary  commensurate  with 
experience;  federal  tort  protection;  excellent 
vacation,  CME,  retirement,  and  insurance 
benefits.  Joint  faculty  appointments  are 
available  for  qualified  candidates. 

Respond  with  CV  to:  VA  Medical  Center, 
400  Veterans  Avenue,  Biloxi,  MS  39531, 
ATTN;  ACOS/Ambulatory  Care  ( 1 1 A ) , 
(601)  385-4970.  VA  is  an  equal  opportunity 
employer. 


Ambulatory 
Preventive  Medicine 


The  Tarrant  County  Health 
Department  is  seeking  board  eli- 
gible/certified physicians  in  the 
fields  of  public  health  & preven- 
tive medicine  and  family  medi- 
cine with  public  health  experi- 
ence. This  position  entails  clinical 
practice  and  program  manage- 
ment/oversight. Research 
opportunities  are  available. 

A generous  compensation 
package  is  provided  with  over 
30-days  paid  leave.  The  Fort 
Worth/Tarrant  County  Health 
Departments  are  the  most  inno- 
vative and  dynamic  in  Texas. 
Join  our  dedicated  health 
teams  for  a rewarding  career  in 
serving  the  community. 

Send  CV  to: 

Alecia  Hathaway,  MD,  MPH 
Fort  Worth/Tarrant  County 
Health  Departments 
1 800  University  Drive 
Fort  Worth,  TX  76107 
(817)  871-7208 

© 

Fort  Worth/Tarrant  County  Health  Department 


HOUSTON,  TEXAS 
ORTHOPEDIC  SURGEONS  AND 
GENERAL  PRACTITIONERS 
WANTED 

LUCRATIVE,  INDEPENDENT 
OPPORTUNITIES  IN  INDUSTRI- 
AL MEDICINE.  DIVERSE  CITY, 
AMENITIES,  GUARANTEED 
CASH  FLOW. 

CALL:  713-981-8184 
FAX:  713-981-8118 
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Other  Opportunities 


Interested  in  purchasing  10-100%  of  Primary  Care  Clinics,  or  developing 
a joint  venture  with  Primary  Care  Physicians  and  Spcialists.  Developing  a 
Clinic  Without  Walls/Integrated  Health  System  with  Doctors  in  Control. 

Opportunities  for  Physicians,  Investors  and  Entrepreneurs  to  influence  the  future,  by 
creating  the  future.  Also  interested  in  affiliating  or  acquiring  Ancillary  Services,  such 
as  Diagnostic,  Labs,  Outpatient  Surgery  and  Physical  Therapy  or  Industrial  Medicine 
Clinics  and  Home  Healthcare  Services.  Also  will  work  as  Consultant  to  entrepreneur- 
ial group  of  physicians,  to  develop  a business  plan  and  source  financing.  Call: 

Leo  ).  Borrell,  MD 
Healthcare  Equity  Investors 
Tel:  (71  3)  789-0277  • Fax:  (71  3)  784-6271 

or  send  information  on  your  practice  or  company  to: 

7739  San  Felipe,  Suite  204  Houston,  Texas  77063 


DIRECTOR 

THE  UNIVERSITY  OF  TEXAS  @ AUSTIN 

STUDENT  HEALTH  CENTER 

The  University  of  Texas  at  Austin  is 
seeking  a health  services  director. 
Selected  candidate  will  be  responsible 
for  operating  a large,  JCAHO-accredit- 
ed,  ambulatory  healthcare  facility  with 
pharmacy,  radiology,  laboratory,  and 
health  promotion  components  and  for 
maintaining  a quality,  responsive, 
cost-effective  college  health  program. 

For  a complete  statement  of  qualifica- 
tions, a job  description,  and  application 
instructions,  write:  Chair,  Search 
Committee,  Box  7339,  University 
Station,  Austin,  TX  78712-7339  or  FAX: 
(512)  471-0898.  Deadline  for  receipt  of 
completed  application  is  June  18,  1995. 
The  University  of  Texas  is  an  Equal 
Employment  Opportunity/ Affirmative 
Action  Employer. 


DALLAS,  TX  Phy  sician  needed  for  pleasant,  low  stress, 
office-based  practice.  No  nights,  call,  hospital,  obstetrics,  or 
emergencies.  Regular  office  hours.  Paid  malpractice.  Please 
call  W.  Max  Frankum,  MD  at  214-484-8008. 

If  you  want  to  be  in  Texas,  you  should  be  talking  to  us. 

Over  100  opportunities  available  throughout  the  state. 
From  Small  town  to  Major  metro,  we  have  it  all.  For 
specifics  about  opportunities  in  your  location  of  interest, 
contact  Practice  Dynamics,  11222  Richmond,  Suite  125, 
Houston,  TX  77082;  800/933-091 1 or  (713)  531-091 1. 


FOR  SALE  OR  LEASE 

Medical  Equipment 

ENT  MEDICAL  & OFFICE  EQUIPMENT  AVAIL- 
ABLE. Single  practice.  50%  current  price.  SMR  cabinets 
and  chairs,  microscope,  audiometer  & booth,  typewriters, 
copier,  filing  cabinets,  etc.  Leave  message.  (713)  482-6330. 

FOR  SALE:  Olympus  Gastroscope  GIF/P20-Near  new 
condition  - used  about  20  times  in  rural  clinic.  $7,850.00. 
Was  $11,500.00  new.  Please  call  (210)  249-2431  Ext.  10. 
Elizabeth  T.  McRae,  MD. 


FOR  SALE: 

Old  Wcstinghouse  X-ray/Fluoro  Machine  Plus 
Developer  Tank  - working  fine.  Volumeter  0- 
250;  KVP  Major  40-90;  Minor  0-10; 
Milliammeter  0-100;  Timer  1/20  to  14  seconds. 
Price:  $4,000.00.  Contact  me  at  (512)  387-361 1 
or  110W.  Avc.  E.,  Robstown,  Texas  78380. 


Practices 

PLANO, TX:  Family  Practice  for  sale.  1 5 years  old.  Lab,  X- 
Ray,  Drug  Testing.  Private  Pay  and  Managed  Care.  Trained 
Staff.  Inexpensive.  Fred  Lehman  (903)  893-9678. 


PRACTICE  OPPORTUNITIES 

Openings  nationally  in  ALL  specializa- 
tions. Excellent  salary  and  benefit  pack- 
ages including  partnership  opportunities. 
100%  paid  malpractice,  moving  and  relo- 
cation expenses,  license  assistance,  up  to 
six  weeks  paid  vacation.  On-site  interview 
expenses  paid.  Toll  free  24  hours:  (800) 
759-0104.  Send  CV  to:  La  Salle  Medical 
Group.  2708  N.  68th  Street,  #2-357, 
Scottsdale,  Arizona  85257  or  FAX  to:  (602) 
534-1593. 


Advertising  Directory 


Aberdeen  Medical  Insurance  Serv 15 

Autoflex  Leasing Inside  Front  Cover 

CompHealth  62 

Emcare  Physician  Staffing 12,61 

Freeman  & Cockerell  Dermatopathology  . . 8 

HPSC  ' . . 8 

Hilgers  & Watkins 9 

IMPCTravel  67 

Interim  Physicians  62 

Medical  Control 12 

Medical  Protective  Company 5 

Medstafl  National  Medical  Staffing  52 

Novo  Nordisk  Pharmaceuticals,  Inc 

After  52 

Pfizer  Pharmaceuticals  44 

Physician  Resource  Network  60 

Physicians  Unlimited 63 

Prudential  Home  Mortgage 6 

Radiology  Resources 64 

Scott  & White  Back  Cover 

Texas  Medical  Association  Insurance  Trust  . . 

I 

Texas  Medical  Directory 9 

Texas  Medical  Liability  Trust 

Inside  Back  Cover 

The  Doctor’s  Company  16 

The  Sterling  Group  58 

I imberlawn  Psychiatric  Hospital  25 

University  of  Colorado 67 

U.  S.  Air  Force 10 

U.  S.  Army 53 


Publication  of  an  advertisement  in  Texas  Medicine  is  not  to 
be  considered  an  endorsement  or  approval  by  the  Texas 
Medical  Association  of  the  product  or  service  involved. 
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Classified  Directory 


Business  and  Financial  Services 


Travel  & Leisure 


Up  To  50%  Off  HCFA  Forms 


2-PT.  Cont.  HCFA  forms  $ 33.75  per  1,000 
1-PT.  Cont.  HCFA  forms  $ 29.95  per  2,500 
For  pricing  on  your  HCFA  forms,  envelopes, 
statements,  superbills  and  filing  folders  call: 
SEASOFT,  PPG  at  1-800-666-3159 


Legal  Services 


LAW  OFFICES  OF 
ROBERT  V.  WEST,  M.D. 
ATTORNEY  AT  LAW 

910  LAVACA 

1250  N.E.  LOOP  410,  #805 

AUSTIN,  TEXAS  78701 

SAN  ANTONIO,  TEXAS  78209 

(512)  479-1399 

(210)  828-4218 

(800)  999-9177 

FAX  (210)  822-5557 

FAX  (512)  478-7731 

Real  Estate 


MEDICAL  OFFICE  BUILDINGS  AVAILABLE 

IN  AUSTIN,  TEXAS 

801  West  34th  Street  (Former  Austin  Diagnostic  Clinic) 
71,000  square  feet  available  Fall  1995 
Contact  BEN  EDELSTEIN  @JB  Goodwin  Commercial 
(512)  502-7503  or  fax  (512)  346-4873 


WEEKEND  GETAWAY 

and  a good  solid  ranch.  Beautiful 
2198  acres  on  pavement  with  large 
dam.  Little  Wichita  River,  excellent 
fencing  and  nice  set  of  steel  pens, 
deer,  turkey,  & quail.  We  handle  all 
types  of  agricultural  property 
throughout  the  Southwest. 

Scott  Land  Company 
Ben  G.  Scott  — Dimmitt,  Texas 
806-647-4375  Day  or  Night 


HELP  NEEDED  FOR  AID 
TRIP  TO  THAILAND 
AND/OR  IRAN  JAVA 

Physicians,  Dentists,  and  Nurses  are 
being  recruited  for  November  10-25, 
1995,  North  Thailand,  Queens  project. 
Also,  February  10-25,  1996  to  Iran  Java. 
For  more  information  or  to  donate 
money  for  medical  supplies  for  the 
needy,  write  to: 

Christian  Medical  Association 
P.O.  Box  3501 
Seal  Beach,  CA  90740 
Phone  (310)  592-3791 


Bed  & Breakfasts/Inns 

WOODBURN  HOUSE:  Austin  landmark  in  historic 
Hyde  Park.  Antiques,  porches,  luxurious  comfort,  full 
breakfasts,  private  baths.  1991  Austin  Chronicle  “Best  B&B 
in  Austin.”  (512)  458-4335. 

THEE  HUBBELL  HOUSE:  1-800-227-0639.  Winns- 
boro,  Texas,  2 Acre  Plantation  Estate,  12  Bedrooms-all  pri- 
vate baths,  10  Lakes,  7 Golf  Courses,  100  Antique  Shops, 
Candlelight  Dinners,  Private  Spa  House. 

Burnet  - Airy  Mount  Inn  (circa  1884).  Totally  restored 
Texas  limestone  barn.  Elegant  Texas-sized  breakfast.  Cham- 
pagne and  flowers  optional.  King,  queen,  double  w/private 
bath.  Families  welcome.  (512)  756-4149. 

Camps 

Kid’s  Co-Ed  Christ-Centered  camp  on  Texas’  most  beauti- 
ful ranch.  Concentration  on  wilderness  &C  water  activities. 
Horses!!  Brand  new  cabins.  Austin,  TX  (512)  263-5151. 

Cruises 

Join  TMA  members  on  a cruise  that  traces  the  historical 
time  line  from  age-to-age  on  a 12-night  cruise  of  the 
Mediterranean  and  Adriatic  Seas.  This  voyage  will  take  you 
from  Barcelona,  Spain  to  Venice,  Italy.  Departure  dates: 
September  9-22,  1995.  Continuing  Medical  Education 
offered.  Contact  Jeanette  Prentice,  800  880-1300,  exten- 
sion 1 565. 

Traveling  physicians:  Keep  watching  this  section  for  a 

growing  list  of  special  “getaways.”  We  are  endeavoring  to 
provide  you  with  unusual  travel  opportunities  - from  the 
luxurious  and  exotic  to  the  adventurous  and  bargain-priced! 
Advertisers:  to  list  your  travel  buy  here,  call  the  Advertising 
Department  at  (800)  880-1300. 

Advertising  Rates  & Data  - Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos, 
and  borders  may  be  used  in  display  classified  ads.  Discounts 
are  available  for  display  classified  ads  5 inches  and  larger. 

5 to  9 1/2  inches  $85/inch 

10  to  19  1/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising  with 
Texas  Medicine.  Ad  box  numbers  can  be  substituted  for  for- 
mal addresses  upon  request  at  no  extra  cost.  Name  and 
address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  1st  of  the 
month  (or  the  closest  business  day)  preceding  publication. 
Send  copy  to  Denise  Kotson,  Assistant  Advertising  Man- 
ager, Texas  Medicine,  401  West  1 5th,  Austin,  Texas  78701 . 


66 


TEXAS  MEDICINE  ★ JUNE  1995 


Texas  Medicine 


Educational  Opportunities 


a;  I h 


IPMC  Travel  otters  Continuing  Medical  Education  (CME)  programs  designed  especially  for  doctors,  their  friends  and 
families  on  25  international  tours  and  cruises  for  1995/9G.  Get  fascinating  "onboard"  tour  packages  such  as  our 
QE2  departures  featuring  CME  Category  1 Seminars  with  return  Concorde  air  transportation.  Seminars  are 
sponsored  by  either  Tulane  University  Medical  Center  or  Temple  University  School  of  Medicine.  Mention  this  ad  and 
enjoy  special  savings  on  select  QE2  sailings  this  summer. 

Space  is  limited.  IPMC  TRAVEL 

- INTERNATIONAL  PROFESSIONAL  MEETING  COORDINATORS 

Please  call  extension  488  today  for  departure  dates  and  prices 
or  to  order  our  1995/96  brochures. 

8004S45-2222  218-279-7500 


flntarctica-Falkland  Islands  • Holland  America  Cruisetours  • QE2  Crossing  plus  London  • South  America  • Galapagos  Islands  • East  Africa  • 
Southern  Africa  • Egypt  • Israel  • India  & Nepal  • Orient  • Vietnam  • China  plus  Hong  Kong  • Australia  8i  New  Zealand  • Russia  • 
Scandinavia  » Ireland  * Spain  & Portugal  • France  • Orient  Express  • Italy  • Greece  • Turkey  • Canadian  Wilderness 


TMA  Practice  Management 
Seminars 

MOM1  (Medical  Office 
Management  Institute ) 
7/11-7/14  Houston 
7/25  - 7/28  Dallas 

Impairment  Evaluation  Under 
Workers  ’ Compensation 
8/25-27  Houston 
10/6-8  Dallas 

For  more  information,  call  (800) 
880-1300,  Ext.  1423  (Lisa) 
or  Ext.  1421  fl'vette) 


ULTRASOUND  EDUCATION,  Category  I CME:  Spe- 
cialties of  OB/GYN,  Urology,  Family  Practice,  Emergency 
Medicine,  Endocrinology,  and  Abdominal.  Contract 
courses  can  be  brought  to  your  location,  minimum  enroll- 
ment required.  Call  1-800-239-1361  for  free  catalogue. 
Advanced  Health  Education  Center,  Houston,  TX  77006. 


TALK  TO  TEXAS 
with 

TEXAS  MEDICINE 
Classifieds 
For  more  classified 
advertising  information,  call 
the  Texas  Medical  Association 
Advertising  Department  at 
(800)  880-1300,  extension  1382 
or  fax  your  ad  to  (512)  370-1632 
for  a quote. 


CME  IN  THE  ROCKIES 


3 1ST  ANNUAL  INTERNAL  MEDICINE 
PROGRAM  July  9-14,  1995  Estes  Park,  CO 

RENAL  DISEASE  AND  ELECTROLYTE 
DISORDERS  July  24-28,  1995  Aspen,  CO 

MUSCULOSKELETAL  INFECTION 
SOCIETY  August  9-13,  1995  Snowmass,  CO 

GERIATRICS:  ALZHEIMER’S  DISEASE 
UPDATE  FOR  PHYSICIANS 

September  8-9,  1995  Denver,  CO 

Sponsored  by  the  University  of  Colorado 
School  of  Medicine.  Category  1 AMA 
credit  offered. 

Information:  J.  Bauer,  Office  of 
Continuing  Medical  Education, 
University  of  Colorado  School  of 
Medicine,  4200  East  Ninth  Avenue,  Box 
C295,  Denver,  CO  80262,  1-800-882-9153, 
303-372-9050,  FAX:  303-372-9065. 
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Backfalk 

Question 

What  is  your  ideal  summer  vacation? 


66M  y ideal  vacation  would  be  golfing  at  different 
^ ™ golf  courses,  like  Greenbriar  in  West  Virginia 
and  Ventana  Canyon  in  Arizona.  I would  love  to  go  to 
Hawaii  sometime  and  play.” 


William  E.  Dietze,  MD,  54 

otolaryngology ; Sulphur  Springs 


“I 


have  a ranch  in  Fredericksburg  1 like  to  visit. 


Ernest  O.  Mueller,  Jr,  MD,  52 

pathology , Webster 


have  been  to  England  and  Scotland  twice  in  the 
past,  and  I would  like  to  go  back  there.  We  made 
the  usual  tours  and  stayed  in  private  homes.  We  went 
through  eastern  Scotland,  the  Lake  District,  and  down  to 
the  south  coast.  1 just  enjoyed  seeing  all  of  those  places  and 
studying  the  history  of  them  as  I went  through.  And  I’ve 
never  seen  the  Pacific  Northwest  or  Canada  — I would 
jump  at  either  one  of  those  if  I had  the  money  to  go!” 

Albert  W.  Harrison,  MD,  80 

thoracic  surgery,  retired,  Woodville 


441  m an  undersea  medical  officer  for  the  Navy,  so  I 
I enjoy  active  duty  involving  both  submarines  and 
diving.  I always  like  to  go  to  Pearl  Harbor.  I used  to  ride 
submarines,  but  what  I primarily  deal  with  now  are  the 
medical  aspects  of  diving  and  treatment  of  decompression 
disease.  I get  paid  for  vacationing.” 

Henry  I.  Zaleski,  MD,  50 

oncology,  Houston 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone.  We  welcome  suggestions  for  future  topics. 
Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX  78701,  or  fax  them  to 
(512)  370-1632. 


“O  ne  day  off  would  be  my  ideal  vacation.” 


Elaine  R.  Cook,  MD,  41 

dermatology,  Pampa 


66  ither  a trip  to  the  mountains  to  really  enjoy  all 
Um  the  beautiful  scenery  or  a trip  to  the  coast  to  en- 
joy the  warm  rays  of  sun  and  the  ocean  waves.  I would 
love  to  get  away  again  to  Colorado.  We’ve  been  there  dur- 
ing the  summer  before.” 


Timothy  W.  Holder,  MD,  33 

family  practice,  Mexia 


66  U elicopter  skiing  in  the  Andes.  I don't  think  there 
■H  are  any  ski  slopes,  so  they  just  take  you  up  in  a 
helicopter  and  drop  you  off,  and  you  find  your  way  down.” 

Charles  F.  Mild,  MD,  48 

cardiovascular  diseases,  Harlingen 


“I 


think  I would  like  to  go  back  to  England  and 
Scotland  and  visit  the  Edinburgh  Art  Festival.” 


Michael  B.  Stroud,  MD,  55 

dermatology,  Granbury 


44Ho  go  watch  the  Tour  de  France.  It  lasts  21  days, 
iH  but  you  can  break  it  down.  There’s  a company 
called  Breaking  Away  that  allows  you  to  take  your  bicycle 
and  go  watch  the  race  and  ride  afterwards." 

Ralph  A.  Lord,  MD,  53 

allergy  and  immunology,  San  Angelo 
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TM  A Recommends 
Autoflex  Leasing. 


(No  Second  Opinion  Needed.) 


The  Texas  Medical  Association  has  found  an  auto  leasing  company  worthy  of 
endorsement:  Autoflex  Leasing.  You  will  discover  a sense  of  integrity  that  is  reflected 
in  superb  service  and  flexible  leasing  plans.  Volume  buying  power  gives  Autoflex 
Leasing  the  edge  over  the  other  leasing  companies  and  new  car  dealers.  This  benefits 
you  in  many  ways;  one  of  these  is  the  “Flexlease.”  It  includes  free  rent  cars,  no  down 
payment,  and  no  deposit.  You  pick  the  car  and  Autoflex  Leasing  will  deliver  it  to 
your  home  or  office  the  next  day!  It’s  that  simple. 

A special  program  has  been  created  for  TMA  members,  so  call  one  of  the  Autoflex 
Leasing  professionals  soon  for  more  information  about  how  you  can  get  your  new 
car... over  the  phone!  Whether  you  buy  or  lease,  Autoflex  Leasing  has  the  right 
program  for  you.  The  TMA  believes  in  Autoflex  Leasing,  no  second  opinion  needed! 


Auto flex 

(l  E A S I N g) 

(800)  634-1234 

212  W.  Spring  Valley  • Richardson,  TX  75081  • (214)  234-1234 
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Today’s  Health  Care  is  About 

Choices 

and  Control  of  Costs. 


Now  TMAIT  offers  you 
both. 

For  40  years,  your  Texas  Medical 
Association  Insurance  Trust  has 
offered  traditional  indemnity 
insurance  products  for  TMA 
physicians,  family  members,  and  staff. 

Today,  some  of  your  patients  are  choosing 
new  forms  of  insurance  that  provide 
quality  health  care  but  at  a lower  cost. 

Now,  TMAIT  offers  you  the  same  choice. 

Introducing  Group  Plus 
Point-of-Service  Plan 

As  a TMA  physician,  you  can  choose 
traditional  indemnity  plans  or  Group  Plus 
POS.  You  get  the  cost  benefits  of  a 
contemporary  style  plan  or  the  flexibility  of 
indemnity.  Your  choice. 


Group  Plus  POS  Features: 

• Low  co-pays 

• Freedom  to  go  out-of-network  for 
physician  or  hospital 

• Immunization  and  preventive  care 

• More  control  over  costs  because  you 
choose  copays,  level  of  coverage,  and 
deductibles 

For  more  information  on  the  new  TMAIT 
Group  Plus  POS  plan,  write  or  fax  us. 

If  choice  and  control  of  health  care  costs 
are  important  to  you,  call... 

I -800-880-8 1 81. 

Underwritten  by  The  Prudential  Insurance  Company  of  America 
for  26  years  (1969  -1995) 

Prudential  Plaza,  Newark,  N.J.  07102 
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Lure  of  military  life 

The  drawbacks  of  military  medicine  are  obvious:  limited 
wardrobe  choices  and  the  ever-present  possibility  that  you 
might  wind  up  in  a war  zone,  to  name  two.  So  what  lures 
physicians  to  the  military  life,  and  what  keeps  them  there ? 
Of  course,  there  are  very  practical  advantages,  like  paid 
liability  premiums  and  insulation  from  managed  care 
hassles.  But  for  the  military  physicians  we  spoke  with, 
it’s  something  more  than  that. 

BY  TERI  MORAN 

24 


LEFT:  Physicians  cross  the  lobby  of 
the  Wyndham  Anatole  Hotel  in  Dallas 
during  the  Texas  Medical  Association 
128th  Annual  Session  this  May. 


Medical  Economics 

Leveling  the  playing  field  8 

TMA’s  newly  created  Physician  Services  Organization  aims  to  give  physicians  the 
information,  hands-on  help,  and  muscle  they  need  to  play  the  managed  care  game 
with  the  big  guys. 

BY  LARRY  BeSAW 


Legislative  Affairs 

The  art  of  compromise 12 

Gone  are  the  days  of  waging  take-no-prisoners  war  with  the  trial  lawyers.  By 
cooperating  with  traditional  adversaries,  TMA  has  scored  one  of  its  biggest  victories 
ever  on  medical  liability  reform. 

BY  KEN  ORTOLON 
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Public  Health 

The  line  on  health  ....18 

I'M  A is  educating  the  public  about  health 
and  medicine  with  its  popular  Healthline 
Texas  radio  service. 

BY  JOHANNA  FRANKE 

Drug  companies  offer  free 
medications 20 
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NEWSMAKERS 


San  Antonio  psychiatrist  Michael  R. 
Arambula,  MD,  RPh,  was  appointed 
by  the  governor  to  serve  on  the  Texas 
Council  on  Offenders  with  Mental 
Impairments. 

Pediatricians  Ronald  M.  Blair,  Jr,  MD; 
David  E.  Coble,  MD;  Clyde  E.  Shaw, 
MD;  and  William  A.  Stanton,  MD,  and 

public  health  physician  Mary  Jo 
Tonelli,  MD,  all  of  Sherman,  and  pedi- 
atricians Jeannine  Hatt,  MD, and  Shan- 
non W.  Hayes,  MD,  both  of  Denison, 
were  honored  by  the  Grayson  County 
Medical  Society  for  their  participation 
in  the  Shots  Across  Texas  program. 

Toi  Lynn  Blakley,  MD,  a resident  at 
Baylor  College  of  Medicine,  received 
the  American  Medical  Association 
Glaxo  Achievement  Award.  Dr  Blakley 
was  one  of  25  residents  in  the  nation 
to  be  recognized  for  exceptional  lead- 
ership abilities  in  medicine  or  achieve- 
ments in  nonclinical  community 
activities. 

Candace  Victoria  Campos,  a medical 
student  at  The  University  of  Texas 
Health  Science  Center  at  San  Antonio 
and  member  of  the  Texas  Medical 
Association  Medical  Student  Section, 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership; election  or  appointment  to  an  office  of  or  honors  from, 
a national  or  state  organization ; or,  space  permitting,  recogni- 
tion at  the  local  level.  Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  editor.  Submit  items  for 
consideration,  with  photos  if  possible , to  Johanna  Franke,  People, 
Texas  Medicine,  401  W 15th  St,  Austin , TX  78701;  fax  (512) 
370-1632. 


Toi  Lynn  Blakley,  MD  Maria  A.  Fawcett,  MD 


was  selected  as  a UT-San  Antonio 
Ambassador  Scholar  lor  1995. 

Internist  Robert  B.  Couch,  MD; 
hematologist  Edward  C.  Lynch,  MD; 
immunologist  Robert  R.  Rich,  MD; 
and  urologist  Peter  T.  Scardino,  MD, 

were  named  distinguished  service  pro- 
fessors, the  highest  faculty  honor,  at 
Baylor  College  of  Medicine  in  Houston. 

Houston  cardiovascular  surgeon 
Michael  E.  DeBakey,  MD,  received  the 
1995  Chairperson’s  Award  of  Honor 
from  the  United  Methodist  Associa- 
tion of  Health  and  Welfare  Ministries. 

Fort  Worth  family  physician  Maria  A. 
Fawcett,  MD,  was  installed  as  the  1995 
president  of  the  Tarrant  County  Acad- 
emy ol  Family  Physicians.  Other  officers 
lor  1995  include  Daniel  L.  Handel,  MD, 
president-elect;  Keith  S.  Livingstone, 
MD,  secretary-treasurer;  and  Wesley  A. 
Alderete,  MD,  continuing  medical  edu- 
cation program  coordinator. 

Ronald  M.  Friedman,  MD,  Dallas, 
received  the  Sherrell  J.  Aston  Award 
for  best  resident  presentation  from  the 
American  Society  for  Aesthetic  Plastic 
Surgery. 


Rebecca  M.  Minter  Rodney  J.  Simonsen,  MD 


Jose  J.  Gamboa,  MD,  San  Antonio, 
was  named  Family  Physician  of  the 
Year  by  the  Alamo  Chapter  of  the 
Texas  Academy  of  Family  Physicians. 

San  Antonio  gastroenterologist 
Eduardo  Ibarguen-Secchia,  MD,  has 

published  a new  fictional  book. 
Deadly  Research,  on  Vantage  Press. 

Dallas  neurosurgeon  Martin  L.  Lazar, 
MD,  was  presented  a humanitarian 
award  by  the  CARE  Foundation  for 
his  creation  of  MediSend,  a Dallas 
organization  that  sends  surplus  med- 
ical supplies  to  hospitals  in  need  all 
over  the  world. 

Occupational  medicine  physician  Roy 
S.  Marokus,  MD,  Amarillo,  was  named 
the  US  Army  National  Guard’s  Flight 
Surgeon  of  the  Year  for  1995. 

M.  Alan  Menter,  MD,  Houston,  was 
elected  to  the  Board  of  Directors  of  the 
American  Academy  of  Dermatology. 

Rebecca  M.  Minter,  a medical  student 
at  The  University  of  Texas  Southwest- 
ern Medical  School  and  member  of 
the  TMA  Medical  Student  Section 
Executive  Council,  was  one  of  25 
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People 


Sam  A.  Nixon,  MD,  former  TMA  president  and  former  chair  of  the  Uniformed  Services  Uni- 
versity (USU)  in  Bethesda,  Md , received  an  honorary  doctor  of  military  medicine  degree  from 
that  university  during  commencement  this  May.  Congratulating  him,  from  left,  are  James  A. 
Zimble,  MD,  USU  president;  William  R.  Drucker,  MD,  USU  surgery  department  faculty 
member;  and  Randall  K.  Holmes,  PhD,  USU  microbology  department  chair. 


medical  students  in  the  nation  to 
receive  the  American  Medical  Associa- 
tion Glaxo  Achievement  Award. 

Pedro  A.  Rubio,  MD,  Houston,  received 
honorary  membership  in  the  Society  of 
Surgeons  of  Nepal  by  Her  Majesty,  The 
Queen  Aishwarya  Rajya  Laxmi  Devi 
Shah  at  the  Royal  Nepal  Academy 
Hall,  Kamaladi,  Kathmandu. 

Rodney  J.  Simonsen,  MD,  Austin 
physical  medicine  and  rehabilitation 
specialist,  was  awarded  a diploma  rec- 
ognizing the  highest  level  of  training 
offered  by  the  McKenzie  Institute 
International  in  Wellington,  New 
Zealand.  Dr  Simonsen  is  the  second 
physician  in  the  United  States  to 


become  fully  certified  in  the  program, 
which  began  in  1981. 

Richard  E.  Symmonds,  Jr,  MD,  Tem- 
ple, was  named  president  of  the  South 
Texas  Chapter  of  the  American  Col- 
lege of  Surgeons. 

Family  physician  JosephThigpen,  MD, 

was  named  Outstanding  Citizen  for 
1994  by  the  Haskell  Chamber  of 
Commerce. 

Psychiatrist  Stuart  C.  Yudofsky,  MD, 

received  the  1995  Artie  Houston 
Achievement  Award  from  the  Hous- 
ton and  Harris  County  Chapter  of  the 
National  Depressive  and  Manic 
Depressive  Association. 


DEATHS 


George  Edmund  Bennack,  MD,  94; 

Raymondville;  The  University  of 
Texas  Medical  Branch  at  Galveston, 
1931;  died  February  26,  1995. 

Thomas  Walker  Burke,  MD,  88; 

Houston;  University  of  Tennessee 
College  of  Medicine-Mentphis,  1930; 
died  April  25,  1995. 

Weldon  G.  Kolb,  MD,  75;  La  Marque; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1941;  died  April 
4,  1995. 

John  S.  Kumar,  MD,  63;  Weatherford; 
Grant  Medical  College,  Bombay, 
India,  1957;  died  April  18,  1995. 

John  L.  Matthews,  MD,  86;  San  Anto- 
nio; The  University  of  Texas  Medical 
Branch  at  Galveston,  1933;  died  April 
12,  1995. 

Harriet  Nora  Rogers,  MD,  95;  New 

York,  New  York;  1 he  University  of 
Texas  Medical  Branch  at  Galveston, 
1939;  died  March  23,  1995. 

Robert  Lowell  Yelderman,  MD,  82; 

Rosenberg,  Baylor  College  of  Medi- 
cine-Dallas,  1942;  died  March  2, 
1995. 
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Leveling  the  playing  field 

PSO  helps  physicians  deal  with  managed  care  plans 


By  LARRY  BeSaw,  Associate  editor 


You’re  the  quarterback  of  a high  school  football 
team,  and  you  need  only  one  more  victory  to 
win  the  state  championship.  The  problem  is 
you  have  to  play  the  Dallas  Cowboys. 

Tyler  anesthesiologist  Asa  Lockhart,  MD,  believes  that  is 
exactly  how  many  Texas  physicians,  especially  that  endan- 
gered species  known  as  solo  practitioners,  feel  as  they  try  to 
negotiate  complex  contracts  with  megabuck  managed  care 
plans  that  can  draw  on  seemingly  limitless  resources, 
lawyers,  and  accountants. 


“We’ve  got  to  become  large  enough  to  hire  quality 
expertise,”  he  said.  “A  small  group  more  than  likely  is  not 
going  to  be  able  to  hire  the  caliber  of  people  it’s  going 
to  take  to  play  in  the  professional  leagues.  If 
you’re  going  to  play  in  the  pro  leagues, 
you’re  going  to  need  a pro  agent.” 

Enter  the  Physician  Services  Orga- 
nization (PSO),  created  by  the 
Texas  Medical  Association  to 
help  physicians  cope  with 
managed  care  as  medicine 
continues  its  conversion 
from  a charge-based  to  a 
cost-based  system.  The 
PSO  will  expand  several 
existing  TMA  services 
and  add  new  ones,  act- 
ing, in  a sense,  as  the 
physicians’  agent  to  pro- 
vide information,  educa- 
tion, and  hands-on  services 
to  deal  successfully  with 
managed  care  plans. 

A major  goal  is  to 
standardize  administrative 
procedures,  particularly  the 
managed  care  precertification 
process  that  causes  so  many  physi- 


cians and  their  staffs  so  much  pain,  says 
Louis  J.  Goodman,  PhD,  director  of 
medical  economics  for  TMA.  “If  a doc- 
tor calls  for  precertification,  is  it  reason- 
able to  make  the  doctor  and  the  patient 
wait  7 days?  Is  it  reasonable  to  get  an 
answer  in  5 minutes?  We  want  to  work 
with  the  plans  and  the  doctors  to  find 
out  what  makes  sense,”  he  said. 

“ The  PSO  will  find  the  most  effec- 
tive way  to  bring  the  services  to  the 
physicians,”  said  Bridget  Horton, 
managed  care  program  specialist  for 
TMA.  “In  some  instances,  TMA  will 
directly  provide  the  service;  in  other  cases,  it  will  find  the 
most  appropriate  source.” 

In  a feasibility  report  presented  to  the  TMA  Board 
of  Trustees  at  annual  session  in  May,  the 
consulting  firm  of  Coopers  & Lybrand, 
LLP,  said  physicians  need  help  but 
don’t  know  what  they  need  or  where 
to  get  it.  It  concluded  that  TMA  is 
well  positioned  to  provide  assis- 
tance and  that  a PSO  is  the 
best  vehicle  for  doing  it. 
Coopers  & Lybrand’s  rec- 
ommendations followed 
research  that  included 
physician  focus  groups, 
a mail  survey,  inter- 
views with  county 
medical  society  execu- 
tives and  physician-led 
independent  practice 
associations,  and  a man- 
aged care  audit  of  Texas 
markets. 

The  Board  of  Trustees  in 
May  approved  formation  of  the 
PSO,  and  a 6-month  kickoff 
phase  began  in  June.  It  will  be  evaluated 
in  December  as  the  basis  for  funding  a full  year 
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year  of  PSO  operation  in  1996.  Spe- 
cific services  to  be  offered  include: 

• A managed  care  clearinghouse  to 
provide  data  on  managed  care 
plans’  historical  capitation  rates 
and  fee  schedules,  utilization 
review,  and  quality  assurance  mea- 
surements. This  will  give  physi- 
cians the  information  they  need  to 
determine  if  they  are  getting  the 
best  deal  possible  when  negotiating 
contracts  with  managed  care  plans. 
Doctors  often  don’t  know  their 
costs  and  can’t  negotiate  a fair  capi- 
tation contract  unless  they  have  the 
utilization  data  for  the  populations 
they  serve.  Physicians  surveyed  by 
Coopers  & Lybrand  said  their 
greatest  need  is  access  to  clinical 
and  economic  information  upon 
which  to  base  reasoned  decisions. 

• Guidelines  for  evaluating  perfor- 
mance using  outcomes  measure- 
ments and  negotiating  with 
managed  care  plans  to  develop  a 
consensus  on  outcomes  measures. 
I he  goal  is  to  ensure  that  physi- 
cians know  the  quality  measure- 
ments and  analyses  used  by 
managed  care  organizations  in 
evaluating  the  delivery  of  care,  thus 
eliminating  arbitrary  deselection 
and  maintaining  physician  auton- 
omy. “We  want  to  put  the  physi- 
cian back  in  the  picture,”  Ms 
Horton  said. 

• Education  of  employers  and 
patients  about  the  most  effective 
ways  to  use  managed  care  services. 
This  will  be  an  expansion  ofTMA’s 
practice  and  risk  management 


efforts.  In  addition  to  continuing 
educational  programs  and  one-on- 
one  mini-consultations,  the  PSO 
will  evaluate  managed  care  organi- 
zations regarding  hassle  factors  and 
their  educational  efforts  for  doctors 
and  patients.  This  service  builds  on 
TMA’s  Check-Up  program,  con- 
ducted jointly  with  six  Texas  met- 
ropolitan county  medical  societies 
to  evaluate  the  performance  of 
managed  care  plans. 

• Creation  of  uniform  physician  cre- 
dentialing  procedures  for  hospitals 
and  managed  care  plans  by  work- 
ing with  county  medical  societies, 
the  Texas  Medical  Foundation,  and 
others  involved. 

• Help  in  developing  physician  net- 
works by  providing  basic  consult- 
ing services,  referring  physicians  to 
qualified  consultants  credentialed 
by  TMA,  and  identifying  opportu- 
nities for  ongoing  assistance.  I his 
gives  physicians  options  for  devel- 
oping networks  and,  perhaps  more 
importantly,  provides  strength  in 
numbers  for  dealing  with  managed 
care  plans.  The  PSO  would  be  the 
first  point  of  contact  for  physi- 
cians, county  medical  societies, 
and  physician  groups  who  decide 
to  form  networks  or  who  need 
other  business  assistance. 

• A physician  network  investment 
advisory  service  allied  with  Texas 
financial  sources  and  the  American 
Medical  Association’s  Physicians 
Capital  Source  to  educate  physi- 
cians about  raising  money  for  their 
ventures  and  help  them  develop 
sound  business  plans.  Access  to 


capital  is  one  of  the  biggest  prob- 
lems physicians  face  in  their  orga- 
nizational efforts. 

An  in-office  review  service  also  is 
being  considered  to  reduce  hassles  for 
physicians  and  make  certification 
from  the  National  Commission  for 
Quality  Assurance  more  cost-efficient 
for  managed  care  plans.  “In  effect, 
instead  of  every  plan  with  which  a 
physician  contracts  doing  an  in-office 
review,  one  office  review  every  2 years 
would  satisfy  the  requirements  of 
every  plan,”  the  Coopers  & Lybrand 
report  said.  Dr  Goodman  says  he 
believes  this  will  benefit  both  the 
physicians  and  the  managed  care  plans 
in  the  long  run. 

Who  loves  ya,  baby? 

It  should  come  as  no  surprise  to  Texas 
physicians  that  managed  care  is 
strengthening  its  foothold  here  — 
almost  on  a daily  basis.  According  to 
American  Medical  News,  the  health- 
care research  company  Interstudy  Pub- 
lications of  Minneapolis  recently  issued 
a report  that  Texas,  California,  Florida, 
Pennsylvania,  and  New  York  accounted 
for  53%  of  the  net  gains  in  HMO 
enrollment  during  the  12-month 
period  ending  July  1,  1994.  The  study 
predicted  that  HMOs  will  deliver 
health  care  to  25%  of  the  nation’s  pop- 
ulation by  the  end  of  1997.  It  also 
found  that  almost  70%  of  the  primary 
care  physicians  in  managed  care  plans 
were  paid  through  capitation. 

Physicians  can  be  virtually  data- 
whipped  because  the  managed  care 
plans  have  reams  of  financial  and 
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utilization  data  at  their  disposal  and 
the  physicians  don’t.  “Lack  of  infor- 
mation is  a barrier,”  Ms  Horton  said. 
“If  we  can  give  physicians  the  same 
information  the  managed  care  plans 
have,  then  data  won’t  be  used  against 
them.  Right  now,  it  is  being  used 
against  them  in  negotiations.” 

Critics  charge  that  some  plans  use 
“divide  and  conquer”  tactics  to  pit 
doctors  against  each  other  to  get  the 
lowest  possible  rates.  Some 
physicians  have  complained 
that  they  have  been  sub- 
jected to  strong-armed  tac- 
tics — managed  care  plans 
giving  them  only  a week  or 
two  to  digest  and  sign  a 
proposed  contract  while 
threatening  them  with  los- 
ing their  patients  to  other 
doctors  who  are  ready  to 
accept  the  deal. 

Some  physicians  also 
may  not  realize  that  contracts  are 
negotiable,  thinking  they  must  either 
sign  a contract  as  presented  or  not  sign 
at  all.  “Many  doctors,  feeling  pres- 
sured, sign  contracts  to  continue  see- 
ing their  established  patients.  They 
discover  later  the  consequences  of  such 
abrupt  decision  making,”  said  Bradley 
Reiner,  a member  of  the  TMA  health- 
care financing  department  staff.  Mr 
Reiner  conducts  mini-consultations 
on  payment  issues. 

Doctors  are  trained  in  the  art  and 
science  of  medicine,  not  the  games- 
manship often  found  in  the  business 
world.  “Were  used  to  the  intellectual 
honesty  of  asking  a question  and 
expecting  an  honest  response,  and 

IO 


that’s  not  the  way  the  game  is  played 
in  business,”  Dr  Lockhart  said. 

He  is  one  of  more  than  220  physi- 
cians who  formed  the  Direct  Con- 
tracting Organization  of  Tyler  3 years 
ago  in  response  to  the  physician-hos- 
pital organizations  (PHOs)  created  by 
the  two  hospitals  in  that  East  Texas 
city.  The  organization  contracts 
directly  with  the  PHOs  and  managed 
care  plans  in  the  area. 


While  it  has  been  helpful,  Dr 
Lockhart  says,  it  is  only  an  “entry  level 
organization,”  and  he  is  looking  for- 
ward to  getting  assistance  from  the 
PSO.  He  believes  it  will  provide  the 
information  to  help  him  and  other 
physicians  organize,  giving  them  more 
bargaining  power  and  the  ability  to 
negotiate  statewide  contracts  offering 
economies  of  scale,  and  perhaps  find 
the  capital  to  make  them  more  com- 
petitive. “This  will  be  very  doable  for 
a large  organization,  but  it  would  be 
overwhelming  for  an  organization  our 
size,”  he  said. 

That  is  exactly  the  intent  of  the 
PSO,  says  Dr  Goodman.  “What  we  are 
trying  to  do  is  level  the  playing  field 
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“What  we  are  trying 
to  do  is  level  the 
playing  field  and 
allow  the  doctors  to 
do  what  they  were 
trained  to  do  and 
know  how  to  do  best.” 


and  allow  the  doctors  to  do  what  they 
were  trained  to  do  and  know  how  to  do 
best,  and  that  is  to  provide  patient  care 
in  a quality  manner,”  he  said. 

Dr  Goodman  acknowledges  that 
the  managed  care  plans  may  view  the 
PSO  with  alarm  and  that  there  may  be 
an  adversarial  relationship  at  first 
because  of  mistrust  on  both  sides. 
However,  he  is  optimistic  that  initial 
distrust  can  be  overcome. 

“Our  intent,  pure  and  simple,  is  to 
help  doctors  continue  to  provide 
high-quality  care,”  he  said.  “We’re 
talking  pure  patient  services  at  this 
point.  This  is  not  a money  issue.  This 
is,  ‘How  can  I continue  to  practice  the 
way  I feel  is  in  the  best  interest  of  my 
patients?’  Our  answer  is  that  there  are 
a lot  of  ways  you  can  do  that.  One 
approach  is  organizing  to  the  extent 
that  you  can  and  getting  the  best 
advice  you  can.” 

Dr  Goodman  points  out  that 
TMA  and  the  managed  care  plans  can 
still  work  together  on  some  issues, 
even  while  opposing  one  another  on 
others.  While  TMA  is  suing  Aetna 
and  Prudential  in  federal  court  over 
the  deselection  of  physicians,  Pruden- 
tial underwrites  the  TMA  Insurance 
Trust.  And,  while  TMA  battled  the 
managed  care  industry  legislatively 
over  the  Patient  Protection  Act,  it  is 
working  with  HMOs  on  an  education 
program  for  Houston  physicians. 

Buy  low,  sell  high 

Fred  Merian,  MD,  a Victoria  family 
practitioner  and  TMA  trustee,  is  con- 
vinced the  PSO  will  prove  invaluable 
to  his  colleagues.  He  served  as  the 


Medical  Economics 


chair  of  the  ad  hoc  advisory  commit- 
tee that  guided  TMA  through  the 
Coopers  & Lybrand  feasibility  study. 

“We  need  a PSO  because  managed 
care  is  here  and  it’s  going  to  stay,”  he 
said.  “The  managed  care  plans  have  all 
the  statistics  from  the  forms  we  all 
send  in.  We  need  that  same  data.  We 
need  to  know  what  they  know." 

Dr  Merian  believes  many  physi- 
cians may  be  a little  naive  when  it 
comes  to  dealing  with  the  managed 
care  plans.  “Most  physicians  don't 
understand  how  predatory  insurance 
companies  are,  the  fact  that  they’ll 
negotiate  a lot  of  things  out,  and  I 
don’t  think  most  physicians  have  the 
background  they  need.  You  don’t 
know  until  you  get  burned  in  this 
business  unless  somebody  like  TMA 
helps  you  out,”  he  said. 

He  is  not  concerned  with  the  man- 
aged care  industry’s  views  on  the  PSO. 
“I  don’t  care  how  they  react.  If  they 
want  what  they  say  they  want  — good 
quality  medicine  as  cheap  as  they  can 
get  it  — we’re  going  to  say,  ’This  is 
how  we  re  going  to  help  you.  ” ★ 
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The  art  of  compromise 

Working  with  trial  lawyers,  not  running  over  them, 
produces  medical  liability  reform 

By  Ken  Ortolon,  Associate  editor 


It  took  hardly  more  than  a minute  on  May  1.  The 
regular  order  of  business  was  suspended,  two  quick 
and  unanimous  votes  were  taken,  and  the  gavel 
banged  down.  With  that  action,  Texas  Medical 
Association’s  sweeping  medical  liability  reform  bill  sailed 
out  of  the  Texas  Senate.  Two  weeks  later,  it  was  signed  into 
law  by  Gov  George  W.  Bush,  along  with  four  other  tort 
reform  measures. 


The  medical  liability  reform  bill 
was  not  the  most  visible  of  the  tort 
reform  measures  debated  by  the  74th 
Texas  Legislature.  In  fact,  it  received 
little  notice  in  the  general  news  media 
during  its  progression  through  the 
House  and  Senate.  While  other  tort 
reformers  traded  barbs  and  ran  dueling 
media  campaigns  with  trial  lawyers  on 
other  tort  issues,  negotiations  on  med- 
ical liability  proceeded  quietly.  The 
result  was  a bill  that  both  physicians 
and  trial  attorneys  agree  is  one  of  the 
toughest  in  the  country  and  should 
substantially  reduce  the  frequency  of 
lawsuits  against  Texas  doctors. 

Making  it  look  easy 

While  the  unanimous  Senate  vote 
may  have  made  sweeping  medical  lia- 
bility reform  look  easy,  it  was  any- 
thing but.  Kim  Ross,  TMA  director  of 
public  affairs,  says  the  “genesis”  of  the 
new  law  can  be  found  in  a shift  in  the 
way  TMA  has  approached  the  tort 
reform  debate  since  1987. 

Prior  to  the  1987  session,  Mr  Ross 
says  the  battles  between  physicians 
and  trial  lawyers  had  always  been 
bloody,  all-out,  frontal  attacks.  “You’d 
arm  everybody  with  as  big  a weapon 


as  you  could  and  charge  up  the  hill, 
and  charge  again  until  you  took  the 
hill,”  he  said.  “But  when  you’re  fight- 
ing with  very  adept  and  well- 
resourced  opponents,  they  simply 
would  move  hills.” 

That’s  certainly  what  happened  in 
1987,  when  the  legislature  enacted 
major  liability  reform  legislation, 
including  a measure  to  crack  down  on 
frivolous  lawsuits.  Having  lost  the  leg- 
islative battle,  the  trial  lawyers  simply 
“changed  hills.”  Only  2 months  after 
the  legislation  was  enacted,  the  Texas 
Supreme  Court  adopted  rules  that  vir- 
tually negated  the  hard-won  reforms. 
Those  rules  were  written  by  pro-trial- 
lawyer  Justice  Oscar  Mauzy. 

“After  the  1 987  session,  we  sat 
down  with  the  TMA  leadership  and 
said  this  is  not  the  way  to  go  about 
this,”  Mr  Ross  said.  “We  had  to  step 
out  of  the  box.” 

Attacking  multiple  fronts 

It  made  little  sense  to  wage  battles  over 
laws  that  simply  were  going  to  be  struck 
down  by  the  Supreme  Court.  Lawmak- 
ers would  quickly  tire  of  the  issues,  and 
physicians  would  get  nowhere  in  terms 
of  improving  the  liability  climate.  “We 


decided  we  had  to  go  at  it  on  multiple 
fronts,”  Mr  Ross  said. 

The  first  front  was  the  court  itself. 
In  1988,  the  Texas  Medical  Associa- 
tion Political  Action  Committee 
(TEXPAC)  launched  its  first  effort  at 
judicial  activism.  TEXPAC  organized 
a broad-based  coalition  of  business, 
legal,  and  professional  organizations 
and  swept  five  of  six  seats  on  the 
Supreme  Court  that  year. 

Second,  TMA  realized  that  politi- 
cal muscle  alone  would  not  carry  the 
day.  The  Texas  Trial  Lawyers  Associa- 
tion (TTLA)  had  plenty  of  muscle, 
too.  So  the  decision  was  made  to  focus 
on  issues  where  problems  could  be 
solidly  documented  in  scientific  ways 
and  real  solutions  identified. 

“We  set  our  priorities  on  what  was 
achievable,  constitutionally  defensi- 
ble, and  would  work,”  Mr  Ross  said. 
“Our  highest  priority  was  reduction  in 
the  frequency  of  nonmeritorious  suits 
against  physicians.” 

The  final  step  was  engaging  the  trial 
lawyers.  In  the  late  1 980s,  a formal  liai- 
son with  TTLA  was  established  and 
relationships  began  to  be  built.  Instead 
of  indulging  in  name-calling,  the  two 
sides  began  working  together  to  look  at 
the  liability  system  and  determine  pub- 
lic policy  objectives  to  ensure  that  it 
was  just  and  fair,  Mr  Ross  says. 

Austin  attorney  Tommy  Jacks,  a 
past  president  of  TTLA  who  was 
heavily  involved  in  the  negotiations 
during  the  1995  session,  says  that 
approach  has  paid  off. 

“I  don’t  know  of  any  other  place  in 
the  country  where  these  two  groups  — 
physicians  and  trial  lawyers  — have 


12 


TEXAS  MEDICINE  ★ JULY  1995 


Legislative  Affairs 


developed  the  ability  to  communicate 
as  openly  and  work  as  effectively  as  we 
have  in  Texas,”  said  Mr  Jacks,  a partner 
in  the  law  firm  Mithoff  and  Jacks. 
“This  session  will  be  the  fourth  session 
in  which  there  has  been  legislation 
passed  that  has  been  the  product  of 
these  kinds  of  negotiations.  So  it’s  not 
a fluke  occurrence.” 

Mike  Hull,  an  Austin  defense  lawyer 
who  helped  negotiate  the  bill  for  TMA, 
also  says  the  cooperative  atmosphere  is 
paying  dividends.  “This  bill  and  this 
negotiation  actually  were  cited  by  sev- 
eral key  lawmakers  as  an  example  of 
how  to  negotiate  a bill,”  he  said. 

TMA  lobbyist  Harold  Freeman 
says  legislative  leaders  appreciated  the 
cooperative  attitude  of  the  parties  in 
the  medical  liability  negotiations. 
That  resulted  in  the  bill  going  to  more 
favorable  committees  than  some  other 
tort  measures,  as  well  as  expedited 
consideration  on  the  House  and  Sen- 
ate floors,  he  says. 


Getting  past  the  rough  spots 

Still,  the  compromise  was  hard  fought 
and  not  arrived  at  easily.  Mr  Freeman, 
who  led  the  negotiations  for  the 
physicians,  says  tempers  occasionally 
flared.  And,  San  Antonio  obstetri- 
cian/gynecologist Dave  Kittrell,  MD, 
who  also  participated  in  the  negotia- 
tions, says  negotiators  haggled  over 
nearly  every  line  of  the  bill. 

“Damn  near  every  point”  threat- 
ened to  scuttle  the  whole  bill,  said  Dr 
Kittrell,  a member  of  TMA’s  Council 
on  Legislation  and  president  of  the 
Texas  Medical  Liability  Trust. 

“We  came  into  this  process  with 
some  pretty  strong  disagreement 
about  exactly  how  you  get  from  point 
A to  point  B,”  added  Mr  Jacks.  How- 
ever, he  says  negotiations  were  facili- 
tated by  a shared  goal  of  ensuring 
patients’  rights  while  trying  to  save 
physicians  from  groundless  lawsuits. 

“There  was  unanimity  of  view  that 
we  wanted  to  accomplish  a system 
that  would  be  fair  to  patients  and  to 
physicians,  and  early  in  the  process 
would  weed  out  cases  against  physi- 
cians where  there  was  no  basis  for  the 
case,”  he  said.  “The  hard  part  was  fig- 
uring out  how  you  do  that  and 


“I  think  it’s  a bill  that  will  reduce 
not  necessarily  the  number  of  suits 
but  the  number  of  parties  named  in 
suits,”  he  said.  “I  also  think  the  bill 
will  have  a substantial  impact  in  clean- 
ing up  the  trial  of  a case.  ” 

Both  Mr  Hull  and  Mr  Jacks 
describe  the  measure  as  the  toughest 
in  the  country  in  terms  of  both  dis- 
couraging frivolous  and  nonmeritori- 
ous  cases  and  tightening  who  can 
serve  as  expert  witnesses.  The  bill 
requires  plaintiffs’  attorneys  to  post  a 
cost  bond  of  $5,000  per  defendant 
(up  from  $2,000  per  case)  or  to  sub- 
mit an  expert’s  report  outlining  the 
merits  of  the  case  within  90  days  of 
filing  a suit.  Even  if  the  cost  bond  is 
posted,  the  expert’s  report  still  must  be 
filed  within  180  days. 

Mr  Hull  says  the  cost  of  filing  suits 
will  prompt  many  attorneys  to  do  a 
better  review  of  cases  before  they  initi- 
ate suits.  A busy  plaintiffs’  attorney 
with  several  cases  in  house  and  multiple 


strike  all  those 
balances.  I think  this  legislation 
does  a pretty  good  job  of  it.” 

Mr  Hull,  a partner  in  the  firm 
Maroney,  Crowley,  Bankston,  Richard- 
son and  Hull,  also  is  pleased  with  the 
results. 


VOLUME  91  ★ NUMBER  7 


13 


Legislative  Affairs 


defendants  in  each  could  be  faced  with 
posting  cost  bonds  of  $1  million  or 
more,  he  says.  That  means  many  non- 
meritorious  cases  simply  will  be 
dropped. 

“Now  you  have  a plaintiffs’  lawyer 
who  will  have  his  paralegal  review  the 
file  and  give  him  the  name  of  every 
health-care  provider  who  shows  up  in 
the  records,”  Mr  Hull  said.  “They  file 
a suit  based  on  a bad  result  and  they 
file  against  everybody  whose  name  is 
on  the  paralegal’s  list.  The  cost  of  that 
is  a $2,000  bond  or  an  affidavit  from 
the  attorney  that  says  he  eventually 
got  around  to  having  somebody  look 
at  the  case. 

“I  just  don’t  think  you’ll  be  able  to 
do  that  to  anyone,”  he  continued. 
“Bonding  companies  will  have  to  be 
involved.  They  will  require  reviews  by 
qualified  experts  early  in  the  process, 
and  the  number  of  claims  that  just 
never  get  reviewed  before  they  are 
filed  will  be  reduced  substantially.” 

In  addition  to  the  cost  bond  and 
expert  witness  provisions,  the  bill 
eliminates  prejudgment  interest  on 
future  damages,  which  Mr  Hull  says 
will  significantly  reduce  damage 
awards  in  those  cases  where  medical 
negligence  is  found. 

Mr  Jacks  agrees  that  cases  will  be 
more  carefully  scrutinized  before  suits 
are  filed.  While  some  trial  lawyers  will 
be  unhappy  with  the  new  law,  he  says 
those  who  already  are  doing  their 
homework  before  going  to  court  will 
be  supportive. 

“I  think  the  attorneys  who  have 
been  trying  to  do  things  right  in  terms 
of  the  way  they  handle  these  cases 


within  their  offices  will  applaud  these 
efforts,”  he  said.  “Those  attorneys  rec- 
ognize that  when  there  are  attorneys 
who  take  shortcuts  and  file  cases,  it 
hurts  everybody  — it  hurts  physi- 
cians, it  hurts  lawyers,  it  hurts  the  sys- 
tem. And,  it  doesn’t  help  patients.” 


Gearing  up  for  1 997 

Dr  Kittrell  also  credits  the  success  of 
the  medical  liability  bill,  as  well  as 
other  tort  reform  measures  this  year, 
to  several  additional  factors  — the  vis- 
ibility brought  to  the  issue  by  Texans 
for  Lawsuit  Reform;  the  election  of 


Rundown  on  medical  liability  reform 

Key  provisions  of  House  Bill  971,  the  medical  liability  reform  bill  signed  into 

law  May  17  by  Gov  George  W.  Bush,  include  the  following: 

• At  the  time  a suit  is  filed,  plaintiffs  must  post  a cost  bond  of  $5,000  per 
defendant  or  submit  an  expert’s  report  on  the  alleged  negligence  of  each 
defendant.  If  cost  bonds  are  posted,  expert’s  reports  still  must  be  filed 
within  180  days  of  the  filing  of  a lawsuit. 

• Qualifications  of  expert  witnesses  are  tightened  to  require  such  witnesses 
to  be  practicing  physicians  who  perform  the  procedures  at  issue  in  the 
lawsuit  and  who  have  knowledge  of  the  standard  of  care. 

• Physicians  will  no  longer  be  liable  for  prejudgment  interest  on  future 
damages  that  had  not  occurred  at  the  time  the  judgment  is  rendered. 

Other  major  tort  reform  bills  that  have  been  signed  into  law  contain  provi- 
sions affecting  physicians  in  the  following  areas: 

• Frivolous  lawsuits.  Sanctions  will  be  imposed  on  attorneys  who  file  friv- 
olous lawsuits,  including  recovery  of  damages,  attorneys  fees,  and  defen- 
dants’ costs. 

• Deceptive  trade  practices.  Plaintiffs  cannot  bring  personal  injury  or 
death  cases  as  deceptive  trade  practices  lawsuits.  Professionals,  including 
physicians,  cannot  be  sued  under  the  Deceptive  Trade  Practices  Act  for 
cases  including  professional  advice,  judgment,  or  opinion. 

• Venue  shopping.  Lawsuits  can  only  be  filed  in  the  county  where  the 
injury  occurred  or  where  the  plaintiff  resides. 

• Joint  and  several  liability.  A defendant’s  share  of  fault  for  an  injury  must 
be  at  least  5 1 % before  he  or  she  can  be  held  responsible  for  all  damages 
(up  from  1 1%  in  medical  liability  cases). 
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Governor  Bush,  who  made  reform  a 
priority  issue  and  threatened  a special 
session  if  it  were  not  addressed;  and 
the  election  of  several  proreform  can- 
didates in  1994.  Finally,  he  credits  the 
hard  work  of  the  hill  sponsors,  Rep 
Todd  Hunter  (D-Corpus  Christi)  and 
Sen  David  Sibley  (R-Waco). 

Still,  the  bill  is  a compromise,  and 
Dr  Kittrell  says  TMA  likely  will  be 
back  in  1997  seeking  a new  round  of 
negotiations  on  yet  another  set  of 
issues.  “We  do  not  feel  that  we  got 
everything  we  wanted  or  got  enough,” 
he  said.  “I’m  sure  the  trial  lawyers 
think  we  got  too  much.  But  we  did 
meet  somewhere  in  the  middle.” 

Among  issues  that  were  not 
addressed  in  the  new  law  are  the 
statute  of  limitations  on  minors, 
which  currently  subjects  physicians  to 
a 20-year  “tail”  on  potential  lawsuits, 
and  the  so-called  “Stowers  Doctrine,” 
a rule  that  frequently  is  used  to  pres- 
sure medical  liability  carriers  to  settle 
claims  rather  than  go  to  court. 

Those  and  other  issues  definitely 
will  be  on  the  table  in  the  75th  Legis- 
lature. That  will  come  as  no  surprise 
to  those  who  haggled  over  this  bill. 
Both  sides  concede  that  the  legislative 
process  is  largely  the  art  of  compro- 
mise. You  take  what  you  can  get  and 
come  back  next  time. 

“It’s  an  ongoing  process,”  Dr  Kit- 
trell said.  ★ 


All  articles  in  Texas  Medicine  that  mention  Texas  Medical 
Associations  stance  on  state  legislation  are  defined  as  “ legislative 
advertising,  ” according  to  Texas  Govt  Code  Ann  §305-027. 
That  law  requires  disclosure  of  the  name  and  address  of  the  per- 
son who  contracts  with  the  printer  to  publish  the  legislative 
advertising  in  Texas  Medicine:  Robert  G.  Mickey,  Executive 
Vice  President,  TMA,  401  W 15th  St,  Austin,  TX  78701. 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services,  Inc.,  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


w; 


e are  a dedicated  group  of 
professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician’s  claim  history,  specialty 
or  previous  problems. 


Medical  Insurance  Services,  Inc. 

For  additional  information,  contact: 

James  T.  Rubino,  Executive  Director 
Aberdeen  Medical  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd.,  Suite  900  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 
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INVEST  IN  YOUR  1 

MEDICAL  PRACTICE  ...  1 

FIVE  REASONS  WHY 
YOUR  OFFICE  STAFF 

SHOULD  ATTEND  ... 

INVEST  IN 

^ Over  70  hours  of  education 

EDUCATION 

1 to  increase  performance. 

AAMA’S  39TH 

Practice  management 
£ sessions  to  keep  your 
practice  in  control. 

ANNUAL 

^ Leadership  training  to  give 
0 your  staff  the  leading  edge. 

NATIONAL 

CONVENTION 

/ The  latest  publications, 
jt products,  and  services  on 
display  at  MedExpo. 

SEPTEMBER  15-20.  11995 

AAMA’s  popular  package 

♦ ♦ ♦ 

J/deal,  which  includes 

HYATT  REGENCY 

SAN  ANTONIO.  TEXAS 

education  workshops,  will 
save  you  money. 

♦ ♦ ♦ 

FOR  MORE  INFORMATION ... 

CALL  1-800- ACT- AAM A 

MBl  AMERICAN  ASSOCIATION 
OF  MEDICAL  ASSISTANTS 

MmA Pk  20NWACKERDR,  #1575 
CHICAGO,  IL  60606-2903 

A Special  Offer  From  The  Employee-Owners  Of  Avis 
Exclusively  For  Members  Of 

Texas  Medical  Association 

At  Avis, 
Offering  Great 
Benefits 
Is  Just  One  Of 
Our  Specialties. 

It 


TexasMedical 

Association 
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We  try 
harder 


Since  you’re  always  taking  care  of  others,  isn’t 
it  nice  to  know  Avis  wants  to  help  take  care 
of  you?  “We  try  harder”  by  offering  medical 
association  members  low,  competitive  daily 
business  rates  along  with  special  discounts 
for  both  leisure  and  vacation  rentals.  Most 
Avis  rentals  come  with  free  unlimited 
mileage,  too! 

And  now  we’ve  scheduled  you  in  for  a 
free  upgrade  when  you  rent  an  Avis  car  at 
any  participating  location  in  the  contiguous 
U.S.  See  the  coupon  below  for  details. 

The  employee-owners  of  Avis  also  offer 
a wide  selection  of  reliable,  professionally 
maintained  cars.  Many  are  equipped  with 
luxury  extras  like  power  windows  and  door 
locks,  cruise  control,  AM/FM  stereo,  and  more. 

As  a medical  association  member,  you'll 
appreciate  our  many  convenient  airport 
locations  and  timesaving  services,  like 
Avis  Express"  and  Roving  Rapid  Return ",  that 
can  make  renting  and  returning  an  Avis  car 
fast  and  easy. 

To  take  advantage  of  the  offer  below,  call 
your  travel  consultant  or  the  Avis  Special 
Promotion  number  toll  free:  1-800-831-8000. 
For  general  information  and  reservations,  call 
Avis  at:  1-800-331-1212.  And  be  sure  to 
mention  your  Avis  Worldwide  Discount 
(AWD)  number:  A729800 


A FREE 
AVIS 
UPGRADE! 


Terms  and  Conditions 

Coupon  valid  for  a one-time,  one-car-group  upgrade  on  an  Intermediate  (Group  C) 
through  Full  Size  4-door  (Group  E)  car.  Maximum  upgrade  to  Premium  (Group  G).  Offer 
valid  on  daily,  weekend  and  weekly  rates  only.  Coupon  must  be  surrendered  at  time  of 
rental;  one  per  rental.  Coupon  valid  at  Avis  corporate  and  participating  licensee  locations 
in  the  contiguous  U.S.  Cars  and  upgrades  are  subject  to  availability  at  time  of  rental. 

An  advance  reservation  with  request  for  upgrade  is  required.  Renter  must  meet 
Avis  age,  driver  and  credit  requirements.  Minimum  age  is  25. 

Rental  Sales  Agent  Instructions.  At  Checkout: 

In  AWD,  enter  number  below.  Assign  customer  a car  one  group  higher  than  car  group 
reserved.  Upgrade  to  no  higher  than  Group  G.  Charge  for  car  group  reserved. 

In  CPN,  enter  number  below. 

RAW Rental  Location 

Attach  to  COUPON  tape. 

AWD  # A729800 
CPN  # UUGC975 
Offer  Expires  12/31/95 


AV/S 
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The  line  on  health 

TMA  radio  service  informs  the  public 

By  Johanna  Franke,  Editorial  associate 


From  Texas  Medical  Association , Healthline  Texas  for 
use  through  Monday,  May  8.  We  have  health  tips  in 
both  English  and  Spanish  today  about  new  treat- 
ments for  cancer.  Heres  the  English  version  coming 
your  way  in  3,  2,  1 ..  . 

Radio  stations  across  Texas  have  been  tapping  into  these 
tips  and  broadcasting  Healthline  news  stories  to  their  lis- 
teners for  2 years.  In  Healthline  Texas’  first  year  alone,  101 
out  of  the  520  licensed  broadcast  radio  stations  in  the  state 
used  the  news  feed  service.  A combination  of  elements  has 
built  TMA’s  Healthline  Texas  into  a valuable  and  successful 
service  as  it  enters  its  third  year  on  the  air.  All  it  took  was 
the  need,  the  vision,  the  medium,  and  the  physicians  to 
make  Texans  better  informed  about  their  health. 


The  thirst  for  knowledge 

“Well,  at  least  I’ve  got  my  health,”  is 
the  usual  consolation  we  conjure  up 
when  everything  else  in  the  world  goes 
awry.  But  good  health  doesn’t  come 
naturally.  Today’s  wellness-conscious 
society  has  launched  an  endless  quest 
for  the  latest  word  on  the  causes  of 
cancer,  the  best  diet,  and  the  fastest 
headache  remedy. 

Information  about  health  “may 
cause  us  to  live  a more  comfortable 
life,  prevent  illness,  and  look  out  for 
our  loved  ones,”  said  Bob  Buckalew, 
the  voice  behind  Healthline’s  news 
stories  and  health  tips.  “There  are  so 
many  angles  to  the  health  story  — 
from  preventive  medicine  to  the  fasci- 
nating way  medicine  is  tied  into  the 
infrastructure  of  our  daily  lives 
socially,  economically,  and  politically. 
It  is  an  all-pervasive  field.” 

Communication  industries  have 
scrambled  to  find  the  most  lucrative 
and  effective  media  to  meet  the 
demand  for  health  information  — 
from  treasured  health  remedies  in 
newspaper  columns  to  infomercials  on 
cable  television.  With  the  motto 
“Physicians  Caring  for  Texans,”  TMA 
likewise  sought  a fast  and  affordable 
way  to  disseminate  news  on  important 
health  issues,  as  well  as  promote  TMA 
policy,  to  people  across  the  state. 

Of  media  and  markets 

Bob  Mickey,  TMA  executive  vice  presi- 
dent, first  brought  up  the  idea  of  a 
recording  studio  when  plans  were 
under  way  for  the  new  TMA  headquar- 
ters building,  which  was  completed  in 
June  1991 . “I  was  thinking  about  com- 
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munications  one  day  and  thought 
there  had  to  be  some  kind  of  market 
here  tor  legitimate  public  health  and 
TMA  medical  news,’’  he  said. 

Research  was  done  on  studios 
operated  by  the  American  Medical 
Association,  the  Harris  County  Med- 
ical Society,  Johns  Hopkins  University 
School  of  Medicine,  the  California 
Medical  Association,  and  the  Ameri- 
can Cancer  Society.  After  consulting 
with  these  groups,  several  purposes  for 
the  studio  surfaced,  including  a radio 
news  feed  service  that  eventually 
became  Healthline  Texas. 

“It  became  clear  that  a radio  news 
feed  system  would  be  a technologi- 
cally effective  way  for  TMA  to  accom- 
plish many  of  its  goals,”  said  Lisa 
Stark  Walsh,  TMA  public  relations 
director.  Healthline  Texas  not  only 
promotes  a better  understanding  of 
medicine,  but  also  reinforces  the  role 
of  physicians  as  experts  on  a range  of 
health-care  issues  and  strengthens 
TMA’s  identity  through  interviews 
with  its  members,  Ms  Walsh  says. 

Because  radio  is  a medium  that 
reaches  people  of  all  ages,  lifestyles, 
and  income  levels,  it  seems  to  be  the 
perfect  home  for  health  issues.  The 
transportability  of  radio  also  makes 
the  medium  ideal. 

“There’s  something  about  being 
able  to  reach  people  while  they’re 
going  about  their  other  business,”  said 
Mr  Buckalew,  who  is  a radio-televi- 
sion-film doctoral  student  at  The  Uni- 
versity of  Texas  at  Austin  and  a 
marketing  producer  for  KVUE-TV, 
the  Austin  ABC  affiliate.  “So  many  of 
our  listeners  are  people  stuck  in  traf- 


fic. No  matter  where  you  live  in  Texas, 
you  usually  have  a long  commute  to 
work.  1 think  reaching  people  in  their 
cars  is  a neat  way  to  disseminate  news 
about  health  and  medicine.” 

The  Texas  Medical  Association 
Insurance  Trust  and  The  Prudential 
Insurance  Company  of  America  split 
the  cost  of  setting  up  the  studio.  In 
May  1993,  the  TMA  Board  of 
Trustees  approved  the  studio’s  purpose 
and  budget,  and  on  August  3,  1993, 
radio  stations  all  over  the  state  could 
call  a toll-free  number  and  record  a 
health  news  story,  absolutely  free. 
Topic  of  that  first  feed  was  President 
Clinton’s  health-system  reform  plan. 

At  your  service 

More  than  600  different  Healthline 
news  stories  and  interviews  have  been 
broadcast  over  the  past  2 years.  Anne 
Wentworth,  a TMA  communication 
manager  and  producer  of  Healthline 
Texas,  finds  ideas  and  interviews  physi- 
cians for  30-second  and  60-second 
reports  offered  on  Tuesdays  and 
Wednesdays.  The  topics  evenly  cover 
medical  economics,  legal,  and  public 
health  issues.  Texans  can  Hip  on  their 
radios  and  hear  a story  about  Texas 
physicians  forming  health  maintenance 
organizations  and  the  next  day  tune  in 
to  a report  on  the  healing  power  of  tree 
frogs.  On  Thursdays,  Texans  can  listen 
to  30-second  health  tips  in  both  Eng- 
lish and  Spanish  on  topics  such  as  dia- 
betes management  or  the  symptoms 
and  treatment  of  meningitis. 

Ms  Wentworth  gleans  subjects  for 
her  stories  and  health  tips  from  maga- 
zines, newspapers,  press  releases, 


TMA  House  of  Delegates  and  com- 
mittee reports,  and  medical  journals, 
including  Texas  Medicine.  She  wel- 
comes ideas  from  Texas  physicians  and 
relies  on  I MA  members  to  provide 
interviews,  called  “actualities’  in  radio 
jargon,  for  Healthline  Texas  reports. 

“We  play  a dual  role.  Phis  is  an 
excellent  vehicle  for  TMA  to  get  its 
messages  out,  both  about  policy  and 
about  public  health  issues,”  Ms  Went- 
worth said.  “At  the  same  time,  were 
providing  such  a fantastic  service  to 
the  general  public  because  they  are 
receiving  health  news  at  no  cost,  and 
the  radio  stations  themselves  are  get- 
ting it  at  no  cost.” 

Stations  receive  a monthly  calendar 
from  TMA  that  includes  the  topics  of 
the  news  reports  and  health  tips  for 
the  month.  Late-breaking  health  news 
is  added  into  the  regular  Healthline 
schedule,  and  a select  number  of  sta- 
tions are  faxed  alerts  to  inform  them 
about  the  new  reports  on  the  line. 

Once  Ms  Wentworth  completes 
the  scripts  and  actualities  for  the 
reports  and  health  tips,  Mr  Buckalew 
lays  down  the  vocals  and  splices  them 
together  with  the  interviews  on  digital 
equipment,  yielding  a quality  product 
for  radio  stations  to  record.  Ms  Went- 
worth also  sends  tapes  of  the  reports 
to  about  a dozen  Texas  stations  lack- 
ing the  equipment  to  record  from  a 
phone  line. 

“Just  think  — you're  sitting  there 
splicing  tape  in  this  lonely  building  at 
the  midnight  hour,  and  yet,  that  piece 
of  tape  is  going  to  wind  up,  hopefully, 
being  heard  by  up  to  a million  Texans 
tomorrow  morning,”  Mr  Buckalew 
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said.  “That  gives  us  a feeling  we’re 
doing  something  important.” 

The  audience  is  listening 

“Radio  stations  can  test  it  out,  and  if 
they  like  it,  they  know  they  can  use  it. 
It’s  one  of  those  things  that’s  just  so 
accessible,”  Ms  Wentworth  said. 
“We’re  not  saying,  ‘Call  us  if  you  want 
it  and  we  ll  send  it  to  you.’  It’s  some- 
thing that  they’ve  got  right  at  their 
fingertips.” 

Country  music  station  KIOX  in 
Bay  City  is  one  of  the  many 
stations  across  the  state  dial- 
ing up  Healthline  Texas  and 
broadcasting  TMA’s  health 
reports  and  tips.  And  peo- 
ple are  listening,  says  Peter 
Hemphill,  an  account  exec- 
utive at  KIOX.  He  has  redi- 
rected to  TMA  many  calls 
from  listeners  wanting  more 
information  on  Healthline 
topics.  More  than  30,000  people  on 
the  gulf  coast  listen  to  KIOX,  which 
airs  Healthline  Texas  Mondays  through 
Fridays  at  7: 10  am. 

“Part  of  broadcasting  is  bringing 
information  to  your  listeners,  and  we 
thought  that  the  production  and  the 
message  that  the  TMA  service  created 
would  be  excellent  for  listeners,”  Mr 
Hemphill  said.  “Just  letting  people 
know  about  new  techniques  and  new 
services  in  Texas,  as  well  as  reminding 
them  about  things  like  the  statewide 
immunization  program  for  infants,  is 
important.” 

KIOX  began  broadcasting  Health- 
line  Texas  more  than  6 months  ago 
and  requested  back  issues  of  the 


reports  to  air  Healthline  3 days  a week 
instead  of  just  3.  Though  Healthline 
won’t  be  going  to  a 5-day  week  format 
anytime  soon,  the  TMA  public  rela- 
tions staff  is  investigating  other  ways 
to  make  the  service  more  attractive  to 
radio  stations  and  their  listeners. 

One  goal  is  to  get  more  Texas 
physicians  involved  in  the  reports  by 
localizing  interviews  and  offering 
multiple  versions  of  stories  to  different 
parts  of  the  state.  The  addition  of 
commentaries  and  roundtable  discus- 


sions to  Healthline  programming  may 
also  help  doctors  communicate  their 
concerns  on  health  issues  to  Texans. 

Ms  Wentworth  also  plans  to  visit 
several  user  stations  later  in  the  year  to 
learn  what  changes  need  to  be  made 
to  increase  Healthline  Texas’  effective- 
ness over  the  airwaves.  The  studio 
itself  will  be  used  to  record  public  ser- 
vice announcements  and  more  taped 
programs  for  physicians  like  the  six- 
part  risk  management  series  just  com- 
pleted. With  all  of  these  projects 
ahead,  Healthline’s  third  year  will 
most  definitely  be  busy. 

“There’s  so  much  you  can  do,”  Ms 
Wentworth  said.  “Medical  news  is 
just  hot!”  ★ 


Drug 

companies 
offer  free 
medications 

The  Pharmaceutical  Research 
and  Manufacturers  of  Amer- 
ica (PhRMA)  each  year  com- 
piles a list  of  prescription  medicines 
available  free  of  charge  to  physicians 
for  their  patients  who  might  not  oth- 
erwise be  able  to  afford  them.  Gener- 
ally, patients  must  be  low-income  and 
not  covered  for  prescription  drugs 
under  any  private  or  public  insurance 
to  qualify  for  the  free  medications. 
Eligibility  criteria  and  application 
processes  vary,  and  are  determined  by 
the  pharmaceutical  companies. 

At  right  is  the  1995  list  of  PhRMA- 
member  companies  and  the  primary 
medications  they  supply  for  free  drug 
programs.  Physicians  may  contact  the 
individual  companies  directly  for  more 
information  about  the  programs. 
PhRMA  also  publishes  a directory  that 
includes  eligibility  criteria  and  more 
details.  For  a free  copy  of  the  latest 
directory,  call  (800)  762-4636. 


“So  many  of  our  listeners 
are  people  stuck  in  traffic. 
I think  reaching  people  in 
their  cars  is  a neat  way  to 
disseminate  news  about 
health  and  medicine.” 
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Company 

Primary  products 

Contact 

Allergan,  Inc 

Betagen,  Pilagan,  Epifrin 

Judy  McGee 

2525  DupontDrive 
Irvine,  CA  92713 

Botox 

Brian  Visconti 
(714)  752-4500 

ALZA 

Pharmaceuticals 

Testoderm,  Ocusert, 
Progestasert 

(415)  962-4243 

Amgen  Inc 

Epogen 

(800)  272-9376 

Astra  USA,  Inc 

Foscavir 

(800) 488-3247 

Berlex 

Laboratories 

Betapace,  Quinaglute 

Betaseron 

(800)  423-7539 

(800) 788-1467 

Boehringer 

Ingelheim 

All  noncontrolled 

(800) 556-8317 

Boots 

Pharmaceuticals 

Synthroid 

Sandy  Bauco 

300  Tri-State  Inti 
Center,  Suite  200 
Lincolnshire,  IL 
60069-4415 

Bristol-Myers 
Squibb  Co 

Multiple 

(800)  736-0003 

Burroughs 
Wellcome  Co 

All 

(800)  722-9294 

Ciba 

Pharmaceuticals 

Majority 

(800) 257-3273 

Connaught  Labs 

Imovax,  Imogam 

Rabies  Product  Mgr 
Route  611,  Box  187 
Swiftwater,  PA 
18370-0187 

DuPont  Merck 

All  noncontrolled 

Local  sales 
representative 

Fisons 

Pharmaceuticals 

Assess,  Intal,  Tilade 

Respiratory  Care 
Program 

PO  Box  1766 
Rochester,  NY 
14603-1766 
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Company 

Primary  products 

Contact 

Fujisawa  USA,  Inc 

NebuPent 

Laura  Cruz 
(708) 317-8636 

Prograf 

(800)  477-6472 

Genentech,  Inc 

Activase,  Actimmune, 
Protropin,  Nutropin 

(800)  879-4747 

Glaxo  Inc 

All 

(800) 452-9677 

Hoechst-Roussel 

Altace,  Claforan,  Diabeta, 
Lasix,  Loprox,  Topicort, 
Trental 

(800)  422-4779 

Immunex  Corp 

All 

Michael  Kleinberg 
(206)  587-0430 

Janssen 

Pharmaceutica 

Duragesic,  Ergamisol, 
Hismanal,  Imodium, 
Nizoral,  Propulsid, 
Sporanox,  Vermox 

(800)  544-2987 

Knoll 

Pharmaceutical  Co 

Isoptin,  Rythmol,  Santyl 

(800)  524-2474 

Lederle  Laboratories 

All  noncontrolled 

(800)  533-2273 

Eli  Lilly  and  Co 

Most  noncontrolled 

(800) 545-6962 

Marion  Merrell 

Dow  Inc 

All  except  Rifadin, 
Rifamate,  Rifater,  and 
Tenuate 

(816)  966-4000 

McNeil 

Pharmaceutical 

Majority 

Thomas  Schwend 
(800) 682-6532 

Merck  Human 
Health 

Majority 

(800)  672-6372 

Miles  Inc 

Ail 

(800)  998-9180 

Ortho  Biotech  Inc 

Procrit,  Leustatin 

(800) 553-3851 

Ortho 

Pharmaceutical 

All 

Thomas  Schwend 
(800) 682-6532 

Parke-Davis 

Majority 

(800) 755-0120 

★ NUMBER  7 
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Company 

Primary  products 

Contact 

Pfizer 

All  but  Diflucan  and 
Zithromax 

(800)  646-4455 

Pfizer-Roerig 

Diflucan 

(800)  869-9979 

Pharmacia  Inc 

Mycobutin 

(800)  795-9759 

Multiple 

(800)  366-5570 

Procter  & Gamble 

Asacol,  Dantrium, 
Didronel,  Entex, 
Macrodantin,  Macrobid 

(800)  448-4878 

Rhone-Poulenc 

Rorer 

All 

Barbara  Cappuccio 
(610) 454-8298 

Roche  Laboratories 

All 

Daria  Osborne 
(800)  285-4484 

Roxane  Labs,  Inc 

Marinol,  Oramorph  SR, 
Roxanol 

(800)  274-8651 

Sandoz 

Pharmaceuticals 

Clozaril,  DynaCirc, 
Lescol,  Sandimmune, 
Sandostatin,  Parlodel 

(800)  447-6673 

Sanofi  Winthrop 

Aralen,  Breonesin,  (800)  446-6267 

Bronkometer,  Danocrine, 

Drisdol,  Hytakerol,  Isuprel, 

Mytelase,  NegGram, 
pHisoHex,  Primaquine, 

Plaquenil,  Trancopal 

Schering  Labs/Key 
Pharmaceuticals 

All 

(800)  656-9485 

Searle 

Aldactazide,  Aldactone, 
Calan  SR,  Kerlone, 
Norpace,  Norpace  CR, 
Cytotec,  Maxaquin 

(800)  542-2526 

Serano  Labs 

Metrodin 

Gina  Celia 

(617) 982-9000 


Company 

Primary  products 

Contact 

Solvay 

Pharmaceuticals 

Not  listed 

(800) 788-9277 

Syntex  Laboratories 

All  except  Cytovene 

(800)  822-8255 

Cytovene 

(800) 444-4200 

3M  Pharmaceuticals 

Majority 

(800)  328-0255 

The  Upjohn  Co 

List  provided  by  company  (800)  242-7014 

Wyeth-Ayerst  Labs 

Norplant 

(703)  706-5933 

Various  products 
(not  including  Schedule 
II,  III,  or  IV  products) 

John  James 

555  E Lancaster  Ave 
St  Davids,  PA  19087 

Zeneca 

Pharmaceuticals 

Nolvadex,  Sorbitrate, 
Tenoretic,  Tenormin, 

Yvonne  Graham 

(800)  424-3727 

Zestril,  Zestoretic, 
Zoladex 


SmithKline  Beecham  Amoxil,  Augmentin,  (800)  546-0420 
Bactroban,  Compazine, 

Dyazide,  Famvir,  Relafen, 

Ridaura,  Tagamet,  most  others 


22 


TEXAS  MEDICINE  ★ JULY  I 9 9 5 


Anyone  can  build  a hospital. 


Building  a tradition  takes  a little  longer. 

Seventy-eight  years  of  tradition  and  a continuing  commitment  to  excellence. 

For  patient  referrals  call  (2 1 4)  38 1 -7 1 8 1 . 


CREATE  A MEDICAL 
BREAKTHROUGH. 

Become  an  Air  Force  physician  and  find 
the  career  breakthrough  you’ve  been 
looking  for. 

• No  office  overhead 

• Dedicated,  professional  staff 

• Quality  lifestyle  and  benefits 

• 30  days  vacation  with  pay  per  year 

Today’s  Air  Force  provides  medical 
breakthroughs.  Find  out  how  to  qualify 
as  a physician  or  physician  specialist. 

Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


Imagine  having  just  24  hours  to  pack  your  bags  and  fly 
halfway  across  the  world  to  a place  you’ve  never  been 
before  whether  you  wanted  to  or  not.  Picture  leaving  your 
family,  your  friends,  and  your  patients  at  a moment’s 
notice,  unable  to  tell  them  exactly  where  you’re  going  or 
when  you’ll  get  back.  Although  every  military  physician 
practices  under  such  a specter,  it  is  that  very  sense  of  the 
unexpected,  of  living  on  the  edge,  that  has  attracted  many 
physicians  to  military  medicine  in  the  first  place.  It’s  just  a 


whole  different  world,  military  physicians  say,  not  necessar- 
ily better  or  worse  than  practicing  as  a “civilian.”  On  the 
one  hand,  you  tend  to  make  less  money  than  you  could  in 
civilian  life,  you  have  to  dress  the  same  as  everybody  else, 
you  have  to  call  your  bosses  “sir”  and  salute  them,  and  you 
might  at  any  time  wind  up  in  a war  zone.  On  the  other 
hand,  you  get  30  days’  paid  vacation  every  year,  a chance  to 
live  overseas,  good  retirement  benefits  if  you  stay  in  long 
enough,  and  no  professional  liability  premiums. 


+ W I T H 2 3 MILITARY 
installations,  Texas  is  home 
to  more  than  102,000 
active  duty  military  mem- 
bers, about  160,000  military  retirees,  and 
a few  of  the  military’s  finest  and  largest 
health-care  facilities.  As  the  armed  forces 
downsizes  from  the  1.9  million  active 
duty  members  it  had  in  1994  to  a goal  of 
1.4  million  by  1997,  there  will  be  fewer 
slots  for  active  duty  physicians  and  a 
greater  need  for  reserve  physicians  to 
maintain  combat  readiness. 

But  it’s  not  just  wartime  medicine 
the  military  has  to  be  prepared  for.  It 
also  has  an  obligation  to  provide  health 
care  for  a tremendous  population  of 
military  retirees  and  family  members 
of  active  duty  personnel.  By  mid- 
1997,  the  Pentagon  plans  to  have  insti- 
tuted Tricare,  a new  way  to  fulfill  that 
obligation  through  networks  of  civil- 
ian health-care  providers.  Retirees  and 
dependents  will  have  three  options:  a 
preferred  provider  plan,  a plan  similar 


Aboard  a helicopter  in  1982,  LG  Bernhard  Mittemeyer,  MC,  USA,  Ret,  makes  his  rounds  in  Europe 
visiting  medical  units. 


“A  camaraderie  develops  in  military  medicine  that  you  just  don’t  find  anywhere  else. 


to  a health  maintenance  organization,  and  one  identical  to 
its  existing  standard  indemnity  plan,  Champus. 

With  the  nation’s  third  largest  population  of  military 
retirees  living  in  Texas,  and  with  more  expected  to  settle 
here  as  the  Department  of  Defense  offers  early  retirement 
plans,  civilian  Texas  medicine  will  now  play  a greater 
backup  role  for  military  medicine. 

As  the  country  reflects  this  year  on  the  50th  anniver- 
sary of  the  end  of  World  War  II  and  the  20th  anniversary 
of  the  end  of  the  Vietnam  war,  some  current  and  former 
Texas  military  physicians  shared  their  experiences  as  mem- 
bers of  the  armed  forces.  Citing  duty  to  country  and  the 
inherent  challenges  of  practicing  military  medicine  as  rea- 
sons why  they  stayed  in  the  service,  these  physicians  — 
some  of  whom  joined  voluntarily  and  some  who  got 
drafted  and  never  left  — say  they'd  do  it  all  over  again. 

Just  call  him  doc 

“A  CAMARADERIE  DEVELOPS  in  mili- 
tary medicine  that  you  just  don’t  find  any- 
where else,”  said  LG  Bernhard  Mittemeyer, 
MC,  USA,  Ret,  former  surgeon  general  of  the 


army.  “And  you  can  always  do  for  your  patients  what  you 
believe  is  best  without  worrying  whether  or  not  they  can 
afford  it.”  Dr  Mittemeyer,  64,  who  is  a urological  surgeon 
and  now  executive  vice  president  and  provost  of  the  Texas 
Tech  University  Health  Sciences  Center  in  Lubbock,  says 
the  freedom  from  worrying  about  the  business  end  of  med- 
icine ranked  high  among  the  reasons  he  and  many  other 
physicians  made  the  military  a career. 

Dr  Mittemeyer  was  drafted  into  the  army  in  1957  under 
the  Berry  Plan,  where  physicians  could  finish  all  or  part  of 
their  postgraduate  training  before  having  to  serve  the 
required  2 years  in  the  military.  “When  my  2 years  of  service 
were  up,  I stayed  in  because  I was  offered  a surgical  residency 
and  because  I liked  what  I saw  of  the  service,”  he  said. 

He  quickly  developed  a respect  for  the  soldiers  he 
treated.  “In  my  opinion,  soldiers  are  the  most  underrated 
Americans.  These  kids  are  young,  they’re  dedicated,  and 
they’re  willing  to  give  their  lives,”  he  said. 

Military  physicians  have  to  have  empathy  for  the  special 
needs  of  their  soldiers,  who  usually  live  far  from  home  in 
barracks.  “You  have  to  treat  soldiers  differently  when 
they’re  patients,  because  they  can’t  just  go  home  to  their 
families  like  everyone  else,”  Dr  Mittemeyer  said.  “And 
when  they’re  sick,  they  can’t  rest  in  the  barracks,  because 
the  sergeant  doesn’t  like  it  if  somebody’s  laying  around  the 
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barracks  when  all  the  other  troops  are  out  doing  what 
they’re  supposed  to  do. 

Although  he  made  it  to  the  highest  rank  a physician  can 
reach  in  the  army,  to  three-star  general,  Dr  Mittemeyer  says 
rank  is  not  such  a big  deal  in  the  medical  corps.  “We  never 
really  let  rank  get  in  the  way  of  providing  good  medicine. 
The  patients  would  call  us  doc,  and  doc  was  a friendly 
name.  If  your  commander  called  you  doc,  you  knew  that  he 
cared  about  you.  If  he  addressed  you  by  rank,  you  worried. 

Once,  when  Dr  Mittemeyer  was  a colonel  running  a 
hospital  in  Korea,  a brigadier  general  came  to  visit  one  of 
his  soldiers  who  was  a patient.  The  general  took  offense  at 
the  unkempt  appearance  and  unmilitary  demeanor  of  a 
few  of  Dr  Mittemeyer’s  physicians  and  demanded  an 
explanation.  In  a risky  career  move,  Dr  Mittemeyer  asked 
the  general  if  he’d  ever  seen  a combat  photograph  where 
the  soldiers  looked  picture-perfect.  “My  doctors  are  in 
combat  every  day,  they  haven’t  slept  in  more  than  24 
hours,  and  haven’t  had  time  to  clean  the  blood  off  their 
boots,"  he  replied.  The  general  stopped  complaining. 

Dr  Mittemeyer  says  that  although  military  medicine 
has  been  described  as  the  original  health  maintenance 
organization  (HMO),  it  may  now  become  more  attractive 
to  physicians  in  light  of  the  constraints  of  civilian  HMOs. 
“The  military  has  high  standards  of  quality;  there  are  more 


accreditation  inspections  in  military  hospitals  than  in  civil- 
ian hospitals,  lots  of  peer  review,  and  strict  continuing  med- 
ical education  standards  for  physicians,  he  said.  “But  at  the 
same  time,  you  have  considerable  autonomy.  It’s  much  like 
working  in  the  world’s  biggest  and  best  group  practice.” 

A backwards  approach 

MOST  PEOPLE  JOIN  the  service  at  a rela- 
tively young  age,  often  serving  20  years  or  so 
with  plenty  of  time  left  over  for  a second 
career.  But  CDR  Robert  Wymer,  MC,  USN, 
stationed  at  the  Naval  Air  Station  in  Corpus  Christi, 
started  his  military  career  when  he  was  more  than  50  years 
old.  After  19  years  in  a private  pediatric  practice  in  San 
Antonio,  Dr  Wymer,  57,  says  he  joined  the  navy  partly  to 
get  away  from  managed  care  organizations.  “I  was  fearful 
of  what  was  happening  with  managed  care  in  Texas,"  Dr 
Wymer  said.  “I  just  felt  at  their  mercy  and  knew  that  the 
kind  of  practice  I had  was  going  the  way  of  the  dinosaurs. 
It  felt  like  it  was  a dead  end  for  me.” 

He  chafed  at  how  managed  care  influence  began  changing 
his  practice  — with  its  expected  high  patient  volumes  and  dic- 


“Its  been  an  adventure  I cherish.  ” 


CDR  Robert  Wymer,  MC,  USN,  right,  and  two  other  physicians  aboard  the  USS  Tarawa  wear  the  protective  gear 
everyone  had  to  frequently  don  during  the  Persian  Gulf  War. 


tated  formulary.  “They  want 
you  to  see  40  to  50  patients  a 
day,  and  they  tell  you  what 
drug  you  can  use,”  Dr 
Wymer  said.  He  found  that 
physicians  had  better  control 
over  formulary  in  the  navy 
and  that  one  way  they  exer- 
cise clinical  autonomy  in  mil- 
itary hospitals  is  by  forming 
committees.  “If  we  have  a 
good  reason  for  using  a cer- 
tain drug,  it’s  generally  con- 
sidered favorably,”  he  said. 

No  sooner  had  he  joined 
the  navy  than  trouble  started 
brewing  in  the  Persian  Gulf. 
“It’s  funny,  because  I was 
excited  about  being  in  the 
navy  and  had  been  trying  to 
get  on  a ship  just  for  a day 
sail,  for  the  thrill  of  the  expe- 
rience,” he  said.  But  the  next 
thing  the  soft-spoken  pedia- 
trician knew,  he  was  setting 
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out  for  sea  on  an  attack  ship,  responsible  tor  keeping  about 
1 ,800  Marines  healthy  tor  battle. 

“Marines  are  very  young,  most  ot  them  are  19  and  20, 
so  they're  not  that  tar  from  being  a pediatric  age  group 
anyway,”  he  said.  Although  his  7 months  at  sea  were  tense 
and  demanding,  things  could  have  turned  out  much  worse 
than  the  mostly  broken  bones  and  sexually  transmitted  dis- 
eases he  treated  his  troops  tor  during  his  busiest  spell  in  a 
Philippines  port.  “I  was  supposed  to  have  gone  with  a 
group  ot  Marines  to  attack  a beach  in  Kuwait,”  he  said. 
“But  they  called  it  off  at  the  last  minute.” 

The  risks  of  treating  troops  in  the  thick  of  combat  were 
not  uppermost  on  his  mind  when  he  first  called  a navy 
recruiter  back  in  1989.  But  he  says  he’s  still  glad  he  called. 
“It’s  been  an  adventure  I cherish,”  he  said. 


Of  visions  and  miracles 

COL  Janice  Mendelson,  MC, 
USA,  Ret,  of  San  Antonio,  says  one  reason  she 
joined  the  army  during  the  draft:  days  of  1955 
was  because  she  figured  if  she  joined,  she  might 
spare  someone  else  who  didn't  want  to  go.  But  the  real  rea- 


holding  a clipboard  and  looking  up  in  the  sky  waiting  for  an 
airplane  to  land.  Because  everything  was  army-brown  and 
because  clipboards  to  her  symbolized  bureaucracy,  she 
bolted  upright  in  bed,  saying,  “Army!  Oh  my  gosh,  I have  to 
join  the  army!”  She  couldn’t  understand  why  she  was  smil- 
ing and  laughing  in  her  dream  because  she  didn’t  like 
bureaucracy  and  couldn’t  imagine  being  in  the  army.  But, 
trusting  that  proof  would  follow  later,  she  joined. 

Her  dream  was  confirmed  a few  years  later  when  she 
helped  rescue  some  badly  injured  soldiers  from  the  vast 
training  grounds  of  Fort  Bragg,  NC.  After  the  rescue,  a 
public  relations  officer  asked  her  to  reenact  the  scene  for 
publicity,  which  turned  out  almost  exactly  like  her  dream, 
except  the  PR  man  was  holding  the  clipboard  this  time. 

Dr  Mendelson  practiced  surgery  in  the  army  for  more 
than  25  years  and  retired  only  because  she  needed  to  care  for 
her  elderly  parents.  She  remembers  the  1 8 months  she  spent 
in  Vietnam  as  the  surgical  adviser  to  the  South  Vietnamese 
military  as  one  of  the  greatest  challenges  of  her  career.  “I 
could  use  every  bit  of  talent  and  knowledge  1 had,”  she  said. 

As  one  who  jokingly  says  she  considers  Alice  in  Won- 
derland her  role  model,  a career  in  military  medicine  was 
in  many  ways  a perfect  match  for  her  personality.  “I  loved 
it  because  I like  adventure  and  I like  surprises.  Everything  I 
do  turns  into  a tremendous  adventure,”  she  said.  She 


“I  could  use  every  bit  of  talent  and  knowledge  I had.  ” 


son,  she  says,  was  part  miracle,  part 
vision.  One  morning,  as  the  teenage 
daughter  of  a former  army  physician 
practicing  medicine  in  pre-World 
War  II  North  China,  she  asked  God 
for  a miracle.  As  she  was  leaving  for 
parochial  school,  she  noted  that  all 
the  clocks  in  the  house  said  9 am  — 
the  time  chapel  started.  Dreading 
the  embarrassment  of  being  tardy, 
she  prayed,  “God,  I know  you  like 
little  kids,  and  I’m  asking  you  for  a 
child-sized  miracle.  If  you  make  it  so 
I’m  not  late  for  chapel,  I will  be  your 
person  for  the  rest  of  my  life.  I’ll  just 
do  whatever  you  want.”  After  a fran- 
tic rickshaw  ride,  she  arrived  at 
school  at  8:45  am,  15  minutes  ear- 
lier than  when  she  left  home. 

After  finishing  her  surgical  resi- 
dency many  years  later,  she  felt  she 
had  to  make  good  on  that  promise. 
One  night,  half  awake  and  half 
asleep,  she  saw  herself  standing  in  a 
brown  field  wearing  brown  clothes, 


f 


COL  Janice  Mendelson,  MC,  USA,  Ret,  reenacts  a rescue  at  Fort  Bragg,  NC. 
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recalls  how  her  brother  worried  whether  her  high-spirited- 
ness would  mesh  with  the  rigidity  of  the  military.  “1  did 
shake  up  some  of  my  older  colleagues,”  she  admits. 

But  even  as  one  of  the  relatively  few  female  surgeons  in 
the  army  in  the  ’50s,  she  was  oblivious  to  any  sexual  dis- 
crimination that  may  have  occurred,  except  for  the  time 
her  very  first  boss  told  her  that  female  surgeons  didn't 
belong  in  the  army.  “1  just  thought  he  was  weird.  Dr 
Mendelson  said.  “I’ve  always  thought  of  myself  just  as  a 
surgeon,  not  as  a female  surgeon.” 

When  medical  students  would  ask  her  whether  or  not 
they  should  join  the  military.  Dr  Mendelson  would  say,  “If, 
when  you  go  to  bed  tonight  you  want  to  wake  up  in  the  same 
place  for  a couple  of  years,  no.  But  if  you  like  things  that  are 
unexpected  and  different,  then  you  should  consider  it. 

If  you  cant  beat  them. . . 

It  WAS  DURING  the  height  of  the  Viet- 
nam war  in  1968,  when  young  physicians 
were  rarely  spared  the  draft,  that  COL 
Richard  Lampe,  MC,  USA,  Ret,  went  ahead 
and  joined  the  army  straight  out  of  medical  school  rather 


Rather  than  waiting  for  the  Vietnam  War  draft  to  catch  him,  COL  Richard 
Lampe,  MC,  USA,  Ret,  joined  the  army  straight  oat  of  medical  school. 


“If  the  troops  stay  healthy,  then  you  win.  If  the  troops  don  t stay  healthy,  you  lose. 


than  waiting  for  his  number  to  come  up.  “I  knew  I was 
going  to  get  drafted  anyway,  that  it  was  just  a matter  of 
time,”  Dr  Lampe  said.  “So  I figured  if  I trained  with  them, 
at  least  I’d  kind  of  know  the  system  ahead  of  time.” 

The  army  delivered  on  its  promise  to  give  him  high-qual- 
ity training  as  an  intern  and  resident,  and  Dr  Lampe  lists  the 
military’s  reputable  postgraduate  training  programs  among 
the  reasons  why  many  young  physicians  join,  even  though 
they  must  agree  to  serve  a certain  length  of  time  afterwards 
in  exchange  for  that  training.  “The  fact  that  residents  are 
officers  and  draw  officers’  wages  is  also  appealing,"  he  added. 

Toward  the  end  of  the  war,  the  army  sent  Dr  Lampe  to 
Bangkok,  Thailand,  where  his  medical  research  unit  devel- 
oped formularies  for  diseases  and  conditions  common  to 
the  area,  such  as  dysentery,  typhoid,  and  malaria.  “One  of 
the  things  about  military  medicine  is  that  it’s  very  preven- 
tive oriented,”  Dr  Lampe  said.  “The  army  is  paid  to  win 
battles,  and  you  have  to  have  a sufficient  number  of  troops 
to  do  that.  If  the  troops  stay  healthy,  then  you  win.  If  the 
troops  don’t  stay  healthy,  you  lose. 

“In  every  armed  conflict  the  US  has  fought  up  until  the 
Gulf  War,  more  fighting  strength  was  lost  from  disease  than 
from  battle  injuries.  If  100  troops  all  come  down  with  dysen- 
tery, they  can’t  very  well  fight,  or  if  half  of  them  are  sick  with 
fever  from  malaria,  they  can’t  very  well  do  their  job.” 


Dr  Lampe,  50,  who  now  enjoys  a second  career  in  civil- 
ian life  as  chairman  of  pediatrics  at  Texas  Tech  University 
Health  Sciences  Center  in  Lubbock,  after  serving  24  years 
in  the  army,  is  among  the  many  physicians  who  did  not 
plan  to  stay  in  the  military  but  who  wound  up  liking  it  and 
making  a career  of  it.  “Military  medicine  provides  a real 
stimulating  environment,”  he  said. 

Taking  the  Queens  shilling 

In  WHAT  CAN  only  be  described  as  one  of 
the  most  atypical  of  military  careers,  COL 
Basil  Pruitt,  MC,  USA,  has  stayed  in  one 
place  almost  his  entire  36  years  in  the  army, 
with  the  exception  of  a summer  in  Okinawa  and  a year  in 
Vietnam.  As  the  commander  and  director  of  the  US  Army 
Institute  of  Surgical  Research  at  Brooke  Army  Medical 
Hospital  in  San  Antonio,  Dr  Pruitt  has  been  running 
Brooke’s  world-renowned  burn  center  for  most  of  those 
years,  because,  he  says,  “They  can’t  find  any  other  surgeons 
who  are  primarily  interested  in  burns.” 

The  army  yanked  Dr  Pruitt  out  of  his  residency  at 
Boston  City  Hospital  in  1959  just  as  he  finished  his  second 
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year.  “Everybody  got  drafted  then  — all  my  colleagues  did. 
It  was  an  accepted  thing  then,”  he  said.  “So  I asked  to  be 
sent  to  the  burn  center  at  Brooke,  and,  basically,  I've  been 
here  ever  since.” 

Dr  Pruitt  notes  that  physicians  have,  at  times,  been 
more  vulnerable  to  forced  military  service  than  others, 
even  when  the  country  was  not  at  war.  “ There  was  a time 
when  every  physician  in  the  US  was  subject  to  the  draft. 
And  that  held  long  after  it  was  over  for  everybody  else.” 

But  he  doesn’t  regret  the  imposition  on  his  medical  career, 
having  found  at  Brooke  what  he  has  devoted  his  career  to  — - 
burn  treatment  and  research.  “Burns  are  fascinating.  Every 
organ  system  goes  awry  in  burn  patients,  but  in  a very  ampli- 
fied form.  They  are  so  readily  researchable,”  he  said. 

Vietnam  certainly  put  his  surgical  skill  to  the  test,  he  says, 
and  he  remembers  the  horrific  pressures  of  treating  combat 
casualties  there,  as  well  as  the  uncertainty  of  never  knowing 
when  the  next  rocket  shell  would  blow  up  his  hospital  with 
him  and  everyone  else  in  it.  “We  had  about  400  to  500 
major  trauma  cases  per  month,”  he  said.  “And  we  had 
patients  killed  by  rockets  and  mortars  right  in  the  hospital. 

“But  it’s  like  the  old  British  saying,  'When  you  take 
the  Queen’s  shilling,  you  do  the  Queen’s  work.’  That’s 
what  I was  a military  surgeon  for,  what  I was  trained  for 
and  paid  for.” 


COL  Basil  Pruitt,  MC,  USA,  has  spent  most  of his  career  treating  patients  at 
Brooke  Army  Medical  Hospital  in  San  Antonio. 


‘We  had  patients  killed  by  rockets  and  mortars  right  in  the  hospital. 


And  although  doing  the  Queen’s  work  as  a military 
physician  may  also  have  its  share  of  irritating  rules  and  reg- 


ulations, Dr  Pruitt  counters  that  every  job  has  its  draw- 
backs. “The  military  is  an  environment  where  you  can 


★ ★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★  ; 

TMA  recognizes  World  War  II  veterans 

To  MARK  THE  50TH  ANNIVERSARY  OF  THE  END  OF  WORLD  WAR  II,  the  Texas  Medical  Associ- 
ation passed  a resolution  recognizing  the  contributions  ol  physicians,  nurses,  medics,  and  corpsmen  who  served  in 
the  US  armed  forces  during  that  war. 

Several  former  TMA  presidents  served  in  the  military  during  WW  II  and  other  conflicts.  Two  former  TMA  pres- 
idents, Sam  A.  Nixon,  MD,  and  Milton  V.  Davis,  MD,  say  they  were  honored  to  serve  as  army  physicians.  Dr  • 
Nixon  says  military  service  is  important  “particularly  in  times  of  peril  to  those  things  that  we  in  this  country  believe 
in  and  wish  to  preserve.”  And  one  of  the  best  parts  about  being  a military  physician,  says  Dr  Davis,  who  served  dur-  j 
ing  WW  II,  was  “the  association  with  the  fine  people  in  uniform.”  t 

Robert  Bernstein,  MD,  former  Texas  commissioner  of  health  and  a retired  army  major  general,  served  in  the 
army  through  three  wars,  beginning  with  WW  II.  “I  was  impressed  with  the  military  — it  was  a whole  different 
attitude,  and  a good  way  to  practice  medicine,”  Dr  Bernstein  said. 

★ ★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★ 
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practice  medicine  without  so  many  administrative  person- 
nel looking  over  your  shoulder  — approving  this  and 
approving  that  — like  with  insurance  companies.  I hat 
doesn't  happen  in  the  military.  They  have  their  own  cost- 
consciousness  programs,  but  they  are  not,  1 would  assess, 
as  draconian  as  some  of  the  managed  care  plans.” 

Dr  Pruitt  is  proud  to  be  a part  of  Brooke’s  prestigious 
burn  center,  one  that  has  trained  countless  health-care  pro- 
fessionals. "Its  the  only  job  1 would  have  been  willing  to 
stay  in  the  army  for,”  he  said.  “ Thankfully,  I’ve  never  had 
to  consider  leaving." 

Treating  royalty 

As  ARID  growing  up  in  Montgomery,  Ala, 
COL  Bryant  Mauk,  MC,  USAF,  Ret,  never 
thought  that  one  day  he’d  operate  on  royalty. 
Dr  Mauk  came  into  the  air  force  inactive 
reserves  in  1960  under  the  Berry  Plan.  “Instead  of  waiting 
around  for  the  roulette  to  strike,  the  Berry  Plan  allowed 
you  to  pick  your  time  to  go  in,”  Dr  Mauk  said.  He  became 
an  active  duty  air  force  physician  in  1965,  never  really 
planning  to  stay. 


His  first  hospital  commander  tried  to  talk  all  his  young 
doctors  into  choosing  the  military  as  a career,  so  Dr  Mauk 
told  his  commander  he’d  stay  in  a few  more  years  if  he 
could  get  an  oversees  assignment  and  training  to  become  a 
flight  surgeon.  When  he  got  both,  the  years  began  to  add 
up,  and  before  he  knew  it  he  was  a career  military  physi- 
cian and  was  enjoying  it. 

“Even  though  the  military  owned  me,  quite  different  from 
any  private  practice,  1 felt  as  though  the  air  force  was  really 
interested  in  my  being  the  best  that  I could  be,"  he  said. 

Dr  Mauk  retired  last  year  after  29  years  as  an  air  force 
surgeon.  And,  although  there  were  several  times  when  he 
considered  getting  out,  he  realized  the  change  might  sacri- 
fice something  important  to  him.  “Had  I been  in  private 
practice,  particularly  solo,  I would  have  been  on  call  and 
probably  gone  most  of  the  time.  Whereas  in  the  military,  I 
was  usually  assigned  with  another  surgeon  and  really  had 
more  time  with  my  family,”  he  said. 

Dr  Mauk  also  valued  the  chance  for  professional  devel- 
opment. “ The  air  force  provided  and  paid  for  lots  of  edu- 
cational opportunities  I might  not  have  gotten  had  1 been 
hammering  it  out  in  a civilian  practice,”  he  said. 

While  stationed  in  Spain  in  1968,  he  was  given  a few 
days’  notice  before  flying  off  to  Libya  for  a short  2-week 
assignment  to  fill  in  for  another  surgeon.  He  was  told 


‘ One  minute  I’m  minding  my  own  business  in  Torrejon,  and  the  next  thing  I know,  I’m  in  Libya. 


when  he  arrived  that  the  hospital  occasionally  provided 
emergency  care  for  members  of  the  king  of  Libya’s  family. 
“One  minute  I’m  minding  my  own  business  in  Torrejon, 
and  the  next  thing  I know,  I’m  in  Libya.  And  while  I was 
there,  1 ended  up  operating  on  a relative  of  the  king’s  who 
had  acute  appendicitis.” 

He  says  he  came  to  appreciate  even  the  uncertainties  of 
the  military,  eventually  seeing  them  as  benefits.  “Things 
would  come  along  out  of  the  blue  that  you  didn’t  have  any 
choice  about.  But  they  were  things  that  took  you  away 
from  your  ordinary  day-to-day  life  — stretching  exercises, 
so  to  speak."  ★ 


Although  he  wound  up  liking  it , COL  Bryant  Mauk,  MC,  USAF,  Ret,  hadn't 
planned  on  staying  in  the  air  force  when  he  was  drafted. 
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Program  Highlights 

• Keynote  speaker  AMA  President  Lonnie  R.  Bristow,  MD, 
San  Pablo,  Calif. 

• Update  from  the  104th  Congress. 

• Sessions  about  the  ethical,  practice  and 
public  health  implications  of  managed  care. 

Special  Features 

• Free  registration  for  TMA  members. 

• Complimentary  luncheon  from  Texas  Medical  Liability  Trust. 

• On-site  risk  management  workshop 
and  information  technology  expo. 

Call  [800]  880-1300.  Ext.  1346.  for  information. 
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Pain  relief 

TSBME  adopts  guidelines 
for  prescribing  narcotics 

By  LaRRY  Bf.  Saw,  Associate  editor 


¥he  Texas  State  Board  of  Medical  Examiners 
(TSBME)  has  adopted  guidelines  long-sought 
by  physicians  to  clarify  the  standards  for  proper 
opioid  prescribing  practices  for  patients  suffer- 
ing pain  from  any  cause.  Major  elements  of  the  rules  are: 


Treatment  of  pain,  including  intractable  pain,  with 
dangerous  drugs  and  controlled  substances  is  a legiti- 
mate medical  purpose  when  done  in  the  usual  course  of 
professional  practice. 

Prescribing  narcotics  “in  the  usual  course  of  profes- 
sional practice  for  a legitimate  medical  purpose  in  com- 
pliance with  applicable  state  and  federal  law,”  and  based 
upon  “accepted  scientific  knowledge  of  the  treatment  of 
pain,”  is  the  new  standard  adopted  by  TSBME  for  pre- 
scribing opioids. 

Physicians  are  required  to  keep  complete  and  accurate 
records  of  care,  as  is  required  for  the  treatment  of  any 
other  condition.  This  includes  a documented  medical 
history  and  physical  examination,  an  assessment  of  the 
history  and  potential  for  substance  abuse,  coexisting  dis- 
eases and  conditions,  and  the  presence  of  an  indication 
for  the  use  of  narcotics;  a treatment  plan  tailored  for  the 
the  individual;  and 
a documented  pe- 
riodic review  of 
the  care  and  the 
patient’s  progress. 

A physician  who 
determines  that 
his  or  her  patient 
does  not  require 
following  one  or 
all  of  the  guide- 
lines will  not  be 
disciplined  if 
good  cause  is 
shown.  Each  case 
will  be  examined 
individually,  and 
a physician’s  con- 


duct will  be  evaluated  “to  a great 
extent”  by  the  outcome.  The  appropri- 
ateness of  the  drug  used  for  the  diagno- 
sis, the  patient’s  individual  needs,  and 
the  fact  that  some  types  of  pain  cannot 
be  completely  relieved  will  be  consid- 
ered in  evaluating  outcomes. 

• The  quantity  and  frequency  of  prescribing  narcotics  will 
be  evaluated  on  the  basis  of  documented  appropriate 
diagnosis  and  treatment  of  the  medical  indication,  docu- 
mentation of  its  persistence,  and  properly  documented 
follow-up  evaluation.  The  number  of  pills  prescribed 
and  the  length  of  time  prescribing  them  do  not  indicate 
inappropriate  prescribing,  but  the  record  should  indi- 
cate why  prescribing  was  necessary. 

Clearing  the  air 

Physicians  should  not  assume  the  new  rules  relax  good  medical 
standards  of  practice  and  allow  them  to  prescribe  narcotics  for 
pain  treatment  without  a proper  indication  for  their  use.  “All 
they  do  is  clarify  the  appropriate  standard  of  care  and  eliminate 
the  misperception  that  you’re  not  supposed  to  be  prescribing 
for  pain.  They  simply  make  it  clear  what  you  need  to  do  if 
you’re  going  to  be  prescribing  in  accordance  with  the  present 

standard  of  care  in 
Texas,”  said  Tim 
Weitz,  JD,  TSBME 
general  counsel. 

“Well,  that’s  a 
lot,”  said  C.  Stratton 
Hill,  Jr,  MD,  presi- 
dent of  the  Texas  Pain 
Society  and  a profes- 
sor of  medicine  at 
The  University  of 
Texas  M.D.  Ander- 
son Cancer  Center. 
He  was  a member  of 
an  ad  hoc  committee 
that  worked  with 
TSBME  to  develop 
the  guidelines.  Dr 
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Hill  says  the  rules  encourage  physi- 
cians to  prescribe  opioids  at  the  appro- 
priate time  and  in  adequate  doses  and 
serve  as  a road  map  lor  steering  clear  ol 
problems  with  TSBME. 

Mr  Weitz  acknowledges  that  many 
physicians  genuinely  fear  TSBME  dis- 
ciplinary actions  lor  prescribing  nar- 
cotics. It  is  an  unfounded  lear,  he  says, 
caused  by  “a  knee-jerk  reaction  to  dis- 
ciplinary actions  that  did  not  neces- 
sarily involve  pill  count  or  the  type  ol 
drug,  but  concerned  record  keeping, 
conservative  care,  and  whether  there 
was  a definitive  diagnosis.” 

Exacerbating  fears,  he  adds,  were 
physicians  who  “spread  discontent” 
about  being  called  on  the  carpet  by  the 
board.  “Unfortunately,  physicians 
oftentimes  listen  to  their  colleagues 
more  so  than  looking  at  the  paperwork 
and  the  underlying  facts  ol  the  case.” 

TSBME  has  been  trying  to  tell 
physicians  they  must  follow  proper 
procedures  and  that  “you  can’t  just 
prescribe  from  the  top  ol  your  head,” 
he  says.  “But  the  message  that  was 
received  was  'I’m  not  supposed  to  be 
prescribing  narcotics. 

Dr  Hill  says  physicians  don’t  have 
access  to  the  board’s  paperwork  or  to  the 
underlying  facts  of  the  case.  All  they  see 
is  the  summary  ol  disciplinary  actions 
published  in  the  TSBME  newsletter. 

“What’s  happened  in  the  past  is 
doctors  have  practiced  good  medicine 
but  it  wasn’t  documented,  and  they 
got  nailed,”  he  said.  “Their  colleagues 
knew  they  were  practicing  good  medi- 
cine. They  would  have  done  the  same 
thing  under  the  circumstances,  so  they 
thought  this  guy  got  nailed  unfairly.  It 
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was  not  because  ol  what  he  did;  it  was 
because  ol  what  he  didn’t  do,  and  what 
he  didn’t  do  was  keep  good  records." 

Physician,  document  thyself 

The  importance  of  documentation  is 
illustrated  by  Mr  Weitz’  warning  that 
although  the  results  may  be  good,  it  is 
“substandard  care”  if  the  physician 
allows  narcotics  prescription  refills 
without  appropriate  follow-up  exams 
and  adequate  monitoring  ol  the 
patient  to  justify  them.  “Another  doc- 
tor who  takes  over  the  patient’s  care 
has  no  way  of  knowing  what  course  ol 
drug  therapy  is  involved,  the  extent  ol 
the  refills,  or  if  the  patient  has  been 
manipulating  the  system  to  try  to  get 
more  narcotics  than  he  or  she  is  sup- 
posed to,”  he  said. 

Investigators  always  follow  a paper 
trail  and  become  suspicious  if  they 
don’t  find  proper  documentation  that 
the  narcotics  were  used  for  a legitimate 
medical  purpose.  “When  physicians 
don’t  document,  and  someone  comes 
in  and  locks  at  large  quantities  ol  pills 
and  doesn’t  really  find  a definitive 
diagnosis,  circumstantial  evidence  sug- 
gests there  was  inappropriate  prescrib- 
ing. And  doctors  have  a very  tough 
row  to  hoe  when  it  comes  to  adminis- 
trative proceedings  and  possible  crimi- 
nal proceedings,”  Mr  Weitz  said. 

“What  you’re  really  looking  at  is 
the  overall  picture,  and  sometimes  the 
doctor  is  just  fiat-out  lucky.  The  out- 
come was  good,  but  it  was  by  the 
grace  of  God  and  just  pure  blind 
luck,”  he  said.  Asked  if  that  meant  it’s 
better  to  be  lucky  than  good,  he 
replied,  “That’s  what  they  say  some- 

TEXAS  MEDICINE  ★ JULY  I99S 


times,  but  unfortunately  in  the  disci- 
plinary process  it’s  better  to  be  right 
than  just  lucky,”  he  said. 

“I’m  not  sure  what  Mr  Weitz 
means  by  lucky,”  Dr  Hill  responded. 
“It  may  appear  to  an  investigator  the 
doctor  was  lucky,  but  in  essence  the 
medication  was  properly  prescribed, 
although  the  proper  documentation 
was  lacking.” 

Mr  Weitz  clarified  his  comments 
by  saying  a bad  outcome  doesn’t 
always  mean  the  physician  was  at 
fault,  and  a good  outcome  doesn’t 
always  indicate  whether  a physician 
acted  properly. 

He  says  the  perspective  of  board 
investigators  and  attorneys  “is  rela- 
tively inconsequential”  in  the  long  run 
because  they  don’t  make  the  final  deci- 
sions about  disciplinary  actions. 
“ These  decisions  are  made  by  experi- 
enced physician  board  members,  with 
input  from  public  board  members,” 
he  said.  “ They  are  based  on  consultant 
reports  from  other  experienced  physi- 
cians, and  only  after  careful  considera- 
tion of  the  specific  facts  in  each  case, 
including  explanations  from  the 
physicians  under  investigation.” 

Dr  Hill  says  he  believes  the  new 
rules  will  require  board  investigators 
to  base  their  evaluation  of  a physician’s 
conduct  when  prescribing  opioids  for 
pain  more  on  scientific  principles  than 
on  cultural  and  societal  prejudices 
about  substance  abuse.  “The  bottom 
line  about  the  new  rules,”  he  said,  “is 
that  a clear  understanding  now  exists 
between  the  physicians  of  Texas  and 
TSBME  about  prescribing  opioids  for 
pain.”  ★ 
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Why  we  need  standards  of  practice 
for  prescribing  narcotics 

By  C.  Stratton  Hill,  Jr,  MD;  David  Ralston,  JD,  MPH;  Malcolm  Skolnick,  PhD,  JD;  and  Stephen  King,  MDiv 


Ample  evidence  exists  that  patients  experiencing 
pain  of  all  types  are  inadequately  treated  in 
Texas.  The  Texas  State  Board  of  Medical  Exam- 
iners (TSBME)  is  to  be  commended  for  adopting  rules  cre- 
ating standards  ot  practice  for  opioid  use  in  treating  pain. 

Past  efforts  to  improve  pain  treatment  where  opioids 
(narcotics)  are  required  have  met  with  only  moderate  suc- 
cess for  several  reasons.  First,  Texas  physicians  are  con- 
fused about  using  opioids  to  treat  pain  because  the 
Medical  Practice  Act  of  Texas  does  not  provide  clear  stan- 
dards for  their  use.  Second,  the  overall  treatment  of  pain 
is  virtually  ignored  in  medical  school  curricula.  Organiza- 
tions such  as  the  Texas  Medical  Association,  the  Texas 
Cancer  Pain  Initiative,  and  the  Texas  Pain  Society  have 
only  partially  filled  this  void  by  providing  courses  in  pain 
treatment  for  practicing  physicians. 

While  the  Intractable  Pain  Treatment  Act  of  1989 
acknowledged  that  opioids  have  legitimate  medical  uses 
and  that  physicians  are  not  subject  to  disciplinary  action 
for  prescribing  opioids  and  other  controlled  substances  to 
patients  with  intractable  pain,  the  act  failed  to  provide 
guidelines  for  proper  opioid  prescribing. 

Absent  those  guidelines,  TSBME  continued  to  disci- 
pline doctors  according  to  nebulous  standards  of  pre- 
scribing based  more  on  society’s  concept  about  drug 
abuse  than  on  sound  medical  judgment  drawn  from  cur- 
rent scientific  knowledge  about  pain  treatment. 

In  1993  alone,  30%  of  all  disciplinary  actions  by 
TSBME  related  to  prescribing  practices  it  found  unac- 
ceptable. Awareness  of  this  statistic,  plus  the  lack  of 
guidelines  for  opioid  prescribing,  have  added  to  physi- 
cians’ perceptions  that  prescribing  opioids  under  almost 
any  circumstances  will  trigger  a TSBME  investigation. 

Adoption  of  the  rules  indicates  TSBME  recognizes 
that  patients  experiencing  pain  requiring  opioids  are 
inadequately  treated  in  Texas  and  establishes  long-needed 
standards  of  practice.  Additionally,  because  the  board 
adopted  these  rules  as  administrative  rules,  they  have  the 
force  of  law.  Texas  is  the  first  state  to  promulgate  admin- 
istrative rules  relating  to  this  subject. 


These  rules  protect  physicians  from  disciplinary  action 
when  they  “prescribe  opioids  for  a legitimate  medical  pur- 
pose in  the  usual  course  of  professional  practice.”  Those 
terms  are  new  to  Texas  medical  practice  law.  Because  ol 
their  inclusion  in  the  Code  of  Federal  Regulations  and  in 
the  medical  practice  acts  of  a significant  number  of  other 
states,  however,  much  case  law  exists  that  provides  ample 
interpretation.  This  contrasts  with  the  paucity  of  interpre- 
tation of  terms  in  either  TSBME  reports  or  Texas  case  law. 
Texas  physicians  must  recognize  that  their  written  case 
records  are  the  basis  for  judging  their  prescribing  conduct 
(see  related  articles  in  this  magazine). 

Finally,  adoption  of  the  rules  recognizes  the  rising 
societal  concern  about  quality  of  life  when  chronic  pain 
occurs.  The  percentage  of  the  Texas  population  living 
into  the  older  age  groups  where  chronic  painful  condi- 
tions occur,  both  of  malignant  and  nonmalignant  origin, 
is  increasing.  This  population  is  concerned  that  pain  will 
be  adequately  relieved  and  that  their  quality  of  life  will  be 
such  that  it  is  worth  living. 

Should  society  deny  pain  relief  because  of  prejudices 
against  opioid  use,  evidence  indicates  society  will  seek 
alternatives  to  unrelieved  pain,  such  as  legalizing  physi- 
cian-assisted suicide.  Oregon  passed  a physician-aided 
suicide  law  in  1 994,  and  Washington  and  California  nar- 
rowly defeated  physician-assisted  suicide  propositions. 
These  actions  should  be  wake-up  calls  to  health-care  pro- 
fessionals that  patients  expect  pain  relief  so  they  can  opti- 
mize quality  of  life. 

C.  Stratton  Hill,  Jr,  MD,  is  a professor  of  medicine  at  The 
University  of  Texas  M.D.  Anderson  Cancer  Center  and  pres- 
ident of  the  Texas  Pain  Society.  David  Ralston,  JD,  MPH,  is 
a health  law  associate  with  Jenkens  and  Gilchrist,  PC.  Mal- 
colm Skolnick,  PhD,  JD,  is  director  of  technology  develop- 
ment, School  of  Public  Health,  The  University  of 
Texas-Houston  Health  Science  Center.  Stephen  King,  M 
Div,  is  a fellow  in  clinical  ethics  at  The  University  of  Texas 
M.D.  Anderson  Cancer  Center. 
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What  the  new  board  rules 
mean  for  your  practice 

By  Sharon  M.  Weinstein , MD;  Debra  Thorpe,  RN,  PhD;  and  Linda  McCrory,  RN 


m 


The  rules  on  pain  treatment  adopted  by  the  Texas 
State  Board  of  Medical  Examiners  (TSBME) 
emphasize  fundamental  principles  of  sound  med- 
ical practice  without  imposing  excessive  restrictions  on 
physicians.  What  this  means  for  your  practice  pertains 
primarily  to  documentation.  Thorough  record  keeping, 
although  onerous  at  times,  is  essential  to  the  practice  of 
good  medicine.  These  rules  emphasize  that  necessity. 
Requirements  for  documentation  include  the  following: 

• Medical  history.  The  history  should  include  assessment 
of  the  pain  complaint,  physical  functioning,  psycho- 
logical functioning,  history  of  or  potential  for  drug 
abuse,  and  coexisting  diseases  and  conditions. 

• Physical  examination.  The  patient  must  be  examined 
by  the  prescribing  physician. 

• Diagnosis.  The  patient  evaluation  should  result  in 
diagnosis  of  the  painful  condition. 

• Further  evaluation  and  treatment.  Therapeutic  goals  must 
be  set  out,  such  as  pain  relief,  or  improvement  in  physical 
or  psychosocial  functioning,  or  both.  Further  diagnostic 
evaluation,  referrals  to  other  consultants,  and  particular 
therapies  form  the  individualized  treatment  plan. 

• Medical  indication.  The  medical  indication  for  the  use 
of  dangerous  drugs  or  controlled  substances  must  be 
determined.  Chronic  intractable  pain  is  explicitly  rec- 
ognized by  TSBME  as  an  approved  medical  indication 
for  the  use  of  dangerous  drugs  or  controlled  substances. 
• Risk/benefit  discussion.  The  physician  should  discuss 
with  the  patient  or  guardian  the  general  risks  and  ben- 
efits of  the  use  of  the  prescribed  dangerous  drugs  or 
controlled  substances. 

• Follow-up.  A plan  should  be  included  for  follow-up,  or 
periodic  review,  to  evaluate  treatment  outcomes  and  to 
determine  how  well  therapeutic  goals  are  met.  New 
information  regarding  the  etiology  of  pain  should  be 
recorded.  The  rules  state  that  patients  with  a history  of 
substance  abuse  or  those  believed  to  be  at  high  risk  for 
medication  misuse  or  diversion  may  require  closer  mon- 
itoring and  outside  consultation  for  substance  abuse. 

• Prescription  record.  The  prescription  record  should 
include  date  and  time;  names,  dosage,  and  quantity  of 
drugs;  refill  authorization;  and  name  of  prescribing 
physician. 


Addiction  s defined  as  a behavioral  disorder  with  com- 
pulsive use  of  a substance  despite  self-harm.  Physical 
dependence  is  not  synonymous  with  addiction.  Patients 
whose  pain  is  relieved  and  functioning  improved  with 
chronic  opioid  therapy  do  not  meet  the  definition  of 
addiction  or  of  substance  abuse.  Iatrogenic  addiction  in 
the  medically  ill  has  been  reported  to  be  extremely  low, 
although  large-scale  clinical  trials  have  not  been  done. 

Fraudulent  or  drug-seeking  patients  will  be  the 
minority  in  your  practice.  For  most  patients  being  pre- 
scribed controlled  substances  for  intractable  pain,  the 
basic  documentation  should  suffice. 

For  a patient  with  pain  who  also  is  at  risk  of  inappropri- 
ate drug  use  or  diversion,  a written  patient  care  agreement, 
or  “contract,”  may  be  useful  to  clarify  expectations  and 
responsibilities.  The  written  agreement  should  include 
patient  name  and  record  number,  physician  and  nurse 
names,  date  and  time,  patient  responsibilities,  physician 
and  nurse  responsibilities,  and  renewal  date. 

The  patient  is  responsible  for  safeguarding  medica- 
tions; receiving  analgesics  from  only  one  provider;  fol- 
lowing dose  schedule;  and  complying  with  evaluation, 
referrals,  and  follow-up  appointments.  The  policy  for 
replacing  lost  or  stolen  medications  should  be  stated.  A 
documented  pattern  of  early  requests  for  medication 
refills  should  raise  your  suspicion  of  aberrant  drug  use 
or  diversion. 

Urine  drug  screening  may  help  you  to  document  the 
absence  of  prescribed  drugs  or  to  confirm  the  presence  of 
alcohol  or  nonprescribed  drugs.  However,  much  ground- 
work usually  is  necessary  to  establish  whether  the  labora- 
tory can  perform  specific  drug  tests  at  sufficiently  low 
thresholds  of  detection.  Most  routine  toxicology  screens 
have  high  thresholds  of  detection  for  a few  major  drug 
categories.  Because  urine  testing  is  imperfect  for  the  pur- 
pose of  monitoring  compliance,  repeated  screens  often 
are  required  to  serve  as  support  documentation. 

Sharon  M.  Weinstein,  MD,  an  assistant  professor  of  medi- 
cine; Debra  Thorpe,  RN,  PhD;  and  Linda  McCrory,  RN, 
are  with  the  Section  of  Pain  and  Symptom  Management, 
Department  of  Neuro-Oncology,  The  University  of  Texas 
M.D.  Anderson  Cancer  Center. 
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THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 

Captain  Cheryl  Richardson 
CALL  COLLECT:  214-767-1640 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE.’ 


It's  never  been  easier  to  earn  CME  credit. 


The  TMA  Library's  CME  Resource  Center 
gives  you  the  freedom  to  earn  AMA  PRA 
Category  1 continuing  medical  education 
credit  without  the  expense  of  travel  and  time 
away  from  your  practice. 

• Videotapes 

• AudioDigest  subscriptions 

• Specialty  board  review  programs 

• Interactive  clinical  software 

• Grateful  Med  classes 

TMA  Library. 

Your  link  to  better  healing. 
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Coll  (800)  880-1300,  Ext.  1552,  or  (512)  370-1552 
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Confidentiality  concerns 

Physicians  question  managed  care  audits 
of  patient  records 

By  Hugh  M . B ARTON,  JD,  TMA  assistant  general  counsel 
and  C.J.  FRANCISCO,  JD,  TMA  associate  general  counsel 


morning  emergency  has  you  running  well 
behind  schedule,  and  the  waiting  room  is  a 
little  too  full.  Lunchtime  passed  an  hour 
ago,  but  neither  you  nor  your  staff  has  had 
time  for  a break.  Then  out  of  the  blue,  an  insurance  com- 
pany representative  shows  up  at  your  door  asking  to  review 
your  patients’  charts.  Not  only  do  you  not  know  whether 
you  should  just  hand  the  records  over,  your  staff  must  take 
the  time  to  pull  them  if  you  do. 


As  this  kind  of  scenario  becomes  more  frequent  in  med- 
icine, some  physicians  say  it's  not  just  the  inconvenience 
that  is  so  disturbing,  it’s  the  confidentiality  dilemma  with 
which  they  are  confronted. 

In  most  instances,  physi- 
cians have  contracts  with  the 
managed  care  plans  or  insur- 
ance companies  conducting 
the  reviews.  And  most  man- 
aged care  contracts  have 
contained  clauses  for  med- 
ical records  access  or  audits 
for  some  time.  The  Texas 
Medical  Association’s  Office 
of  General  Counsel  has 
begun  receiving  reports  that 
such  plans  are  invoking 
these  contractual  access  and 
audit  rights. 

Insurance  companies 
want  to  audit  medical 
records  for  a number  of  rea- 
sons, including  a desire  for 
efficiency  and  concern  for 
any  potential  liability.  Much 
impetus  comes  from  private 
accreditation  bodies  such  as 
the  National  Committee  for 
Quality  Assurance  (NCQA), 


the  chief  accreditation  organization  for 
health  maintenance  organizations. 
NCQA  accreditation  standards  require 
on-site  visits  during  recredentialing, 
which  includes  a review  of  medical 
record  keeping  practices  “to  ensure 
conformance  with  the  managed  care 
organization’s  standards”  (1).  No  law 
requires  private  accreditation  by  groups 
such  as  NCQA,  but  health-care  organi- 
zations seek  their  accreditation  to  use  as 
a marketing  tool. 

The  Medical  Practice  Act  of  Texas 
mandates  confidentiality  of  medical  records  for  two  types 
of  information:  any  communication  between  physicians 
and  their  patients  made  in  connection  with  professional 

services;  and  records  that 
physicians  create  or  main- 
tain containing  patient 
identity,  diagnosis,  evalua- 
tion, or  treatment.  Confi- 
dential information  may  not 
be  disclosed  unless  the 
patient  consents  to  the  dis- 
closure or  unless  there  is  a 
legal  exception  (2). 

Exceptions  open  the  door 
The  Medical  Practice  Act 
does  have  exceptions  that 
give  payers  of  health-care 
benefits  some  degree  of 
access  to  otherwise  confi- 
dential patient  information. 
In  one  exception,  referred  to 
as  the  audit  exception,  the 
law  allows  disclosure  of  con- 
fidential information  to 
qualified  personnel  for  man- 
agement audits,  financial 
audits,  program  evaluations, 
or  research,  as  long  as 
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patients  are  not  identified  in  any  audit 
report  and  their  identities  are  not  oth- 
erwise disclosed  “in  any  manner”  (3). 
Managed  care  plans  often  assert  a 
right  to  review  patient  records  under 
this  exception. 

One  potential  problem  with  payers 
accessing  records  under  the  Medical 
Practice  Act’s  audit  exception  is 
another  Texas  law,  called  the  Utiliza- 
tion Review  Statute,  which  says  people 
conducting  utilization  reviews  must  be 
appropriately  trained  and  qualified 
(4,3).  Given  that  physicians  are  oblig- 
ated to  protect  the  confidentiality  of 
their  patients’  medical  records,  how  are 
they  to  know  whether  the  reviewer  is 
qualified  to  conduct  the  audit  and 
whether  he  or  she  will  maintain 
patient  confidentiality? 

Another  exception  to  the  Medical 
Practice  Act,  referred  to  as  the  billing 
exception,  allows  physicians  to  bill  for 
their  services  without  breaching 
patient  confidentiality.  It  says  confi- 
dential information  may  be  released  to 
“individuals,  corporations,  or  govern- 
mental agencies  involved  in  the  pay- 
ment or  collection  of  fees  for  medical 
services  rendered  by  a physician"  (6). 
Without  this  exception,  physicians 
would  need  a signed  consent  to 
accompany  each  insurance  claim  they 
file,  since  much  of  the  information  on 
an  insurance  claim  — - such  as  the 
patient's  name,  diagnosis,  treatment, 
and  dates  of  service  — is  confidential 
under  the  act. 

Managed  care  plans  invoke  the 
billing  exception  to  conduct  medical 
records  reviews.  There  is  some  ques- 
tion, however,  as  to  whether  that  is  an 


activity  involved  in  the  payment  or  col- 
lection of  fees.  If  a physician  has 
already  been  paid  for  services  rendered, 
payers  are  not  “involved”  in  the  pay- 
ment of  a particular  fee  for  a particular 
service  — except  in  the  more  global 
sense  of  concern  for  proper  administra- 
tion of  contracts  under  which  all  pay- 
ments are  made.  And  capitation 


contracts  complicate  this  further. 
Absent  some  specific  contractual  oblig- 
ation, requests  for  medical  records 
reviews  under  the  billing  exception 
may  not  come  squarely  within  the 
intent  of  the  Medical  Practice  Act. 

But  they  say  the  patient  consented 
Managed  care  plans  may  also  ground 


Signing  and  dating  medical  records 

Although  no  law  says  physicians  must  personally  sign  all  entries  to 
the  patient  medical  records  kept  in  their  private  offices,  the  prac- 
tice does  have  several  legal  implications.  A good  standard  of  prac- 
tice is  to  sign  and  date  entries  so  it  is  clear  who  wrote  the  note  and  when  the 
note  was  written. 

Where  managed  care  plans  are  concerned,  National  Committee  for 
Quality  Assurance  accreditation  standards  require  that  “all  entries  in  the 
medical  record  contain  author  identification”  and  that  all  entries  are  dated. 
The  Joint  Commission  on  Accreditation  of  Health  Care  Organizations  is 
also  quite  specific  on  this  issue.  Its  standards  say  “all  entries  in  health  records 
are  dated  and  authenticated,  and  a method  is  established  to  identify  the 
authors  of  entries”  (1). 

Risk  management  also  is  a concern.  Diagnostic  errors  are  the  most  com- 
mon medical  malpractice  allegation  and  account  for  the  greatest  amount  of 
indemnity  malpractice  paid  by  insurers.  The  TMLT  Reporter  has  stated  that 
“from  a liability  perspective,  the  medical  record  is  the  center  point  of  any 
health  care  claim.”  In  most  claims,  the  physician’s  ability  to  successfully 
defend  himself  or  herself  depends  on  the  medical  record,  and  “inadequate, 
sketchy,  or  inaccurate  patient  histories  may  be  construed  as  a physician’s 
breach  of  the  standard  of  care,  which  may  lead  to  an  allegation  of  negli- 
gence” (2).  Defense  attorneys  generally  concur,  asserting  that  liability  cases 
are  more  difficult  to  defend  when  the  medical  records  do  not  at  least  identify 
the  person  who  made  the  entries. 

1.  Joint  Commission  on  Accreditation  of  Health  Care  Organizations.  1994  Accreditation 
Manual  for  Health  Care  Networks.  IM  6.5. 

2.  12  TMLT  Reporter  2,  p 4 
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their  audit  requests  in  contractual 
terms,  sometimes  asserting  that 
patients  have  expressly  waived  confi- 
dentiality by  signing  a contract.  A 
clause  in  a patient  application  form 
for  managed  care  coverage  might  read: 

I authorize  any  hospital  or  physi- 
cian to  give  the  plan,  upon  request, 
any  information  about  the  health 
condition  of  any  person  covered  by 
the  plan  whenever  the  plan  consid- 
ers the  information  necessary  for 
proper  evaluation  of  either  this 
application,  or  of  a claim  submit- 
ted for  payment. 

This  kind  of  language  raises  several 
questions.  Do  patients  actually  sign  a 
form  permitting  the  release  of  confi- 
dential information,  or  are  such 
releases  simply  included  in  the  ver- 
biage of  booklets  that  patients  rou- 
tinely sign  when  they  change  health- 
care plans?  If  patients  do  sign  such 
releases,  are  they  really  aware  that  they 
are  waiving  their  rights  to  confidential 
medical  records?  Do  such  releases  also 
cover  special  types  of  health-care 
information,  such  as  HIV  tests,  and 
mental  health  and  substance  abuse 
treatment  records  that  require  special 
release  forms  under  the  law?  And, 
would  patients  ever  sign  such  waivers 
il  they  knew  it  might  result  in  an  audit 
of  their  medical  records? 

This  is  an  unsettled  area  of  the  law. 
Physicians  should  counsel  managed 
care  patients  about  the  possibility  of  a 
medical  records  audit  that  could  result 
in  disclosure  of  sensitive  medical 
information. 
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They  say  you  consented,  too 

Managed  care  agreements  are  often 
comprised  of  a series  of  interlocking 
contracts.  Some  managed  care  plans 
say  physicians  have  expressly  granted 
access  to  medical  records  by  signing  a 
contract.  A typical  clause  in  a physi- 
cian agreement  with  a managed  care 
plan  might  read: 

During  the  term  ol  this  agreement, 
the  physician  shall  provide  the  plan 
(and  any  duly  designated  third 
party),  upon  request,  with  reason- 
able access  to  medical  records, 
books  and  other  records  of  the 
physician  relating  to  covered  ser- 
vices provided  to  covered  patients, 
in  conformance  with  applicable 
state  and  federal  confidentiality 
laws.  The  plan  shall  be  entitled  to 
obtain  copies  of  covered  patients’ 
medical  records. 

If  physicians  sign  contracts  with 
such  language,  it  may  be  difficult  to 
contend  that  they  are  not  obligated  to 
grant  access  to  the  managed  care 
plans,  particularly  if  the  patients  have 
also  agreed  to  release  the  information. 

Some  managed  care  contracts  also 
have  utilization  review  clauses  that 
might  read: 

Physician  will  provide  plan  with  all 
records  necessary  to  carry  out  the 
plan’s  utilization  management  and 
quality  improvement  programs. 

Standing  alone,  such  a clause 
would  not  operate  as  a release  of  con- 
fidential information,  although  it 
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might  arguably  trigger  the  audit  or 
billing  exceptions  to  the  Medical  Prac- 
tice Act.  Adding  to  the  issue’s  com- 
plexity, some  managed  care  plans 
contract  with  private,  third-party  enti- 
ties to  audit  medical  claims  or  to  per- 
form peer  review  on  claims.  The  fact 
that  such  third-party  reviews  are  not 
always  included  in  a physician’s 
provider  contract  might  not  be  suffi- 
cient reason  to  negate  the  audit  or 
billing  exceptions  managed  care  plans 
invoke  in  order  to  conduct  reviews. 

If  you  are  concerned  that  an 
entity’s  request  for  information  falls 
outside  the  scope  of  the  law’s  excep- 
tions, review  the  contract  and  contact 
the  managed  care  plan  to  verify  the 
status  of  the  requesting  entity.  A 
signed  release  by  the  patient  is  also 
acceptable. 

The  bottom  line 

Look  first  at  the  contract  itself  in  any 
question  dealing  with  managed  care 
(7,8).  Know  whether  or  not  there  is  a 
medical  records  access  provision  in 
each  contract  you  have  signed,  or  if 
one  exists  in  supplementary  materials. 
Should  any  provision  seem  vague, 
direct  your  questions  to  appropriate 
representatives  of  the  managed  care 
plan.  Talk  to  your  patients  and  find 
out  whether  they  understand  the  doc- 
uments they  have  signed.  Obtaining  a 
signed  release  for  confidential  infor- 
mation may  be  advisable. 

Although  it  is  a professional  cour- 
tesy for  payers  to  provide  you  with  a 
list  of  names  before  the  review,  they 
may  not,  and  may  not  be  contractually 
obligated  to  do  so.  And  if  your  main 
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objection  to  the  review  is  the  manner 
or  timing  of  the  medical  records  audit, 
bring  those  concerns  to  the  managed 
care  plan’s  provider  relations  office  or, 
better  yet,  to  its  medical  director,  as 
such  problems  may  be  alleviated 
through  better  communication. 

When  record  audit  requests  are 
grounded  on  the  audit  or  billing  excep- 
tions to  the  Medical  Practice  Act, 
physicians  must  exercise  care  and  cau- 
tion when  permitting  access  to  patients’ 
medical  records.  The  identity  of  the 
individual  seeking  the  records,  and  his 
or  her  authority,  should  be  verified 
before  the  release  of  any  information. 
Access  should  be  granted  only  to 
records  of  those  patients  who  are  “cov- 
ered lives”  under  the  policy  of  insurance 
or  health-care  benefits.  If  a managed 
care  plan  wants  to  review  the  medical 
records  of  persons  other  than  those  cov- 
ered by  its  plan,  all  patient  identifica- 
tion must  be  removed  before  the 
review.  In  other  words,  the  files  must  be 
de-identified,  or  sanitized,  unless  the 
patients  have  signed  releases.  ★ 


Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  informa- 
tion on  selected  topics.  These  articles  are  published  with  the 
understanding  that  TMA  is  not  engaged  in  providing  legal 
advice.  When  dealing  with  specific  legal  matters,  readers 
should  seek  assistance  from  their  attorneys. 
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Douglas  C.  McNabb 

Federal  Criminal  Defense  Attorney 

Recognized  as  one  of  Texas'  leading 
federal  criminal  defense  attorneys, 
Douglas  C.  McNabb  has  earned  a reputa- 
tion for  his  aggressive  representation  and 
knowledgeable  preparation  in  defending 
the  rights  of  individuals  charged  with 
federal  crimes.  He  limits  his  practice  to 
defending  people  who  are  being  investi- 
gated by  federal  agencies  such  as  the  FBI, 
DEA,  ATF,  IRS,  Secret  Service,  or 
Customs. 

Mr.  McNabb  has  been  involved  in 
numerous  high  profile  cases  that  have 
been  the  subject  of  several  books  and 
movies.  He  is  licensed  to  practice  before 
the  U.S.  Supreme  Court  and  other  federal 
courts  throughout  the  United  States. 

•Health  Care  Fraud  Crimes 
•Tax  Crimes 

•Mail/ Wire  Fraud  Crimes 
•Conspiracy  Crimes 
•Money  Laundering  Crimes 
•Export/Import  Crimes 
•Drug  Crimes 
•Environmental  Crimes 

Douglas  C.  McNabb 

Texas  Commerce  Tower 
600  Travis  - 62nd  Floor 
Houston,  Texas  77002 

(713)  237-0011 

Not  certified  by  the  Texas  Board  of  Legal  Specialization 
No  designation  has  been  made  by  the  Texas  Board  of 

Legal  Specialization  for  a Certificate  of  Special 
Competence  in  these  areas. 
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Managed  Care 
Survival  Kit 

TMA  has  developed  a senes  of  three  publications  which  will  inform  and  educate  you  about 
running  a successful  practice  in  an  era  of  managed  care.  These  publications  give  physicians 
and  practice  managers  the  tools  (organizational,  legal  and  business)  they  need  to  develop 
physician-owned  and  directed  organizations  so  that  practitioners  can  deal  with  the  new 
practice  environment  from  a position  of  knowledge  and  strength. 
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Q A Guide  to  Forming  Physician- 
Directed  Managed  Care  Networks, 

by  James  Unland.  This  book  provides 
a concise,  action-oriented  guide  that 
physicians  can  use  to  organize  a 
physician  health  plan.  Using  a step 
by  step  guide  and  focusing  on  only 
essential  information,  the  book  takes  its 
readers  through  the  organizational  activities  and 
decisions  necessary  to  build  an  effective  and 
financially  successful  health  plan.  TMA  members 
$19.  Non-Members  $39. 


Guide 


0 Developing  a Managed  Care 
Business  Plan:  A Physician's  Guide 

This  guide  to  business  plan  development 
walks  the  physician  through  the  funda- 
mental planning  process  and  helps  them 
arrive  at  conclusions  for  the  future  of 
their  practice.  Tailored  to  managed  care 
ventures,  the  guide  contains  a series  of 
questions  that  health  care  consultants  and  financiers 
have  identified  as  critical  to  a successful  business  plan. 
TMA  members  $9.  Non-Members  $19. 


0 The  Law  of  Managed  Care, 

by  Bernard  D.  Hirsh,  J.D.,  and  Donald  P 
Wilcox,  J.D.,  takes  physicians  through 
the  maze  of  antitrust  and  health  insur- 
ance law  that  affects  medical  practice 
in  managed  care  plans.  It  provides  the 
knowledge  that  physicians  need  to 
identify  the  legal  issues  that  organizing  and 
operating  a physician-directed  health  plan  will  raise 
and  work  effectively  with  attorneys  in  resolving  those 
issues  TMA  members  $29.  Non-Members  $59. 


3 EASY  WAYS  TO  ORDER! 


By  Mail  - Mail  check  or  credit  card  information  with 
order  form  to: 

Texas  Medical  Association 
Publications 
40 1 West  1 5th  Street 
Austin,  Texas  78701-1680 


By  Phone  - Call  (800)  880-1300,  Ext.  1411  or 

(5 1 2)  370-1 4 1 1 to  order  using  your  Visa  or  MasterCard. 


By  Fax  - Fax  order  to  (5 1 2)  370- 
or  MasterCard  information. 


632,  with  your  Visa 


ORDER  FORM 


Qty 


TMA  Non- 

Members  Members 


i 


Total 


A Guide  to  Forming  Physician-Directed 
Managed  Care  Networks 


The  Law  of  Managed  Care 


$19 

$29 


$39 


$59 


Order  All 
Three  and 
Save  50% 


Developing  a Managed  Care  Business  Plan: 

A Physician's  Guide 


Managed  Care  Survival  Kit  - Set  of  3 books 


$9 

$29 


$19 

$59 

Total 


TMA  Office  Use  Only 
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Payment: 


□ Check  enclosed  □ Bill  my  credit  card  □ Visa  □ MasterCard  Signature. 
Credit  card  number:  Exp.  Date:  
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Name: 


Practice  Name: 


Address  (no  P.O.  boxes  please): 
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Phone: 


Fax: 
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Medicine’s  View 


Tackling  tough  issues 

Texas  physicians  recharge  at  1995  TMA  Annual  Session 


House  of  Delegates  endorses 
collaborative  approach  to 
Galveston  town/gown  conflict 

After  sharp  and  sometimes 
emotional  debate,  the  Texas 
Medical  Association  House  of 
Delegates  endorsed  the  efforts  of 
the  Board  ot  Trustees  to  negotiate  a 
compromise  on  the  Galveston  town/ 
gown  conflict  when  it  convened  May 
18-19  during  the  Texas  Medical  Asso- 
ciation’s 128th  Annual  Session. 

For  several  years,  private  practice 
physicians  in  the  Galveston  area  have 
objected  to  the  opening  of  10  primary 
care  satellite  clinics  by  The  University 
of  Texas  Medical  Branch  (UTMB)  in 
areas  that  are  not  designated  by  the  fed- 
eral government  as  medically  under- 
served. Private  physicians  say  their 
livelihoods  are  threatened  because  they 
can’t  compete  financially  with  state- 
supported  clinics.  UTMB  officials  say 
they  need  the  clinics  to  train  medical 
students  and  residents  in  primary  care. 

In  February  1995,  the  Board  of 
Trustees  created  the  Working  Group 
on  Town/Gown  Issues,  made  up  of 
representatives  from  UTMB  and 
Galveston  private  practice  physicians. 
Board  of  Trustees  Chair  Alan  C. 
Baum,  MD,  chairs  the  working  group. 
The  House  of  Delegates  endorsed 


the  concepts  contained  in  the  latest  draft 
of  a working  paper  developed  by  the 
town/gown  group  as  the  basis  for  arriv- 
ing at  a negotiated  settlement,  including 
the  possible  creation  of  a collaborative 
practice  organization  between  UTMB 
and  private  physicians. 

The  House  also  reaffirmed  existing 
TMA  policy  regarding  the  organization 
of  primary  care  clinics  by  state-sup- 
ported medical  schools  and  directed 
the  TMA  Board  of  Trustees  to  stay 
involved  in  the  Galveston  town/gown 
situation. 


During  reference  committee  testi- 
mony preceding  House  action,  several 
physicians  testified  that  town/gown 
conflicts  are  arising  not  only  in  Galves- 
ton, but  also  in  San  Antonio,  Corpus 
Christi,  and  the  Rio  Grande  Valley. 
Testimony  also  was  presented  indicat- 
ing that  town/gown  collaboration  was 
successful  in  the  Dallas  area.  The 
House  endorsed  potential  use  of  the 
collaborative  model  being  developed 
by  the  Galveston  town/gown  group  to 
help  resolve  such  conflicts  elsewhere. 

The  House  took  numerous  actions 


Then  TMA  president  Betty  P.  Stephenson , MD,  Houston,  standing,  testifies  before  the  Reference  Com- 
mittee on  Financial  and  Organizational  Affairs  regarding  the  Galveston  town/gown  conflict. 
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Above:  Vice  Speaker  Tom  B.  Hancher, 
MD , Columbus,  at  center  podium , 
calls  for  order  in  the  TMA  House  of 
Delegates. 

Left:  The  power  of  partnership  was 
emphasized  at  the  joint  installation  of 
TMA  and  TMA  Alliance  presidents. 
From  left  are  Beverlee  Herd,  immedi- 
ate past  president  of  the  TMA  Alliance; 
Betty  P.  Stephenson,  MD,  TMA  imme- 
diate past  president ; Mark  J.  Kubala, 
MD,  TMA  president;  and  Mertie 
Lewis  Wood,  TMA  Alliance  president. 


“I  want  to  focus  my  presidency  this  year  on  help- 
ing you  fight  for  your  patients  right  to  return 
medical  decision  making  to  the  patient  in  con- 
sultation with  his  or  her  physician,  ” said  TMA 
President  Mark  J.  Kubala,  MD,  Beaumont,  in 
his  inaugural  address. 

addressing  managed  care  issues,  includ- 
ing commendation  of  the  work  of  the 
Board  ofTrustees  and  an  advisory  com- 
mittee investigating  formation  of  a 
TMA  Physician  Services  Organization 
(PSO)  to  help  physicians  meet  the 
challenges  of  managed  care.  The  Board 
of  Trustees  earlier  had  approved  sup- 
port for  developing  the  PSO,  and  a 6- 
month  kickoff  phase  for  the  PSO 
began  in  June  (see  article  on  pp  8-1 1). 

The  House  passed  several  resolu- 
tions aimed  at  reducing  the  adminis- 
trative hassles  of  managed  care.  One 
resolution  supports  centralized  cre- 
dentialing  of  physicians  for  participa- 
tion in  managed  care  plans  and  for 
hospital  privileges.  Another  calls  for 
consolidating  office  inspections  by 
managed  care  plans  under  a single 
physician-sponsored  entity  so  that  one 
inspection  could  serve  the  quality 
assurance  programs  of  all  insurance 


companies  and  managed  care  plans. 

The  TMA  delegation  will  carry 
several  managed  care  resolutions  to 
the  American  Medical  Association  at 
its  1995  annual  meeting.  One  calls  on 
AMA  to  ask  that  planned  congres- 
sional hearings  explore  the  short-  and 
long-term  effectiveness  of  managed 
care,  the  appropriateness  of  overhead 
costs,  protection  of  patient  welfare, 
and  impact  on  quality  and  patient 
access  to  medical  care. 


In  other  action,  a Blue  Ribbon 
Panel  on  Family  Violence  appointed 
by  the  TMA  president  delivered  to  the 
House  a report  intended  to  guide 
physicians  in  dealing  with  domestic 
abuse  cases  in  their  practices.  The 
House  approved  continuation  of 
TMA’s  “Start  the  Healing  Now”  initia- 
tive, which  will  include  training  for 
medical  school  faculty  on  how  to  teach 
their  students  to  recognize  patients 
who  are  victims  of  domestic  abuse. 
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House  of  Delegates  elects 
TMA  leaders  for  1995-1996 


Hugh  Lamensdorf,  MD, 
a Fort  Worth  urologist,  was  cho- 
sen president-elect  of  the  Texas 
Medical  Association  by  the 
House  of  Delegates  during  annual  ses- 
sion this  May  in  Dallas.  He  defeated 
Frank  S.  Bryant,  Jr,  MD,  a San  Anto- 
nio family  practitioner,  in  a two-way 
race.  Dr  Lamensdorf  will  be  installed 
as  TMA  president  in  May  1996. 

A member  of  the  House  of  Dele- 
gates for  two  decades,  Dr  Lamensdorf 
has  been  a member  of  the  TMA  Board 
of  Trustees  since  1991.  He  has  served 
TMA  in  numerous  capacities,  includ- 
ing delegate  to  the  American  Medical 
Association,  chair  of  the  Texas  Medical 
Association  Political  Action  Commit- 
tee, and  member  of  the  Special  Com- 
mittee on  Health  System  Reform.  He 
also  is  a former  president  of  the  Tarrant 
County  Medical  Society,  the  Texas 
Urology  Society,  and  the  Dallas/Fort 
Worth  Intercity  Urological  Society. 

A native  of  Greenville,  Miss,  Dr 
Lamensdorf  received  his  medical  degree 
from  Tulane  University  School  of  Med- 
icine. He  did  his  internship  at  Univer- 
sity of  Mississippi  Hospital  in  Jackson, 
Miss,  and  residency  at  Ochsner  Foun- 
dation Hospital  in  New  Orleans,  La. 

Dr  Lamensdorf  served  2 years  in  the 
air  force  before  entering  private  practice 
in  Fort  Worth  in  1968.  He  is  on  the 
medical  staff  of  seven  hospitals  in  Fort 
Worth  and  Dallas,  and  has  served  as 
chief  of  staff  and  chief  of  surgery.  He  is 
an  assistant  clinical  professor  of  surgery 


Josie  R.  Williams,  MD,  Paris,  newly  elected 
alternate  delegate  to  the  AM  A,  confers  with 
Mahlon  V.  Freeman,  MD,  Denton. 


Bernard  W.  Palmer,  MD,  San  Antonio,  right, 
and  Tom  B.  Hancher,  AID,  Columbus,  were 
reelected  as  speaker  and  vice  speaker,  respectively, 
of  the  TMA  House  of  Delegates. 

at  The  University  of  Texas  Southwest- 
ern Medical  School  at  Dallas.  He  and 
his  wife,  Louise,  have  four  children. 

Bernard  W.  Palmer,  MD,  San 
Antonio,  and  Tom  B.  Hancher,  MD, 
Columbus,  were  reelected  speaker  and 
vice  speaker  of  the  House  of  Dele- 
gates, respectively. 

Robert  L.  Donald,  MD,  Houston, 
and  Ladon  W.  Homer,  MD,  Fort 
Worth,  were  elected  to  the  TMA 
Board  of  Trustees.  Dr  Homer  was 
elected  to  fill  a 2-year  term  on  the 


Fort  Worth  urologist  Hugh  Lamensdorf,  MD, 
was  chosen  TMA  president-elect  by  the  House 
of  Delegates. 


Frank  S.  Bryant,  Jr,  MD,  a San  Antonio  family 
practitioner,  lost  the  race  for  TALA  president-elect. 
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hoard  vacated  when  Dr  Famensdorl 
was  chosen  president-elect.  Reelected 
to  the  board  were  Alan  C.  Baum, 
MD,  Houston,  and  Victor  J.  Weiss,  Jr, 
MD,  San  Antonio.  At  its  first  meeting 
following  the  House  session,  the 
board  reelected  Dr  Baum  as  chair. 
Byron  L.  Howard,  MD,  Dallas,  was 
elected  vice  chair  and  Dr  Homer  was 
elected  secretary. 

Four  physicians  were  elected  to  fill 
vacancies  on  the  TMA  delegation  to 
the  AMA:  Betty  P.  Stephenson,  MD, 
Houston;  Wm  Gordon  McGee,  MD, 
El  Paso;  John  P.  Howe  III,  MD,  San 
Antonio;  and  Susan  Rudd  Wynn, 
MD,  Fort  Worth.  In  an  eight-way 
race,  the  following  physicians  were 
elected  as  AMA  alternate  delegates: 
Dennis  J.  Factor,  MD,  Dallas;  C. 
Bruce  Malone,  MD,  Austin;  Fyle  S. 
Thorstenson,  MD,  Nacogdoches;  and 
Josie  R.  Williams,  MD,  Paris. 

David  Cockrum,  MD,  Fort 
Worth,  will  serve  a 1-year  term  as 
alternate  delegate  from  the  Resident 
Physician  Section.  Erica  Johnson, 
Galveston,  will  serve  a 1-year  term  as 
alternate  delegate  from  the  Medical 
Student  Section.  All  incumbent  AMA 
delegates  and  alternate  delegates  seek- 
ing reelection  were  elected. 

Elected  to  fill  open  councilor  posi- 
tions were  Albert  E.  Sanders,  MD, 
San  Antonio,  District  5;  Richard  F. 
Ballard,  MD,  McAllen,  District  6; 
and  Rodney  B.  Martin,  MD, 
Fongview,  District  15.  Raymond  M. 
Hampton,  MD,  Pampa,  was  reelected 
councilor  for  District  3.  Ronald  M. 
Rust,  MD,  College  Station,  was 
reelected  councilor  for  District  12. 


More  than  5,000  physicians  and  guests  attended  TMA  Annual  Session  May  18—21  in  Dallas.  Some 
200  exhibitors  demonstrated  the  latest  medical  technology  and  services.  Scientific  programs  offered 
physicians  hundreds  of hours  of  continuing  medical  education. 


Three  outstanding  Texas  educators  received  the  Excellence  in  Science  Teaching  Award  at  annual  ses- 
sion. From  left  are  Tanya  Close,  Humble;  Cynthia  Martinez-Bagwill,  Pasadena;  and  Betsy  Carpenter, 
Bastrop.  John  Burnside,  MD,  right,  chair  ofTMA’s  Council  on  Scientific  Affairs,  presented  the  award. 
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Former  TMA  President  Robert  M.  Tenery,  Jr, 
MD,  Dallas,  received  the  C.  Frank  Webber 
Award  from  the  TMA  Medical  Student  Section. 
He  is  shown  here  with  Christopher  Crow,  San 
Antonio,  who  is  coleader  of  the  Medical  Student 
Section  delegation. 


The  TMA  Young  Physician  Section  bestowed  the 
Young  at  Heart  Award  on  George  G.  Alexander, 
MD,  Houston,  right,  shown  here  with  David  L. 
Callender,  MD,  Houston,  who  chairs  the  Young 
Physician  Section. 


Winners  of  the  Anson  Jones,  MD,  Award  for  excellence  in  health  and  medical  communication  were 
honored  during  the  House  of  Delegates  luncheon  at  annual  session.  From  left  are  Kathy  Edgar, 

Grand  Prairie  News;  Sandy  Kemp,  Parenting  in  the  ’90s;  Karin  McCay,  KCBD-TV,  Lubbock; 
Christina  Maloof,  We,  Texas  Department  of  Human  Services;  Laura  Beil,  The  Dallas  Morning 
News;  Susan  Rudd  Wynn,  MD,  chair  of  TMA  Council  on  Communication;  Linda  B.  Farris,  The 
Orange  Leader;  Jim  Morris,  Houston  Chronicle;  Betsy  Dowling,  The  Odessa  American;  Suzanne 
Chapman,  KLBJ-AM,  Austin ; Andrea  Watkins,  KRIX-  TV,  Houston;  and  Sylvia  Reyes,  Corpus 
Christi  Caller-Times.  Not  pictured  is  Penny  Dennis,  KSTX-FM,  San  Antonio. 


Kenneth  Cooper,  MD,  of  the  Cooper  Clinic  in 
Dallas,  discussed  preventive  medicine  during  his 
address  to  TMA  Alliance  members  at  a dinner 
celebrating  the  community  service  accomplish- 
ments of  county  chapters. 


TMA  President  Mark  J.  Kubala,  MD,  presented 
the  Champion  of  Health  Award  from  the  TMA 
Foundation  to  Texas  First  Lady  Laura  Bush. 
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Joseph  T.  Painter,  MD,  of  Houston,  received  the 
TMA  Distinguished  Service  Award  for  his  life- 
time of  dedication  to  patient  care  and  service  to 
the  profession  of  medicine. 

Joseph  T.  Painter,  MD: 

‘humbled  and  proud’ 

Ioseph  T.  Painter,  MD, 

has  received  many  awards  during  his 
distinguished  career  as  a physician 
and  leader  of  both  the  American 
Medical  Association  and  the  Texas  Med- 
ical Association.  But  his  latest  honor  — 
the  Distinguished  Service  Award  that 
was  presented  to  him  at  the  TMA 
annual  session  in  May  — tops  them  all. 

First  given  in  1964,  the  Distin- 
guished Service  Award  is  the  highest 
honor  TMA  can  bestow.  It  recognizes 
outstanding,  meritorious  achievement 
in  science,  public  service,  or  service  to 
the  profession  of  medicine.  Dr  Painter 
was  honored  for  his  lifetime  of  dedica- 
tion to  patient  care  and  service  to  the 
profession  of  medicine. 
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“Service  and  leadership  have  been 
the  hallmarks  of  Dr  Painter’s  career,” 
outgoing  TMA  President  Betty  P. 
Stephenson,  MD,  of  Houston,  said  in 
presenting  the  award.  She  cited  his  ser- 
vice as  the  chair  of  several  TMA  com- 
mittees and  councils,  member  of  the 
TMA  Board  of  Trustees,  president  of 
the  American  Society  of  Internal  Med- 
icine, TMA  delegate  to  AMA,  chair  of 
the  AMA  Board  of  Trustees,  and  AMA 
president.  His  latest  position  is  presi- 
dent of  the  TMA  Foundation. 

“All  of  us  know  that  Joe  Painter  is 
one  of  the  most  visionary,  best  orga- 
nized, and  most  tenacious  physician 
leaders  in  our  nation.  And  on  top  of 
all  this,  he  has  been  an  outstanding 
clinician  in  private  practice  and  a 
superb  leader  ol  M.D.  Anderson,”  Dr 
Stephenson  said. 

“This  is  a singular  honor  for  me,” 
Dr  Painter,  the  retired  vice  president 
of  health  policy  at  The  University  of 
Texas  M.D.  Anderson  Cancer  Center 
in  Houston,  said  after  receiving  the 
award  and  a standing  ovation  from 
the  TMA  House  of  Delegates. 

“I’m  both  humbled  and  proud  — 
humbled  because  ol  the  previous  win- 
ners and  very  proud  to  be  named  by 
my  colleagues  for  this  honor.  It  has 
been  a privilege  being  associated  with 
and  a part  of  the  Texas  Medical  Asso- 
ciation. It  is  simply  the  best  — the 
best  led  and  the  best  run  of  any  asso- 
ciation across  the  country,”  he  said. 

Later,  Dr  Painter  called  the  honor 
“the  top  award  I’ve  ever  received.  I say 
that  because  first,  the  recognition  by 
your  colleagues  for  the  work  that 
you’ve  done  with  them  and  for  them 
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in  the  TMA  is  clearly  a very  important 
distinction.  Second,  the  opportunity 
to  be  a part  of  TMA  and  gain  experi- 
ence and  knowledge  working  in  the 
various  councils  and  committees  and 
spending  5 years  on  the  Board  of 
Trustees  provided  very  valuable 
insight  into  how  the  state  associations 
operate  and  how  important  they  are  as 
part  of  the  national  federation.  Third, 
I would  not  have  been  able  to  go  up  in 
the  AMA  without  the  solid  support  of 
the  TMA.” 

Dr  Painter  said  he  was  grateful  for 
the  support  of  his  colleagues,  his  wife 
and  children,  and  the  staffs  ofTMA  and 
M.D.  Anderson.  He  gave  special  thanks 
to  the  members  of  the  Texas  delegation 
to  AMA  and  their  spouses,  who  helped 
him  win  election  to  the  AMA  presi- 
dency in  1993.  “Without  their  help,  I 
never  would  have  had  the  opportunity 
to  be  a member  of  the  AMA  Board  of 
Trustees  and  to  get  the  support  for  my 
election  as  president,”  he  said. 

Born  in  Austin,  Dr  Painter  com- 
pleted his  undergraduate  work  at  The 
University  of  Texas  and  received  his 
medical  degree  from  the  UT  Medical 
Branch  in  Galveston  in  1949.  He 
served  his  internship  and  residency  in 
internal  medicine  at  the  Hospital  of  the 
University  of  Pennsylvania,  and  was  in 
private  practice  from  1954  until  1975, 
when  he  joined  the  faculty  of  M.D. 
Anderson.  His  administrative  duties  at 
M.D.  Anderson  included  directing 
hospital,  clinic,  and  business  opera- 
tions, coordinating  the  institution’s 
first  long-range  planning  program,  and 
developing  cancer  control  initiatives 
with  community  physicians.  He  is  a 
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diplomate  of  the  American  Board  of 
Internal  Medicine  and  a fellow  ol  the 
American  College  ol  Physicians. 

In  addition  to  his  numerous  TMA 
and  AMA  positions,  Dr  Painter  also 
has  served  as  a delegate  to  the  World 
Medical  Association  and  as  an  AMA 
commissioner  to  the  Joint  Commis- 
sion on  Accreditation  of  Healthcare 
Organizations.  He  is  named  in  Who’s 
Who  in  American  Medicine  and  has 
received  the  Ashbel  Smith  Distin- 
guished Alumnus  Award  from  UTMB 
and  the  Distinguished  Alumnus 
Award  from  UT  Austin. 

Dr  Painter  is  well  known  for  his 
strong  belief  in  strategic  planning  and 
in  taking  the  long  view.  “I  think  that’s 
how  you  get  the  job  done,”  he  said  in 
an  interview  with  Texas  Medicine  in 
1993,  shortly  before  becoming  AMA's 
148th  president.  ”11  you’re  going  to 
lead,  you  must  be  out  in  front  in 
terms  of  knowing  what’s  coming.’’ 

TMA  President  Mark  J.  Kubala, 
MD,  credits  that  long-range  thinking 
and  Dr  Painter’s  “amazing  organiza- 
tional abilities”  with  enabling  him  to 
be  active  in  AMA  and  I MA  leader- 
ship roles  while  at  the  same  time  ful- 
filling his  clinical,  academic,  and 
administrative  responsibilities. 

Dr  Kubala  says  Dr  Painter  “has 
tremendous  insight  into  the  process 
itself.  He  understands  how  things 
work  and  as  a result,  he  can  see  way 
ahead  of  the  rest  of  us  as  to  ways  that 
organizations  can  become  more  effi- 
cient. If  you  look  at  what’s  made  him 
remarkable  in  his  career,  it  is  his  abil- 
ity to  understand  organizations  and 
get  the  most  out  of  them.” 
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House  elects  emeritus 
and  honorary  members 


Making  a run  for  the  money 
and  for  the  kids 


A former  Texas  Medical 
Association  president,  John  M. 
Smith,  Jr,  MD,  was  elected  to 
emeritus  membership  by  the 
TMA  House  of  Delegates  in  May.  In 
addition,  the  House  conferred  hon- 
orary membership  upon  six  physicians. 

Emeritus  members  are  selected  for 
exceptional,  distinguished  service  to 
scientific  or  organized  medicine. 

Dr  Smith,  a retired  family  practi- 
tioner, served  as  TMA  president  during 
1977-1978.  He  has  served  as  chair  of 
the  Board  of  Trustees,  president  of  the 
Bexar  County  Medical  Society,  presi- 
dent of  the  Texas  Medical  Foundation, 
and  president  of  the  Alamo  Chapter  of 
the  American  Academy  of  Family 
Physicians.  He  was  instrumental  in 
founding  the  medical  school  at  The 
University  of  Texas  in  San  Antonio, 
and  his  numerous  awards  include  Dis- 
tinguished Service  Awards  from  TMA, 
the  American  Medical  Association,  and 
the  Bexar  County  Medical  Society. 

Honorary  members  elected  in  May 
were  Berry  M.  Beller,  MD,  San  Anto- 
nio; James  Ross  Campbell,  MD, 
McKinney;  Dick  Kendall  Cason, 
MD,  Hillsboro;  Otto  Roger  Hollan, 
MD,  San  Antonio;  Walker  A.  Lea,  Jr, 
MD,  Waco;  David  C.  Miesch,  MD, 
Paris;  Sam  A.  Nixon,  MD,  Nixon; 
C.C.  Shullenberger,  MD,  Houston; 
Ray  L.  Simmons  II,  MD,  Brownsville; 
George  W.  Smith,  MD,  Marlin; 
Robert  S.  Stone,  MD,  College  Station; 
and  John  H.  White,  MD,  Pasadena. 


(LOSE  TO  $8,000  HAS  BEEN 
raised  for  Children’s  Medical 
Center  of  Dallas  over  the  past  2 
years  by  participants  in  the 
annual  5K  Run  for  the  Kids  organized 
by  the  Texas  Medical  Association’s 
Medical  Student  Section  of  UT- 
Southwestern  Medical  School.  More 
than  300  runners  participated  in  the 
February  25  race  at  Winfrey  Point, 
White  Rock  Lake. 


Up  your  technology  IQ  at  TMA  expo,  workshop 

Online  computer  services  enable  you  to  quickly  locate  the  information 
you  need  among  a deluge  of  new  articles  and  books.  Telemedicine 
allows  you  to  deliver  care  across  thousands  of  miles.  These  and  other  recent 
technological  developments  affecting  how  physicians  learn  about  and  prac- 
tice medicine  will  be  explored  at  the  Information  Technology  Expo  on  Sep- 
tember 15  in  Austin. 

The  expo  is  being  held  in  conjunction  with  the  Texas  Medical  Associa- 
tion 1995  Fall  Leadership  Conference.  Sponsored  by  TMA  and  the  National 
Library  of  Medicine,  the  expo  will  feature  hands-on  demonstrations  and 
exhibits  of  computer  systems  and  software.  The  event  will  be  held  from  9 
am  to  4:30  pm  at  the  Stouffer  Renaissance  Hotel.  Admission  is  free,  but  reg- 
istration is  required. 

Also  in  conjunction  with  the  Leadership  Conference,  a I MA  workshop 
titled  “Exploring  the  Internet:  A Guided  Tour  for  Physicians”  will  offer  clin- 
icians a few  directions  for  getting  on  the  information  superhighway.  The 
workshop  also  will  be  held  at  the  Stouffer  in  Austin  and  costs  $50.  Partici- 
pants can  earn  3 continuing  medical  education  hours. 

For  more  details  about  the  expo  or  Internet  workshop,  call  (800)  880- 
1300,  ext  1 552,  or  (51 2)  370-1  552.  More  information  about  the  TMA  Fall 
Leadership  Conference  will  be  published  in  a future  issue  of  this  magazine. 
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Commentary 

Geriatrics  training  for 
internal  medicine  residents 
should  be  multidimensional 

By  John  E.  Carlson,  MD 


Rapid  growth  in  the  older 
adult  population  has  fueled 
interest  in  expanding  residency 
curricula  in  geriatric  medicine. 
The  Institute  of  Medicine  has  pro- 
posed that  by  1996,  a 36-month  resi- 
dency training  program  in  internal 
medicine  include  6 months  of  well- 
defined  geriatric  experience,  expanded 
to  9 months  by  1999  (1).  Recent  sur- 
veys, however,  suggest  only  a third  of 
internal  medicine  programs  have  any 
geriatrics  curricula  in  place  (2,3). 

At  its  1993  Geriatrics  Curriculum 
Development  Conference,  the  Associ- 
ation ol  Professors  of  Medicine  identi- 
fied imperatives  lor  enhancing 
geriatrics  education  for  residency  pro- 
grams (4).  These  imperatives  include 
an  emphasis  on  the  special  aspects  of 
elderly  patient  presentation,  diagno- 
sis, and  drug  therapy;  nontraditional 
subspecialty  training  (eg,  rehabilita- 


John  E.  Carlson,  MD,  is  an  assistant 
professor  in  the  Division  of  Geriatric  Medicine 
at  The  University  of  Texas  Medical  Branch  at 
Galveston. 


tion,  geriatric  psychiatry,  and  neurol- 
ogy); and  long-term  care,  home  care, 
case  management,  medical  ethics,  and 
team-based  care. 

Traditional  training  in  internal 
medicine,  however,  is  limited  in  its 
ability  to  help  residents  develop  the 
skills  necessary  to  manage  the  complex 
problems  ol  the  aged.  The  one-  dimen- 
sional, disease-specific  or  organ-specific 
approach  is  best  suited  to  training  for 
care  of  young,  vigorous  patients  with 
few  or  no  chronic  illnesses.  The  inter- 
relationship of  physical  health,  mental 
health,  and  physical  functioning  — so 
important  to  management  ol  the 
elderly  — receives  little  emphasis. 

To  improve  education  in  geriatric 
medicine,  residency  programs  must 
break  traditional  barriers.  One  institu- 
tion that  has  attempted  to  do  that,  and 
which  might  serve  as  a model  for  other 
institutions,  is  The  University  of  Texas 
Medical  Branch  at  Galveston  (UTMB). 

About  20%  of  the  more  than 
30,000  annual  inpatient  admissions 
to  UTMB  are  age  63  or  older.  The 
Internal  Medicine  Department’s  Divi- 
sion of  Geriatric  Medicine,  in  collabo- 
ration with  the  Family  Medicine 
Department,  has  developed  a curricu- 
lum that,  like  the  approach  to  the 
geriatric  patient,  is  multidimensional. 

Residents,  precepted  by  geriatric 
medicine  faculty,  provide  medical  care 
for  older  patients  in  a hospital  setting, 
in  an  ambulatory  care  facility,  in  com- 
munity nursing  facilities,  and  in  the 
patients’  homes.  Exposure  to  posthos- 
pital services,  essential  to  an  under- 
standing of  supportive  care,  includes 
convalescent  care  settings,  congregate 


housing  facilities,  and  home  hospice. 
Trainees  work  collaboratively  and 
directly  with  nurses,  social  workers, 
occupational  therapists,  physical  ther- 
apists, dietitians,  pharmacists,  psy- 
chologists, and  case  managers. 

The  Geriatrics  Unit,  an  acute  inpa- 
tient medical  unit  for  patients  age  65 
or  older,  provides  the  majority  of  the 
geriatric  training  for  internal  medicine 
residents.  Precepted  by  a geriatric 
medicine  faculty  member,  the  resi- 
dents are  part  of  a house  staff  team 
that  is  responsible  for  patient  manage- 
ment. At  the  Geriatrics  Unit,  residents 
are  exposed  to  atypical  presentation  of 
disease,  diagnosis,  and  drug  therapy  in 
elderly  patients,  as  well  as  rehabilita- 
tion, medical  ethics,  interdisciplinary 
care,  facilitation  of  family  involve- 
ment, and  discharge  planning. 

Several  non-hospital-based  clinical 
experiences  also  have  been  developed 
for  the  residency  program.  The  Geri- 
atric Longitudinal  Educational  Expe- 
rience provides  “primary  care  track” 
residents  exposure  to  a heterogeneous 
population.  The  curriculum  includes 
outpatient  geriatric  assessment,  ambu- 
latory primary  care  of  elderly  patients 
in  a clinic,  house  calls  for  the  home- 
bound,  home  hospice  care,  and  nurs- 
ing home  patient  management. 

The  Community  Care  Settings  for 
the  Older  Patient  course  provides 
nonprimary  care  residents  direct  expo- 
sure to  convalescent  and  long-term 
care.  During  their  third-year  rotations 
with  subspecialty  clinics,  residents  are 
scheduled  to  tour  hospital  and  com- 
munity facilities,  including  an  acute 
rehabilitation  unit,  a hospital-based 
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skilled  nursing  facility,  a senior  retire- 
ment center,  and  a community  nurs- 
ing home.  Visits  with  home  hospice 
patients  also  are  arranged. 

The  geriatrics  training  program 
lasts  about  1XA  months  for  primary 
care  track  residents  and  1 if  months  for 
traditional  track  residents.  Although 
the  residents  in  primary  care  receive 
the  majority  of  attention,  geriatrics 
training  is  important  for  all  internists 
regardless  of  specialty. 

Fortuitously,  training  in  geriatrics  is 
quite  compatible  with  a recent  trend 
toward  expanded  training  in  primary 
care.  It  has  been  recommended  that  as 
a specialty,  geriatric  medicine  follow  a 
primary  care  course  (4).  Many  of  the 
goals  of  geriatrics  dictate  this  direction, 
including  an  emphasis  on  longitudinal 
care,  the  use  of  case  management,  a 
more  comprehensive  perspective  in 
patient  assessment  and  treatment,  and 
a reduction  in  institutional  care.  With 
appropriate  support,  academic  geriatric 
medicine  is  well  positioned  to  train 
physicians  for  the  future. 
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50  Years  Ago  in  Texas  Medicine 


Acting  secretary  of  war  and  surgeon  general 
report  on  health  of  the  army 

IN  PRESENTING  MAJOR  GENERAL  NORMAN  T KlRK, 
Surgeon  General  of  the  Army,  at  the  Secretary  of  War’s  press  and  radio 
conference  on  24  May,  1945,  the  Honorable  Robert  P Patterson,  Act- 
ing Secretary  of  War,  said  in  part: 

The  war  in  which  we  are  engaged  has  produced  many  seemingly  unsur- 
mountable  problems,  problems  without  precedent  in  the  development  of 
new  weapons,  new  methods  of  training,  and  new  tactics.  But  none  of  these 
problems  has  been  more  difficult  than  the  problems  faced  by  our  Medical 
Department  in  caring  for  the  largest  American  Army  in  history,  fighting  in 
virtually  all  parts  of  the  world.  And  yet,  despite  these  problems,  no  Army  at 
any  time  in  history  has  achieved  a record  of  recovery  from  wounds  and  free- 
dom from  disease  comparable  to  that  of  the  American  Army  in  this  war. . . 

In  all,  during  this  war,  12,000  men  died  from  disease  from  December  7, 
1941,  to  May  1,  1945.  In  World  War  I,  62,670  men  died  from  disease;  in 
the  Spanish-American  War  3,500  died  from  disease,  and  in  the  Civil  War, 
336,216  men  of  the  Union  and  Confederate  armies  died  from  disease. 

Malaria  has  been  reduced  from  hundreds  of  cases  per  1,000  men  per 
year  to  less  than  50.  The  dysenteries,  which  once  put  entire  regiments  and 
armies  out  of  action,  have  occurred  among  less  than  90  out  of  every  1 ,000 
men  per  year  and  have  been  readily  controlled.  During  World  War  I,  38  per 
cent  of  the  men  who  contracted  meningitis  died,  compared  with  4 per  cent 
in  the  present  war,  and  24  per  cent  of  those  who  caught  pneumonia  died 
in  1918  compared  with  only  seven-tenths  of  one  per  cent  in  this  war... 

The  Medical  Department  today  is  well  prepared  for  the  intensification 
of  its  work  brought  about  by  the  cessation  of  hostilities  in  Europe.  Thou- 
sands of  wounded  veterans  in  the  European  and  Mediterranean  theaters 
are  being  transported  to  the  United  States  as  fast  as  ships  and  planes  are 
available.  Physical  examinations  are  being  given  to  each  of  the  3,500,000 
soldiers  in  those  theaters  before  they  are  redeployed.  And  Medical  Depart- 
ment personnel  will  be  sent  to  the  Pacific  in  ever-increasing  numbers  as 
our  forces  are  marshalled  for  the  final  blow  against  the  Japanese... 


(Texas  State  Journal  of  Medicine.  1 945;4 1 [3] : 1 66) 
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The  history  of  psychosurgery 


Egas  Moniz  received  the  Nobel  Prize  for 
Medicine  in  1949 for  his  discovery  and 
popularization  of  the  prefrontal  lobot- 
omy.  This  radical  surgery  was  the  prod- 
uct of  the  progression  in  our 
understanding  of  mental  illnesses,  the 
prevailing  attitudes  of  the  times,  and  the 
professional  rivalry  between  psychiatrists 
and  neurologists.  The  prefrontal  lobot- 
omy  and  its  modifications,  later  to  be 
referred  to  collectively  as  psychosurgery, 
offered  hope  to  the  mental  illnesses  that 
were  previously  thought  to  be  incurable. 
Fueled  by  “miracle  stories”  from  the  pop- 
ular press,  this  surgery  was  performed 
until  the  late  1960s.  The  following  arti- 
cle chronicles  the  early  days  of  psy- 
chosurgery, including  the  factors 
responsible  for  its  inception  and  the  dif- 
ferent techniques  used  through  the  years. 


Send  reprint  requests  to  Dr  Dorman,  606  Fair- 
fax Ave,  Apt  I,  Norfolk,  VA  23507. 
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On  November  1 2,  1935, 
Almeida  Lima,  a Portuguese 
neurosurgeon  under  the  direc- 
tion of  neurologist  Egas  Moniz,  drilled 
two  holes  on  the  frontal  aspect  of  the 
skull  of  a mental  patient  3 cm  anterior 
to  each  ear.  Into  these  holes,  in  the 
fiber-rich  region  known  as  the  centrum 
ovale,  0.2  cc  of  absolute  alcohol  was 
injected.  This  operation,  later  called  the 
prefrontal  leukotomy,  ushered  in  a new 
era  in  the  treatment  of  mental  disorders 
— treatment  marked  by  the  procedure 
known  as  psychosurgery. 

The  acceptance  and  widespread  use 
of  psychosurgery  is  a product  of  both 
the  medical  theory  in  the  19th  and 
early  20th  centuries  and  of  the  ambi- 
tions of  several  key  figures  practicing 
medicine  during  that  era.  In  this  paper, 
the  factors  that  led  to  psychosurgery’s 
acceptance  as  a treatment  for  mental 
disorders  will  be  addressed  first,  fol- 
lowed by  a discussion  about  those 
physicians  who  promoted  its  use.  The 
reasons  for  the  eventual  demise  of  psy- 
chosurgery will  then  be  addressed. 

Several  factors  were  responsible  for 
the  introduction  and  widespread  use 
of  this  radical  new  surgery  for  mental 
illness.  They  included  the  appalling 
conditions  of  mental  hospitals  in  the 
1 9th  and  early  20th  centuries,  the 
ever-intensifying  professional  rivalry 
between  psychiatrists  and  neurologists 
during  that  time,  the  use  of  other  rad- 
ical treatments  for  mental  disorders, 
and  the  new  theories  regarding  the 
function  of  the  frontal  lobes  that 
resulted  from  the  study  of  patients 
with  injury  to  that  part  of  the  brain. 

Mental  hospitals,  or  “insane  asy- 
lums” as  they  were  commonly  called, 
were  far  different  in  the  19th  and  early 
20th  centuries  from  the  mental  hospi- 
tals of  today.  The  superintendents  of 
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the  asylums  had  little  or  no  training  in 
psychiatry,  and  because  little  was 
known  or  understood  about  the  etiol- 
ogy of  the  mental  illness,  the  treatments 
employed  by  the  hospital  were  often  a 
matter  of  the  personal  preference  of  the 
superintendent  (1).  Actual  rehabilita- 
tion and  care  of  the  patients  was  not  a 
consideration.  In  reality,  the  asylums 
were  simply  a place  for  afflicted  patients 
to  live.  Efforts  to  improve  conditions  in 
the  asylums  were  taken  infrequently 
because  the  patients’  mental  disorders 
were  believed  hopeless.  Patients  were 
destined  to  live  in  the  dark,  over- 
crowded cells,  constantly  subjected  to 
abuse  and  mistreatment  by  the  atten- 
dants for  their  entire  lives. 

In  1908  Clifford  Beers,  a former 
mental  patient,  published  A Mind  That 
Found  Itself  ( 1),  a book  that  detailed  the 
conditions  of  a mental  hospital  and 
stimulated  some  effort  to  improve  the 
conditions  that  mental  patients  had  to 
endure.  However,  the  popularity  of  the 
reforms  soon  waned  as  the  apparently 
incurable  nature  of  the  illness  became 
evident.  Any  treatment  that  might  bring 
a glimmer  of  hope  to  these  patients 
would  be  readily  embraced. 

Professional  rivalry  and 
alternative  theories 

Also,  the  turn  of  the  century  reflected 
a growing  professional  rift  between 
psychiatrists  and  neurologists  (2). 
Most  of  the  practicing  psychiatrists 
were  located  exclusively  in  mental  hos- 
pitals and,  over  the  years,  had  become 
somewhat  isolated  from  mainstream 
medical  practice.  Many  neurologists 
criticizing  the  psychiatric  profession’s 
isolation  began  to  take  a more  promi- 
nent role  in  the  treatment  of  mental 
disorders  (2).  In  fact,  neurologists  — 


not  psychiatrists  — were  the  physi- 
cians who,  in  later  years,  developed 
and  popularized  the  frontal  lobotomy 
as  treatment  for  mental  disorders. 

In  addition  to  the  rivalry  between 
psychiatrists  and  neurologists,  an 
intense  controversy  raged  among  psy- 
chiatrists over  the  use  of  the  functional 
approach  versus  the  somatic  approach 
to  treatment.  Sigmund  Freud,  who 
began  his  career  as  a neurologist,  was 
the  leading  advocate  of  functional  psy- 
chiatry. Built  on  the  foundation  of 
psychoanalysis,  this  theory  related 
mental  illness  to  previous  life  experi- 
ence. Although  it  did  not  offer  an 
immediate  cure  to  most  psychotic 
patients,  the  functional  approach  was 
based  on  a theory  suggesting  that  one 
day,  enough  knowledge  would  be 
available  to  cure  mental  illness. 

The  somatic  view  was  espoused  by 
Emil  Kraeplin.  He  argued  that  serious 
mental  disorders  had  biological  causes 
that  were  often  genetic  in  origin. 
Although  Kraeplin  asserted  that  the 
serious  mental  disorders  were  essen- 
tially incurable,  the  somatic  theory 
eventually  gave  rise  to  treatments 
referred  to  as  somatic  therapy. 

Somatic  theories  in  the 

EARLY  20th  CENTURY 

Somatic  therapy  attempts  to  cure  or 
alleviate  the  symptoms  of  mental  dis- 
orders by  focusing  treatment  on  a 
somatic  (biological)  cause,  putative  or 
otherwise.  Somatic  treatments  became 
popular  after  researchers  identified 
aspects  of  some  mental  disorders,  such 
as  senile  plaques  in  Alzheimer’s  disease 
and  the  discovery  of  the  etiologic  agent 
of  neurosyphilis.  Four  distinct  somatic 
therapies  emerged  in  the  early  20th 
century:  insulin  therapy,  metrazol- 


induced  convulsions,  electroconvulsive 
therapy,  and  the  prefrontal  lobotomy. 

Insulin  coma  was  introduced  by  the 
Viennese  physician  Manfred  Sakel  in 
1933  (3).  Sakel  discovered,  accidentally, 
that  when  he  administered  too  much 
insulin  to  a diabetic  who  was  also  a 
drug  addict,  the  patient’s  addiction  sub- 
sided. Although  the  treatment  was 
never  applied  widely  for  drug  addicts, 
insulin  shock  therapy  gained  wide- 
spread use  after  Sakel  noted  improve- 
ment when  he  accidentally  induced 
coma  in  a diabetic  psychotic  patient. 

The  second  form  of  somatic  ther- 
apy was  introduced  by  Joseph 
Meduna,  who  noted  differences  in  the 
nerve  cells  in  schizophrenics  and 
epileptic  patients  and  concluded  that 
the  schizophrenia  and  epilepsy  must 
be  antagonistic  to  one  another. 
Meduna  began  using  camphor  and 
later  metrazol  to  induce  convulsions 
in  schizophrenic  patients.  By  1940, 
metrazol  was  used  regularly  to  treat 
schizophrenic  patients  (4). 

At  the  same  time,  electroconvulsive 
therapy  was  gaining  widespread  use. 
Italian  physician  Ugo  Cerletti,  after 
working  with  many  epileptic  patients, 
became  convinced  that  seizures  pro- 
duced an  endogenous  substance  that 
could  benefit  mentally  ill  patients, 
and  in  1938  he  tried  electroshock  on  a 
schizophrenic  patient  (3).  After 
increasing  the  voltage,  Cerletti  and  his 
colleague  were  able  to  alleviate  tem- 
porarily the  psychotic  symptoms  of 
schizophrenic  patients  in  several  trials. 

These  three  methods  of  treatment 
offered  the  first  real  hope  for  treating 
the  frustrating  problem  of  mental  ill- 
ness. They  were  heavily  publicized  by 
the  press  and  embraced  by  the  medical 
community  (6-8).  Then  in  1936  a new 
and  far  more  radical  treatment  emerged, 
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which  overshadowed  greatly  the  previ- 
ous forms  of  somatic  treatment. 

Genesis  of  prefrontal 

LOBOTOMY 

To  understand  the  genesis  of  the  pre- 
frontal lobotomy,  we  must  understand 
the  theoretical  underpinnings  of  psy- 
chiatry and  neuroscience  in  the  later 
1 9th  and  early  20th  centuries  as  well  as 
the  social  and  clinical  climate  of  the 
time.  In  the  late  19th  century,  the  the- 
ory of  cortical  localization  was  begin- 
ning to  gain  acceptance  as  experiments 
demonstrating  the  existence  of  the 
motor  cortex  in  animals  were  executed 
successfully.  Eduard  Hitzig  observed 
that  certain  motor  responses  could  be 
elicited  by  applying  a small  voltage  to 
a cortical  region,  later  to  become 
known  as  the  motor  cortex,  in  the 
brains  of  dogs.  Failing  to  get  any 
response  after  stimulating  the  anterior 
lobes,  Hitzig  postulated  that  "the 
frontal  lobes  have  abstract  thought’ 
(3).  Psychologists  also  supported  the 
lobotomy,  arguing  that  the  cortically 
initiated  fears  and  worries  affect 
adversely  the  somatic  functions  (9). 

Although  early  animal  experiments 
contributed  substantially  to  the  theo- 
ries of  frontal  lobe  function,  the  clini- 
cal cases  of  individuals  whose  frontal 
lobes  were  injured  were  what  captured 
the  attention  of  Egas  Moniz,  the 
physician  who  ultimately  devised  the 
lobotomy  procedure.  Moniz  justified 
the  procedure  on  the  basis  of  observa- 
tions made  by  Bianchi.  Bianchi  and 
others  described  changes  that  occurred 
after  the  destruction  of  the  frontal 
lobes  as  restlessness,  apathy,  loquacity, 
decreased  initiative,  mood  swings,  and 
many  other  dysfunctions  (3). 

The  best  known  case  is  that  of 
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Phineas  Gage.  A railroad  supervisor  in 
1848,  Gage  suffered  the  misfortune  of 
receiving  a lobotomy  by  a steel  rod 
blown  through  his  frontal  lobes  during  a 
construction  accident  (10).  His  dra- 
matic behavior  change  was  well  docu- 
mented. Before  his  accident,  Gage  was 
described  by  his  coworkers  as  a level- 
headed, effective  supervisor.  After  his 
frontal  lobes  were  damaged,  Gage 
became  disinhibited  and  would  have  fre- 
quent, unprovoked  outbursts  of  anger. 

Other  similar  cases  of  frontal  lobe 
dysfunction  soon  came  to  light  as 
World  War  I provided  patients  who 
survived  brain  operations  of  the 
frontal  lobes  and  whose  resultant 
changes  were  well  documented  (3).  As 
the  survival  rate  of  neurosurgical  cases 
began  to  rise,  the  observations  of 
many  neurosurgeons  contributed  also 
to  the  ever-growing  wealth  of  knowl- 
edge regarding  the  frontal  lobes.  Perci- 
val  Bailey,  in  1933,  commented, 

I hesitate  before  amputating  a 
frontal  lobe.  Phis  procedure  is 
always  followed  by  more  or  less 
great  alteration  in  character  and 
defects  in  judgment.  In  a washer- 
woman [sic]  these  results  may  be  of 
little  concern,  but  when  the  patient 
is  a professional  businessman,  who 
must  make  decisions  affecting 
many  people,  these  results  may  be 
disastrous  (11). 

Walter  Dandy  and  Wilder  Penfield 
both  removed  tumors  from  the  frontal 
lobes,  damaging  them  in  the  process, 
and  both  commented  on  the  deterio- 
ration of  the  patient’s  subsequent 
behavior  (3,12). 

Moniz,  however,  was  rather  selec- 
tive in  his  literary  reviews,  often 
ignoring  the  data  documenting  poor 
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outcomes  of  patients  who  had  under- 
gone surgery  or  injury  to  their  frontal 
lobes  (3).  Furthermore,  he  relied  heav- 
ily on  a selective  interpretation  of  the 
Fulton-Jacobson  experiments  with 
monkey  behavior,  which  deeply 
impressed  him  at  the  1933  Second 
International  Congress  of  Neurology 
in  London. 

In  these  experiments,  Fulton  and 
Jacobsen  made  bilateral  lesions  to  the 
frontal  lobes  of  two  monkeys.  The 
monkeys  were  then  shown  food  under 
one  of  rwo  bowls,  an  opaque  screen 
was  lowered  to  hide  the  bowls,  and 
was  then  raised.  The  monkeys  could 
not  remember  under  which  bowl  the 
food  was  located.  They  would  fly  into 
rages,  sometimes  even  before  the  tests 
began.  One  could  not  perform  the 
experiments  even  before  the  lesions 
were  made.  This  atypical  monkey 
would,  therefore,  experience  rage 
prior  to  her  surgery.  After  the  bilateral 
lesions  were  made,  however,  she 
seemed  to  be  indifferent  to  the  test  or 
her  performance  (13).  Moniz  often 
referred  to  this  experiment  when  argu- 
ing the  scientific  justification  for  the 
prefrontal  lobotomy. 

Moniz  was  an  eminent  neurologist, 
having  introduced  cerebral  angiogra- 
phy years  earlier.  Therefore,  his  views 
were  not  questioned  seriously,  and  he 
was  able  to  proceed  with  his  ideas 
without  obstructions. 

Surgical  procedure 

Though  Egas  Moniz  invented  the  pre- 
frontal lobotomy,  he  himself  was 
unable  to  perform  the  actual  surgery 
for  two  reasons:  first,  he  was  a neurol- 
ogist and,  second,  he  was  afflicted  with 
gout  and  did  not  have  the  necessary 
dexterity.  Because  of  these  constraints, 
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Fig  1.  This  is  the  leucotome  used  by  Egas 
Moniz  on  the  eighth  prefrontal  lobotomy. 
Leucotomes  had  been  used  since  the  turn  of 
the  century,  though  Moniz  was  the  first  to 
refer  to  them  as  such  (from  Freeman  [15]). 


Moniz  had  his  colleague  Almeida 
Lima,  a neurosurgeon,  perform  the 
operation.  Moniz  chose  the  centrum 
ovale  as  the  location  of  the  lesion 
because  of  the  abundance  of  fibers  and 
the  paucity  of  blood  vessels  in  that 
region.  Moniz  and  Lima  used  alcohol 
in  their  first  operation;  by  the  eighth 
lobotomy,  having  decided  that  the 
alcohol  injections  were  not  sufficient 
to  produce  the  desired  lesion,  they 
began  using  a special  instrument 
known  as  the  leukotome  (Fig  1). 
Moniz  called  the  new  operation  a 
leukotomy  because  the  white  fibers 
that  form  the  many  connections  with 
the  frontal  lobe  were  cut.  The  leuko- 
tome itself  was  a cannula  with  a slit  on 
one  side  and  a metal  wire  inside  the 
cannula.  After  the  cannula  was 


Fig  2.  Diagram 
shows  site  of  lesion 
produced  by  early 
lobotomies  in  which 
leukotome  was  used 
(from  Walker  [14]). 

inserted  into  the  brain,  the  stylet 
attached  to  the  wire  was  pressed  down, 
causing  the  wire  to  bow,  forming  a 
loop  of  5 mm.  The  leukotome  was 
then  rotated,  providing  a lesion  of  sev- 
ered fibers  1 cm  in  diameter.  Lima 
entered  the  cranium  through  a hole 
located  in  the  plane  of  the  coronal 
suture  and  eye.  They  made  6 incisions: 
3 anterointernal  and  3 anteroexternal, 
as  illustrated  in  Fig  2 (14).  Compared 
with  alcohol  injection,  this  technique 
produced  a more  “therapeutic” 
response  and  also  allowed  more  precise 
lesions  to  be  made.  Thus  the  frontal 
lobotomy  came  into  being. 

While  Moniz  can  be  credited  for 
inventing  the  frontal  lobotomy,  its 
widespread  use  in  the  United  States  is 
attributed  to  Walter  Freeman.  Free- 


man was  a neurologist  from  Philadel- 
phia who  developed  an  interest  in 
schizophrenia  and  other  mental  ill- 
nesses. After  setting  up  an  office 
together  in  Washington,  DC,  in  1935, 
Freeman  and  neurosurgeon  James 
Watts  eventually  cochaired  the 
Department  of  Neurology  and  Neuro- 
surgery at  George  Washington  Univer- 
sity (3).  Freeman,  like  other 
neurologists  of  his  day,  saw  a great 
number  of  psychiatric  patients.  Hav- 
ing little  patience  to  use  the  more 
time-consuming  forms  of  therapy 
advocated  by  the  functional  psychia- 
trists, he  was  quick  to  adopt  the  newer 
somatic  approaches.  While  researching 
in  the  spring  of  1936,  Freeman  came 
across  Moniz’s  article  detailing  the 
leukotomy  in  the  Bulletin  de  I’Acade- 
mie  di  Medecine  and  ordered  a copy. 
He  and  his  partner  James  Watts  were 
favorably  impressed  and  performed 
the  first  lobotomy  in  the  United  States 
on  September  14,  1936  (3). 

Later  modifications  of  the 

LOBOTOMY 

During  the  many  years  Freeman  and 
Watts  performed  lobotomies,  they 
made  several  modifications,  each  of 
which  is  discussed  below.  They  were 
convinced  after  several  operations  that 
the  fibers  of  interest  were  located 
closer  to  the  base  of  the  skull  and  that 
frontal  approaches  often  severed 
important  arteries  (15).  The  First 
modification,  known  as  the  “standard 
lobotomy,"  was  the  result. 

In  the  standard  lobotomy,  a burr 
hole  was  drilled  on  each  side  in  the 
coronal  suture,  3 cm  posterior  to  the 
lateral  rim  of  the  orbit  and  6 cm  above 
the  zygomatic  arch  (Fig  3).  After  the 
burr  holes  were  made,  a cannula  was 
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passed  from  one  hole  to  the  other 
through  the  brain  (Fig  4),  creating  a 
tract  that  served  as  the  guide  down 
which  the  leukotome  was  passed.  The 
leukotome  was  then  placed  in  the  left 
hole,  passed  hall  way  down  the  tract, 
and  swept  downward  at  45  degrees 
until  it  hit  the  sphenoid  ridge.  Free- 
man called  this  landmark  (Fig  5)  the 
“most  important  one”  (15).  The  cuts 
lor  the  standard  lobotomy  were  to  be 
made  within  2 mm  of  the  plane  of  the 
burr  holes,  the  coronal  suture,  and  the 
anterior  sphenoidal  ridge. 

For  a person  with  “prolonged  psy- 
chosis, much  disorganization,  and 
some  emotional  deterioration,”  Free- 
man and  Watts  recommended  the 
“radical  lobotomy”  (15).  For  the  pro- 
cedure, two  burr  holes  were  made  in 
the  coronal  suture  3.5  cm  lateral  to 
the  interparietal  suture.  A cannula  was 
then  passed  to  the  sphenoidal  ridge 
and,  once  iound,  passed  posterior  to 
it.  The  leukotome  was  inserted,  cut- 
ting fibers  in  a plane  6-  to  14-mm 
posterior  to  the  sphenoidal  ridge  (Fig 
6).  In  this  operation,  the  anterior 
horns  ol  the  lateral  ventricles  were  cut 
also.  Besides  being  more  posterior 
and,  thereby,  causing  more  residual 
damage,  the  cross-sectional  area  of  the 
severed  fibers  in  the  radical  lobotomy 
was  greater  than  that  of  the  standard 
lobotomy,  as  can  be  seen  by  compar- 
ing Figs  5 and  6. 

Another  modification,  the  mini- 
mal lobotomy,  was  occasionally 
employed.  This  operation  is  similar  ro 
the  standard  lobotomy,  except  the 
upper  cuts  are  omitted  (15). 

Sometimes  the  operation  was  done 
under  local  anesthesia,  and  Freeman 
would  engage  the  patient  in  a conver- 
sation, using  what  he  called  a “disori- 
entation yardstick”  (15).  The  cuts 


would  be  made  with  the  leukotome 
until  a sufficient  degree  of  disorienta- 
tion had  been  obtained.  Patients 
would  often  describe  a great  sense  of 
rebel  from  their  anxiety  alter  the  final 
cut  was  made.  The  following  excerpt 
is  from  the  intraoperative  conversa- 
tion in  the  1940s  between  Freeman 
and  a 24-year-old  laborer  who  drifted 
into  a schizophrenic  psychosis  with 
auditory  hallucinations  and  poorly 
systematized  delusions: 

Doctor:  Are  you  scared? 

Patient:  Yeh. 

(Two  minutes  later) 

Doctor:  Flow  do  you  feel? 

Patient:  I don’t  feel  anything  but 
they’re  cutting  me  now. 

Doctor:  You  wanted  it? 

Patient:  Yes,  but  I didn’t  think 
you’d  do  it  awake.  Oh,  gee  whiz, 
I’m  dying.  Oh,  doctor.  Please  stop. 
Oh,  God.  I’m  goin’  again.  Oh,  oh, 
oh.  Ow,  (chisel  on  skull)  oh,  this  is 
awful.  Ow,  (grabs  Freeman’s  hand 


and  sinks  nails  into  it).  Oh,  God, 
I’m  goin’,  please  stop. 

(After  all  cuts  have  been  made) 
Doctor:  What’s  happened  to  your 
fear? 

Patient:  Gone. 

Doctor:  Why  were  you  afraid? 
Patient:  I don’t  know. 

Doctor:  Feel  okay? 

Patient:  Yes.  I feel  pretty  good  right 
now  (15). 

Freeman  wrote  in  his  postoperative 
commentary,  “The  patient  was 
scarcely  controllable  during  the 
drilling  . . . and  continued  apprehen- 
sive after  the  sweeping  incisions  had 
been  made  on  both  sides  . . . but  qui- 
eted down  and  became  disoriented 
when  the  final  stabs  were  made  on  the 
right  side”  (15). 

Another  modification  to  the 
frontal  lobotomy  was  made  by  J.G. 
Lyerly.  Using  a trephine  to  remove  a 
larger  section  of  the  skull,  Lyerly 
retracted  portions  of  the  cortex  as  he 
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was  cutting,  which  enabled  him  to  see 
and  cauterize  bleeding  vessels.  Poppen 
used  a similar  method  but  placed  his 
opening  farther  anteriorly.  Freeman, 
who  thought  that  his  method  was 
superior,  did  not  look  favorably  on 
these  techniques.  He  remarked,  “We 
can  agree  that  the  surgeon  sees  what 
he  cuts  but  are  inclined  to  think  that 
he  does  not  know  what  he  sees”  (1  5). 

In  1937,  Amarro  Fiamberti 
described  the  transorbital  lobotomy, 
which  Freeman  adopted  in  1948.  In 
this  procedure,  a cannula  was  placed 
into  the  orbital  cavity  above  the  globe 
and  below  the  lid,  3 cm  from  the  mid- 
line. The  needle  was  inserted  through 
the  orbital  vault,  using  a hammer  il 
necessary,  and  7 cm  into  the  frontal 
lobes  (Fig  7).  The  cannula  was  then 
swept  laterally  1 5°  and  the  procedure 
was  repeated  on  the  opposite  side.  The 
purpose  of  this  approach,  according  to 
Freeman,  was  to  sever  the  thalam- 


Fig4  (left).  Alter  the  correct  landmark  was  found,  cannula  was  passed  through  the  brain.  This 
tract  served  as  the  guide  down  which  the  leukotome  was  passed  (from  Freeman  [15]). 

Fig  5 (above).  Coronal  view  of  sweeping  cut  made  in  standard  lobotomy.  Leukotome  is  swept 
downward  until  sphenoid  ridge  is  hit  (from  Freeman  [15]). 


ofrontal  radiations.  Freeman  believed 
“shock  treatment  disorganized  the  cor- 
tical patterns  that  underlie  the  psy- 
chotic behavior,  and  the  lobotomy,  by 
severing  the  connections  between  the 
thalamus  and  the  frontal  pole,  prevents 
the  pattern  from  reforming”  (15). 

Soon,  other  surgeons  began 
employing  slightly  different  surgical 
techniques  in  performing  the  lobot- 
omy, but  none  ever  gained  as  much 
popularity  as  the  transorbital  approach. 
W.T.  Peyton,  H.  Norman,  and  E.W. 
Miller  removed  the  entire  frontal  lobes 
of  several  psychotic  patients;  Penfield, 
in  1 937,  reported  his  results  of  a frontal 
gyrectomy,  an  operation  in  which  all  or 
portions  of  the  frontal  gyri  are 
removed.  But  these  were  no  more  suc- 
cessful than  a lobotomy  and  often  had 
a higher  incidence  of  postoperative 
seizures  (14).  The  topectomy,  another 
procedure  in  which  Broadman’s  areas  9 
and  10  are  removed,  was  practiced  by 
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the  Columbus-Greystone  associates 
(members  of  a collaborative  study 
designed  to  study  postoperative  effects 
of  cortical  surgery)  but  never  gained 
much  popularity  (16).  E.A.  Speigal 
reported  on  the  treatment  of  psychosis 
by  making  small  lesions  at  the  dorso- 
medial  nucleus  of  the  thalamus  in  a 
procedure  called  a thalamotomy  (3). 
Like  topectomy,  thalamotomy  never 
gained  widespread  use. 

In  the  1940s,  Walter  Freeman 
began  touring  the  country,  making 
stops  at  mental  hospitals,  both  state 
and  private,  to  demonstrate  the  trans- 
orbital lobotomy.  Freeman  would  call 
several  days  in  advance  of  his  arrival 
and  ask  the  superintendent  of  the  hos- 
pital to  select  patients  who  might  be 
good  candidates.  This  included 
patients  with  various  mental  disor- 
ders, such  as  obsessive-compulsive 
neurosis,  anxiety  neurosis,  schizophre- 
nia, manic-depressive  psychosis,  and 
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F ig  6.  Coronal  view  of  sweeping  cut  made  in  standard  lobotomy.  This 
operation  was  recommended  for  patients  with  “prolonged  psychosis, 
much  disorganization,  and  some  emotional  deterioration.”  In  radical 
lobotomy,  a larger  area  of  fibers  is  destroyed  (from  Freeman  [15]). 


F ig  7.  The  transorbital  lobotomy  became  Freeman’s  favorite.  He  eventu- 
ally used  an  orbitoclast  in  each  hand  and  operated  on  both  sides  of  the 
head  at  once  (from  Freeman  [15]). 


others  (15,17).  As  Freeman  himself 
stated, 

Some  patients  come  to  operation  at 
the  end  of  a long  and  exasperating 
series  of  medical  treatments,  hospi- 
tal treatments,  shock  treatments, 
including  endocrines  and  vitamins 
mixed  with  their  physiotherapy  and 
psychotherapy.  They  are  still  des- 
perate, and  will  go  to  any  length  to 
get  rid  of  their  distress.  Other 
patients  can’t  be  dragged  into  the 
hospital  and  have  to  be  held  down 
on  a bed  in  a hotel  room  until  suf- 
ficient shock  treatment  can  be 
given  to  render  them  manageable. 
We  like  both  types  (15). 

Because  the  frontal  lobotomy 
offered  hope  to  some  of  the  refractory 
patients  in  the  overcrowded  hospitals, 
the  superintendents  were  generally 
very  eager  to  try  this  inexpensive  alter- 
native. To  perform  the  transorbital 
lobotomy,  Freeman  used  an  orbito- 
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clast,  a steel  stylet  about  20  cm  long 
with  centimeter  markings  on  one  end 
and  a handle  on  the  other.  Freeman 
would  anesthetize  the  patients  using 
electroconvulsive  therapy,  take  out  his 
custom-made  orbitoclast,  which  he 
always  carried  on  his  person,  and  per- 
form the  transorbital  lobotomy.  Free- 
man was  eventually  able  to  perform 
the  entire  procedure  in  under  10  min- 
utes, operating  on  both  sides  at  once 
with  an  orbitoclast  in  each  hand  (3). 

Freeman  embarked  on  one  of  these 
tours  in  1949,  which  included  stops 
in  Galveston  and  Rusk,  lex.  Eight 
months  after  Freeman  visited  Rusk, 
one  psychiatrist  there,  C.L.  Jackson, 
had  already  performed  400  transor- 
bital lobotomies  (3). 

Jackson,  a native  Texan,  received 
his  MD  from  Baylor  College  of  Med- 
icine at  Dallas  in  1929  and  completed 
his  general  practice  residency  at  Her- 
mann  Hospital  in  Houston.  After 
practicing  general  medicine  for  several 
years,  Jackson  served  in  World  War  II, 
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gaining  his  first  exposure  to  psychiatry 
while  treating  shell-shocked  soldiers. 
After  the  war,  Jackson  practiced  gen- 
eral medicine  with  his  brother;  when 
his  brother  retired,  Jackson  entered 
into  partnership  with  Mark  E.  Huff, 
MD.  Shortly  after  Huff  became 
superintendent  of  Wichita  Falls  State 
Hospital,  he  named  lackson  as  super- 
intendent of  the  Rusk  State  Hospital, 
where  Jackson  began  to  perform  his 
frontal  lobotomies  along  with  electro- 
convulsive therapy. 

The  decline  and  fall  of 

THE  PREFRONTAL  LOBOTOMY 

The  acceptance  and  popularity  of  the 
prefrontal  lobotomy  as  a treatment  for 
mental  illness  led  to  Egas  Moniz  being 
awarded  the  Nobel  Prize  for  Medicine 
in  1949.  In  the  years  that  followed, 
however,  the  lobotomy  began  to  gain 
critics  and  lose  support  as  many 
patients  showed  no  improvement  and 
some  were  actually  worse  than  they 
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had  been  before  treatment  (18-20). 
Nolan  Lewis,  professor  of  psychiatry 
at  Columbia  State  University  and 
director  of  the  New  York  State  Psychi- 
atric Institute,  stated  in  1949,  “I 
would  guess  that  lobotomies  . . . have 
caused  more  mental  invalids  than 
they’ve  cured  ...  I think  it  should  be 
stopped  before  we  dement  too  large  a 
section  of  the  population”  (19).  I he 
manner  in  which  Freeman  performed 
his  lobotomies  and  his  disregard  for 
sterile  procedure  (which  he  referred  to 
as  “all  that  germ  crap”),  along  with  the 
fact  that  neurologists  were  performing 
neurosurgery,  alienated  many  neuro- 
surgeons (3).  The  final  blow,  however, 
came  from  the  drug  company  Smith 
Kline,  and  French,  which  had  devel- 
oped the  new  drug  chlorpromazine 
(marketed  under  the  trade  name  Tho- 
razine) for  the  treatment  of  mental  ill- 
ness. This  drug  and  the  many  that 
followed  offered  safer,  cheaper,  and 
more  efficacious  treatments  for  men- 
tal disease,  and  use  of  the  frontal 
lobotomy  faded  quickly  (21). 

Today  the  frontal  lobotomy  is  no 
longer  recognized  as  a viable  treat- 
ment for  mental  illness.  The  only 
widely  used  form  of  somatic  therapy 
remaining  in  modern  psychiatric 
practice  is  electroconvulsive  therapy. 
While  operations  in  which  portions  of 
the  brain  are  selectively  lesioned  or 
removed  are  performed  today,  they  are 
used  to  treat  severe  epilepsy  and 
refractory  pain  syndromes.  Perhaps  as 
our  understanding  of  the  biological 
foundations  of  mental  illness  expands, 
our  knowledge  oflocalization  of  brain 
function  increases,  and  stereotactic 
surgery  improves,  precise  and  limited 
frontal  leukotomies  or  similar  proce- 
dures may  once  again  play  a role  in 
the  treatment  of  mental  disorders. 
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The  medical  school  without  walls: 
who  will  be  the  faculty? 


To  involve  community  physicians  as 
medical  school  faculty,  a survey  was 
completed  to  establish  the  needs  of  64 
community  physicians  participating  in  a 
third-year  family  medicine  clerkship.  We 
received  48  responses  that  indicated 
issues  of  practice  regulation,  training 
office  staff,  and  local  continuing  medical 
education  were  highest  priority  needs. 
The  27  respondents  in  rural  areas  placed 
more  emphasis  on  issues  of  referral/ con- 
sultation, recruiting  of  physician  associ- 
ates, and  faculty  development.  As  a 
result  of  the  survey,  The  University  of 
Texas  Medical  Branch  at  Galveston  has 
implemented  a comprehensive  strategy  to 
address  the  stated  needs,  with  special 
emphasis  on  a rural  health  initiative. 
This  strategy  includes  a special  program 
for  faculty  to  provide  rural  practice  cov- 
erage, technical  assistance  for  practice 
management,  a rural  communications 
network,  faculty  development,  and 
provider  recruitment.  The  goal  of  this 
strategy  is  to  continue  developing  the 
"medical  school  without  walls.  ” 


From  the  Department  of  Family  Medicine, 
The  University  of  Texas  Medical  Branch  at 
Galveston.  Send  reprint  requests  to  Dr 
Crump,  Department  of  Family  Medicine,  The 
University  of  Texas  Medical  Branch  at  Galve- 
ston, 301  University  Blvd,  Galveston,  TX 
77555-0853. 


William  J.  Crump,  MD 
Bennie  J.  Levy,  MHA 
Stephen  J,  Spann,  MD 

These  are  uncertain 
times  for  American  medicine, 
and  medical  schools  must 
reevaluate  how  they  train  doctors  lor 
the  future.  We  realize  now  that  what- 
ever kind  of  health-care  system  emerges 
from  governmental  and  private-sector 
innovations,  we  will  need  at  least 
60,000  more  primary  care  physicians 
right  away;  furthermore,  without  sig- 
nificant changes,  medical  schools  will 
have  trained  160,000  too  many  spe- 
cialists by  the  end  of  the  decade  (1). 

For  at  least  the  last  50  years,  medical 
schools  have  developed  into  places  for 
“the  sickest  ol  the  sick,”  requiring  the 
predominance  of  the  best  specialists  on 
their  faculties.  We  have  realized 
recently  that  training  future  doctors 
only  in  this  environment  is  unlikely  to 
provide  the  number  of  generalist  physi- 
cians that  the  country  needs.  Both  the 
third  and  fourth  reports  of  the  Council 
on  Graduate  Medical  Education  make 
the  case  that  only  by  training  future 
physicians  in  a generalist,  community- 
based  environment  can  we  expect  half 
of  our  graduates  to  enter  the  primary 
care  workforce.  These  reports  go  even 
further,  suggesting  that  regional  con- 
sortia of  industry,  hospitals,  and  med- 
ical schools  join  together  to  manage  in 
an  active,  prospective  way  the  kind  and 
numbers  of  physicians  trained  in  the 
region  (2,3). 

To  provide  this  community-based 
training,  medical  schools  have  two 
options.  They  can  attempt  to  recruit  to 
their  faculties  individuals  experienced 
in  “real  world”  practice  and  to  estab- 
lish new  community  sites  for  training 
students  and  residents.  Most  medical 
schools  are  exercising  this  option  cur- 
rently, but  the  efforts  are  very  ineffi- 
cient. Establishing  new  practices 
involves  considerable  cost,  and  a nat- 


ural delay,  even  in  areas  of  great  need, 
occurs  before  a practice  becomes  busy 
enough  to  satisfy  training  purposes.  If 
these  practices  are  in  areas  where  the 
local  physicians  perceive  that  they  are 
not  busy  enough  or  where  they  could 
lose  patients  to  the  medical  school 
facility  in  the  next  managed-care  shuf- 
fle, predictable  resistance  and  further 
inflammation  of  traditional  “town- 
gown”  issues  will  arise. 

The  other  option  is  to  engage  exist- 
ing primary  care  practices  in  the  teach- 
ing of  tomorrow’s  generalists.  The 
efficiency  of  this  approach  is  obvious. 
Most  existing  practices  provide  exactly 
the  kind  of  environment  that  we  hope 
many  (at  least  half)  of  these  new 
physicians  will  choose.  The  large  sup- 
ply of  relatively  unselected  patients, 
who  range  from  those  sincerely  inter- 
ested in  staying  healthy  to  those  with 
common  and  complex  chronic  ill- 
nesses, ensures  that  learners  will  not 
graduate  thinking  “every  headache  is  a 
brain  tumor”  and  will  appreciate  the 
difficulty  of  differentiating  the  few 
unusual  problems  from  the  more  usual 
but  varied  presentations  of  common 
illnesses.  Who  better  to  guide  these 
students  through  this  challenging 
process  than  those  individuals  who  do 
it  every  day?  The  problem  with  this 
approach  is  that  these  same  individu- 
als, the  potential  generalist  faculty, 
have  the  least  time  to  teach. 

Many  medical  schools  have  a long 
tradition  of  sending  students  and  resi- 
dents to  community-based  subspecial- 
ists for  electives.  In  the  past,  these 
subspecialty  rotations  included  typi- 
cally either  low-volume  outpatient 
experiences  or  a few  surgical  cases  per 
day,  where  both  learner  and  teacher 
had  time  to  discuss  the  diagnostic  and 
treatment  possibilities,  much  as  is 
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done  in  traditional  low-volume  outpa- 
tient or  inpatient  services  in  the  med- 
ical school.  In  contrast,  the  generalist 
may  start  the  day  with  inpatient 
rounds  on  4 to  8 patients,  then  see  30 
to  50  outpatients,  manage  5 to  10 
nursing  home  patients,  do  the  admin- 
istrative work  necessary  for  referrals 
and  consultations  for  another  6 to  1 0 
patients  not  seen  that  day,  and 
respond  to  20  to  30  telephone  calls, 
having  left  little  time  for  reflection 
and  teaching.  This  environment  is 
acceptable  for  preceptorships  where 
the  goal  is  merely  to  expose  students 
to  a busy  practice;  however,  when 
required  clerkships  occur  in  the  com- 
munity as  planned  currently,  objec- 
tives must  be  met  and  time  for 
teaching  and  learning  must  be 
allowed. 

Solving  the  paradox  of  ensuring 
that  these  busy  generalists  become 
active  members  of  the  faculty  while  at 
the  same  time  maintaining  the  very 
practices  that  qualify  them  as  teachers 
is  a major  challenge  for  medical 
schools.  Put  simply,  those  schools  that 
find  a solution  will  survive.  Legisla- 
tures are  encouraging  schools  to  train 
a higher  percentage  of  generalists. 
Furthermore,  funding  is  likely  to  be 
tied  to  whether  graduates  go  on  to 
areas  of  need  or  merely  continue  to 
choose  large  city  and  suburban  prac- 
tices. For  all  these  reasons,  medical 
schools  across  the  country  have  tried 
many  strategies  to  attract  to  their  fac- 
ulties generalists  in  community  prac- 
tice. I hese  strategies  have  included 
clinical  faculty'  appointments,  special 
continuing  medical  education  (CME) 
opportunities,  access  to  learning 
materials,  actual  payment,  and  many 
other  approaches. 

When  the  Department  of  Family 


Medicine  at  The  University  of  Texas 
Medical  Branch  (UTMB)  at  Galve- 
ston took  up  this  challenge  recently, 
the  first  step  was  a careful  assessment 
of  the  needs  of  these  potential  faculty, 
with  the  assumption  that  these  needs 
may  differ  from  those  established  in 
other  areas.  That  those  practitioners 
in  rural  areas  would  express  a different 
priority  of  needs  was  assumed  also. 
This  is  especially  important.  Being 
from  a small  town  is  a strong  predic- 
tor of  eventual  generalist  practice  (4). 
Published  evidence  supports  the  idea 
that  if  rural  students  are  attracted  to 
medical  school  and  then  obtain  a sig- 
nificant portion  of  their  training  in 
rural  sites,  they  return  to  rural  areas  to 
practice  (5).  The  goal  of  our  study  was 
to  establish  the  needs  of  those  com- 
munity physicians  already  involved  in 
teaching  as  a first  step  to  facilitating 
the  involvement  of  others.  A sec- 
ondary goal  was  to  specify  the  needs 
of  the  rural  generalist  teacher  so  that 
an  initiative  could  be  designed  to 
meet  these  special  needs. 

As  this  needs  assessment  was 
designed,  the  scarcity  of  publications 
on  this  topic  became  apparent.  A 
1979  national  survey  of  perceptions 
and  career  satisfaction  among  the  first 
cohorts  of  residency-trained  family 
physicians  turned  up  concerns  similar 
to  those  of  later  surveys,  suggesting 
stability  of  perceptions.  In  this  survey, 
now  almost  1 5 years  old,  the  respon- 
dents were  asked  about  aspects  of  their 
work  that  caused  problems  or  diffi- 
culty. Interference  from  external  regu- 
lations and/or  agencies  in  the 
physician-patient  relationship  and 
paperwork  associated  with  patient 
care  were  rated  as  the  greatest  causes 
of  difficulty,  with  more  than  one  half 
the  respondents  reporting  each  as  a 
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fairly  or  very  serious  problem  (6).  A 
survey  conducted  in  March  1994  by 
the  American  Academy  of  Family 
Physicians  showed  that  67.4%  of 
respondents  put  “relief  from  burden- 
some regulations”  as  one  of  their  top 
Five  priorities.  The  only  category 
receiving  a higher  ranking  was  “mean- 
ingful malpractice  reform”  (7). 

Perhaps  the  tenacity  and  dedica- 
tion of  community  practitioners  is 
better  illustrated  by  the  results  of 
another  study  that  assessed  the  learn- 
ing needs  of  practicing  physicians. 
Through  self-assessment  and  partici- 
pation in  focus  groups,  the  respon- 
dents identified  three  specific  needs 
they  wanted  to  address.  The  first  con- 
cerned accessing  and  managing  infor- 
mation and  the  need  to  develop  better 
skills  in  this  area;  the  second  was  for 
more  knowledge  and  skills  related  to 
psychosocial  and  societal  factors 
affecting  patients’  health,  the  physi- 
cian’s practice,  and  the  larger  social 
environment;  and  the  third  concerned 
assistance  with  self-directed  learning. 
As  one  respondent  said,  “My  greatest 
need  is  to  learn  how  to  take  charge  of 
my  education”  (8). 

Method 

The  goal  of  assessing  the  needs  of 
those  community  physicians  already 
involved  in  teaching  was  addressed  by 
surveying  the  existing  faculty  in  the 
family  medicine  clerkship  at  UTMB 
Galveston.  While  UTMB  had  offered 
preceptorship  experiences  in  family 
medicine  on  an  elective  basis  for  many 
years,  things  changed  in  1989  with 
the  passage  of  legislation  known  as 
Texas  HB18,  which  mandated  a 
required  clerkship  in  family  medicine 
for  all  third-year  medical  students  in 
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Texas.  The  legislation  did  not  specify 
the  nature  of  the  clerkship  but  indi- 
cated clearly  that  it  was  to  be  an  edu- 
cational experience  with  “more 
specific  goals,  uniform  experiences, 
integration  and  planned  experiences, 
consistent  content,  focused  teaching, 
and  objective  and  subjective  evalua- 
tion” than  the  preceptorship  (9).  To 
develop  the  predoctoral  clerkship,  the 
Department  of  Family  Medicine 
designed  a rigorous  rotation  with  care- 
ful evaluation  and  documentation  of 
student  experiences  (10,11).  Those 
involved  in  establishing  this  clerkship 
worked  with  community  physicians 
to  provide  the  right  environment, 
using  a “hub  and  spoke”  approach 
around  existing  family  practice  resi- 
dency sites.  These  physicians  were 
included  either  as  “private  practice 
facilities”  that  took  a student  based 
primarily  at  a residency  site  for  3 to  5 
half  days  a week  or  as  “model  teaching 
practices”  that  provided  the  site  for 
the  entire  4-week  clerkship.  The  fac- 
ulty physicians  are  paid  a small 
amount  for  each  half  day  that  the  stu- 
dents are  on-site,  with  model  teaching 
practice  sites  varying  from  continuous 
student  presence  to  the  more  typical 
schedule  of  involvement  4 to  6 times 
per  year.  At  the  time  of  the  survey  in 
1993,  the  program  had  17  model 
teaching  practice  sites,  with  the 
remainder  functioning  as  private  prac- 
tice facilities. 

A one-page  survey  for  needs  assess- 
ment was  developed  and  sent  to  64 
community  faculty  members  in  South- 
east Texas.  After  three  mailings,  48 
responses  were  received,  for  a 75% 
response  rate.  Of  the  48  respondents,  27 
were  categorized  as  “rural  sites.”  Respon- 
dents were  asked  to  provide  the  follow- 
ing information  about  their  practices: 
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• Estimate  of  total  professional  time 
spent  by  level  of  care  (outpatient, 
inpatient,  nursing  home);  caseload 
(visits/admissions);  and  service 
type  (pediatric,  geriatric,  obstetric, 
gynecology,  general  medicine). 

• Rank  the  following  10  items,  from 
the  areas  of  greatest  importance/ 
need  to  those  of  least  importance, 
with  “ 1 ” being  the  area  of  greatest 
need  and  “10”  the  least  important: 

Local  CME 
Computer  training 
Practice  coverage 
Library  access 
Practice  regulations 
Recruiting  an  MD 
Referral/ consultation 
Recruiting  midlevel  staff 
Faculty  development 
Training  for  office  staff 

While  most  of  the  categories  are 
self-explanatory,  some  may  need  clarifi- 
cation within  the  context  of  this  survey. 

Local  CME  refers  to  the  availability 
of  CME  opportunities  that  allow  the 
physician  to  obtain  necessary  credit 
without  compromising  availability  to 
patients.  Accessing  CME  can  present 
significant  problems  for  a solo  practi- 
tioner in  a community  completely 
dependent  on  that  physician.  Even 
when  colleagues  provide  coverage,  the 
absence  of  local  CME  means  that  the 
physician  must  continue  to  pay  most 
overhead  expenses  while  receiving  no 
revenue  while  gone,  and  this  cost  is 
added  to  the  cost  of  the  CME. 

Practice  regulations  refers  to  govern- 
mental and  institutional  requirements 
such  as  the  Clinical  Laboratory 
Improvement  Amendments,  the  Occu- 
pational Safety  and  Health  Administra- 
tion regulations,  facility  requirements 
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of  the  Americans  With  Disabilities  Act, 
and  the  coding  requirements  of  the 
Resource-Based  Relative  Value  Scale. 

Referral/consultation  involves  both 
identifying  and  accessing  referral  sites 
and  specialty  consultants.  The  practi- 
tioner must  be  able  to  access  quickly 
and  easily  a full  range  of  services 
within  a system  that  appreciates  the 
unique  situation  in  which  the  refer- 
ring physician  is  working. 

In  the  12  months  after  the  survey, 
one  author  (WJC)  made  personal  vis- 
its to  most  of  the  respondents’  offices 
to  ensure  validity  and  stability  of  the 
expressed  needs. 

Results 

Of  the  48  surveys  completed  and 
returned,  those  respondents  located  in 
rural  areas  were  included  in  the  “all 
respondents”  category  and  in  a sepa- 
rate “rural  respondents”  category.  The 
respondents  reported  spending  a mean 
of  85%  of  their  time  on  outpatient 
care,  11%  on  inpatient  care,  and 
another  4%  on  nursing  home  care. 
More  specifically,  a mean  of  45%  of 
time  was  spent  on  adult  general  medi- 
cine, 22%  on  geriatric  care,  15%  on 
pediatric  care,  13%  on  gynecology 
problems,  and  only  1%  on  obstetrical 
care,  with  the  remainder  unspecified. 
Comparison  of  these  percentages  for 
rural  and  nonrural  respondents 
showed  very  little  difference  in  this 
group  of  physicians.  Table  1 indicates 
the  percentage  of  community  faculty 
indicating  a particular  need  as  a “Top 
Three”  concern.  The  issue  chosen  most 
often  by  both  categories  as  a top  con- 
cern was  practice  regulations.  Those 
issues  that  showed  a higher  level  of 
concern  for  rural  respondents  versus  all 
respondents  were  referral/consultation, 


Table  1.  Needs  indicated  by  faculty  a 

,s  “Top  I 

Tree"  concerns. 

No. 

(%)  of 

No. 

(%)  of 

All  Respondents 

Rural  Respondents 

Need 

(n 

= 48) 

(n 

= 27) 

Practice  regulations 

22 

(46) 

13 

(48) 

Training  office  stall 

17 

(35) 

12 

(44) 

Local  CME 

17 

(35) 

9 

(33) 

Recruiting  MD 

13 

(27) 

12 

(44) 

Computer  training 

12 

(25) 

7 

(26) 

Practice  coverage 

9 

(19) 

5 

(19) 

Referral/consultation 

9 

(19) 

9 

(33) 

Faculty  development 

9 

(19) 

9 

(33) 

Library  access 

9 

(19) 

2 

( 7) 

Recruiting  midlevels 

9 

(19) 

5 

(19) 

faculty  development,  recruiting  an 
MD,  and  training  of  office  staff. 

Discussion 

These  data  should  be  considered  a 
first  attempt  to  understand  the  per- 
ceived needs  of  a small  group  of  dedi- 
cated community  faculty  at  a given 
time.  Such  survey  methods  suffer  the 
typical  problems  of  reliability  and 
validity.  Perhaps  the  greatest  problem 
with  such  surveys  is  that  the  meaning 
of  the  need  categories  may  not  have 
been  sufficiently  clear  and  the  ranking 
may  have  been  affected  by  a recent 
memorable  experience,  limiting 
reproducibility.  However,  the  physi- 
cian’s needs  probably  do  change  from 
day  to  day.  Subsequent  personal  visits 
with  almost  80%  of  the  respondents 
support  strongly  both  the  reliability 
and  validity  of  the  survey  results.  Of 


course,  these  results  should  not  be 
extrapolated  to  other  groups  of  physi- 
cians, and  especially  not  to  those  who 
do  not  share  the  commitment  to 
teaching  that  these  community  faculty 
physicians  do.  Another  significant 
error  in  any  study  comparing  rural 
and  nonrural  physicians  is  the  diffi- 
culty in  making  this  determination. 
The  use  of  a nonmetropolitan  county 
as  the  determinant  in  Southeast  Texas 
leaves  towns  of  2000  to  4000  more 
than  an  hour  away  from  an  urban  area 
classified  as  urban.  The  opposite  prob- 
lem occurs  when  a small  “bedroom 
community”  is  at  the  edge  of  a non- 
metropolitan county  less  than  30 
minutes  from  Houston.  In  the  popu- 
lation reported  here,  this  misclassifica- 
tion  is  minimal  because  these  problem 
areas  were  not  included.  As  these  areas 
become  sites  for  community  faculty, 
this  will  become  a larger  problem. 


With  these  limitations  in  mind, 
our  study  did  address  the  goal  of 
understanding  the  needs  of  this  first 
group  of  community  faculty.  Various 
groups  at  UTMB  have  considered 
these  data  in  their  planning.  While 
the  initiative  described  below  is 
directed  to  the  rural  physicians,  the 
common  interests  in  the  two  groups 
in  practice  regulations,  local  CME, 
and  training  office  staff  provide  an 
avenue  to  meet  the  needs  of  all  of  our 
community  faculty.  Although  the 
greatest  need  may  lie  in  this  rural 
group,  the  largest  numbers  of  new 
community  faculty  in  Southeast  Texas 
will  probably  come  from  primary  care 
physicians  in  suburban  areas.  For  this 
reason,  the  needs  of  this  group  are  also 
considered  carefully  in  all  planning  for 
community-based  medical  education. 

Our  survey  met  also  the  goal  of 
beginning  to  identify  the  needs  of  the 
rural  community  faculty.  Note  that 
the  “number  1 ” concern  for  both 
groups  was  practice  regulations. 
Although  some  aspect  of  disdain  for 
governmental  meddling  and  a desire 
to  return  to  “the  good  old  days'  of 
practice  certainly  exist,  comments  and 
personal  visits  verify  that  these  physi- 
cians intend  to  learn  the  new  system 
well  enough  to  be  sure  their  practices 
survive  and  flourish.  The  strong  sec- 
ond-place ranking  of  recruiting  physi- 
cians and  training  office  staff  also 
speak  to  the  “survival  first"  concern 
found  often  in  rural  practices.  Having 
suffered  a long  series  of  insults  from 
all  current  reimbursement  mecha- 
nisms, many  of  these  physicians  feel 
beleaguered,  overworked,  and  under- 
staffed. On  the  basis  of  subsequent 
personal  interviews,  the  low  ranking 
of  practice  coverage  and  library  access 
does  not  refiect  their  unimportance  or 
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even  their  desirability.  In  the  words  of 
most  of  these  physicians,  these  things 
seem  like  impossible  luxuries  in  the 
current  climate.  However,  il  local 
CME  is  not  available,  both  of  these 
become  more  important  and  practice 
coverage  becomes  critical. 

Given  the  rural  location  of  these 
practices  and  the  distance  to  sec- 
ondary and  tertiary  facilities,  referral 
and  consultation  issues  present  signif- 
icant barriers  to  timely  clinical  care. 
This  need  was  expressed  strongly  in 
the  personal  visits,  with  the  clear 
request  lor  a “one-call”  system.  Much 
frustration  was  vented  about  the  num- 
ber of  calls  required  and  the  subse- 
quent delays  associated  with  referral  to 
most  tertiary-care  facilities.  The  high 
ranking  ol  faculty  development  is  at 
first  surprising  but,  again,  can  be 
understood  in  the  context  oi  this 
highly  motivated  group  of  commu- 
nity faculty.  A greater  need  for  faculty 
development  comes  as  a natural  con- 
sequence of  locating  outside  larger 
urban  areas  where  medical  schools 
and  medical  centers  are  usually  found. 
Most  respondents  verbalized  their 
concerns  that  what  they  teach  be  con- 
sonant with  teaching  within  the  med- 
ical school  walls. 

Recognizing  the  special  needs  of 
the  rural  practitioners,  their  increasing 
value  to  students,  and  their  growing 
importance  in  managed  care,  the 
UTMB  response  focused  on  the  rural 
health  initiative  by  establishing  a Rural 
Health  Program  to  function  within  the 
Department  of  Family  Medicine.  A 
physician  experienced  in  providing 
decentralized  medical  education  and 
in  training  students  and  residents  to 
provide  care  in  rural  communities  was 
named  to  direct  this  effort.  This  survey 
was  considered  the  first  step  in  creating 
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a program  that  would  continue  to 
identify  and  support  the  needs  of  fac- 
ulty, of  students,  and  ultimately  of  the 
rural  communities  in  which  they  serve. 
Based  on  the  findings  of  the  survey 
and  frequent  discussions  with  commu- 
nity faculty,  the  following  components 
were  established. 

Physician  relief  services  program 
Recognized  as  a matrix  for  meeting 
many  of  the  expressed  needs  of  the 
rural  faculty  and  funded  partially  by 
the  Center  for  Rural  Health  Initiatives 
in  Austin,  the  physician  relief  services 
program  provides  a UTMB  faculty 
member  with  experience  in  rural  care 
to  cover  short  absences  of  rural  physi- 
cians. The  system  is  designed  to  be  rev- 
enue neutral  for  both  UTMB  and  the 
practice,  with  the  result  of  a lower  cost 
to  the  practice  than  a standard  locum 
tenens  company  would  require.  As  the 
program  has  matured,  incremental 
UTMB  funding  has  been  received  for 
additional  faculty  positions  to  provide 
this  coverage.  The  relief  services  pro- 
gram will  be  staffed  eventually  by  a 
full-time  faculty  member  and  1 to  2 
rural  health-care  fellows.  The  faculty 
member  will  be  a family  physician, 
board  certified  in  family  practice,  who 
will  spend  most  of  the  time  in  rural 
practice  coverage  in  addition  to  teach- 
ing, providing  and  receiving  continu- 
ing education,  and  advanced  skill 
development.  The  fellowship  positions 
offer  an  innovative  opportunity  for 
recent  residency  graduates  or  practic- 
ing family  physicians  to  obtain 
advanced  training  in  rural  family  prac- 
tice or  family  practice  maternity  care 
through  an  individualized  curriculum. 
Ultimately,  the  concept  of  a physician 
exchange  is  planned.  This  would  allow 
rural  physicians  to  come  to  UTMB  for 
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brief  “minifellowships”  to  sharpen  the 
skills  needed  for  successful  rural  prac- 
tice while  their  practices  are  being  cov- 
ered under  this  program. 

Rural  practice  management 
technical  assistance  program 
To  meet  the  needs  established  in  the 
survey,  incremental  UTMB  funds  were 
obtained  to  hire  a rural  practice  man- 
agement coordinator  to  manage  a tech- 
nical assistance  program  individualized 
for  each  practice.  Modeled  on  the  suc- 
cessful program  in  North  Carolina,  the 
program  makes  available  resources 
more  accessible  and  applicable  to  the 
individual  practice.  If  the  needs  estab- 
lished in  the  survey  remain  stable,  ini- 
tial emphasis  will  be  on  training  office 
staff  both  for  clinical  support  and 
adapting  to  practice  regulations. 

Rural  communications  network 
Between  the  lines  of  every  expressed 
need  in  the  survey  is  the  overwhelm- 
ing sense  of  isolation  felt  by  many 
rural  physicians.  An  integrated  com- 
munications network  has  been  begun 
to  facilitate  effective  technical  assis- 
tance and  distance  learning.  Efforts 
include  1-800  phone  mail,  electronic 
mail,  an  electronic  bulletin  board,  and 
interactive  video  projects.  Telemedi- 
cine uses  two-way  audio  and  visual 
television  images  to  allow  interaction 
of  patients  and  clinicians  across  a dis- 
tance. This  technology  has  shown 
tremendous  potential  for  alleviating 
some  of  the  isolation  experienced  by 
rural  physicians.  Interactive  video  not 
only  offers  physicians  access  to  CME, 
advances  in  technology,  and  consulta- 
tion with  colleagues  and  specialists;  it 
facilitates  also  a method  of  service 
delivery  whereby  patients  can  more 
often  remain  in  their  communities 


instead  of  traveling  long  distances  for 
specialty  consultations  and  diagnoses. 

Faculty  development 
By  working  with  existing  experts  and 
resources  within  the  Predoctoral  Clerk- 
ship Programs,  the  East  Texas  Area 
Health  Education  Center,  and  the 
UTMB  Office  of  Educational  Devel- 
opment, teaching  workshops  have  been 
provided  at  the  annual  review  courses 
for  all  three  primary  care  disciplines.  In 
addition,  a special  Saturday  conference 
at  a local  resort  was  provided  by  the 
Robert  Wood  Johnson  Generalist 
Physician  Initiative  at  UTMB.  Com- 
munity faculty  physicians  are  given 
individual  assistance  through  site  visits 
by  program  staff,  faculty  development 
workshops,  videotapes  on  enhance- 
ment of  teaching  skills,  and  participa- 
tion as  examiners  during  the  students’ 
performance-based  final  exams  in  fam- 
ily medicine. 

Provider  recruitment  program 
All  the  efforts  of  the  rural  health  pro- 
gram should  make  the  rural  practice 
environment  more  supportive,  which 
should  address  the  need  of  provider 
(physician,  nurse  practitioner,  physi- 
cian assistant)  recruitment.  By  work- 
ing with  the  rural  sites  and  creating 
positive  clinical  experiences,  the  stu- 
dents and  residents  understand  first- 
hand the  challenges  and  rewards  of 
rural  practice.  The  program  works 
closely  with  the  state’s  Area  Health 
Education  Centers  to  promote  the 
development  of  health  careers  in  rural 
high  schools  and  colleges.  Providing 
role  models  and  experiences  in  rural 
settings  to  medical  students  in  all  4 
years  will  prime  the  “recruitment 
pipeline.”  Through  the  communities 
and  the  office  of  financial  aid  at 


UTMB,  a matching  program  is  being 
designed  for  scholarships  dedicated  to 
potential  rural  physicians.  Working 
with  the  residency  programs,  the 
provider  recruitment  program  facili- 
tates rural  experiences  for  residents; 
this  is  perhaps  the  most  effective  way 
to  arrange  a match  between  under- 
served communities  and  their  future 
doctors.  The  relief  services  providers 
discussed  previously  also  provide  a 
pool  of  potential  recruits  for  rural 
practice,  allowing  exposure  for  days  or 
months  to  promote  a potential  match. 

Conclusion 

As  the  walls  of  the  medical  school  con- 
tinue to  give  way  to  a much  larger 
teaching  environment,  the  need 
becomes  even  more  critical  for  acade- 
mic medical  centers  and  community 
practitioners  to  establish  relationships 
that  are  mutually  supportive  and  ben- 
eficial. To  accomplish  this  goal,  each 
group  must  communicate  its  needs 
clearly  and  stand  willing  to  find  wrays 
to  complement  each  other  through 
sharing  of  resources.  To  ensure  healthy 
and  challenging  training  sites  for  their 
students  and  residents,  communities 
must  be  approached  in  a spirit  of 
cooperation  and  collaboration.  Only 
then  can  we  begin  to  build  a network 
of  medical  care  that  matches  these  vital 
resources  to  areas  of  greatest  need. 
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Allergy 

HEADACHE  & MIGRAINE  CLINIC  (Established  1984) 

(Rhinology- Allergy-Nutrition-Stress) 

S.  Hoover,  MD,  Director  (Oto-Rhinolaryngologist-allergist) 

Concept  of  treatment  outlined  & published  in  International  Rhinology  Supp.  2 1987,  J of 
Japan  Rhinolog  Soc  Vol.  30-  1 (1991),  The  New  Frontiers  of  ORL  in  Europe  II  (1992) 
Menduzzi  Editore. 

All  Chronic  recurrent  headaches  are  treated  (namely  Migraines,  Cluster  Headaches,  Ten- 
sion, sinus,  everyday  headaches,  exercise  & Premenstrual  headaches). 

We  treat  the  CAUSES  that  trigger  the  trigiminal  vascular  system  medically  & surgically;  we 
do  NOT  give  narcotics,  analgesics,  antidepressants,  sedatives,  muscle  relaxants.  Nor  amit- 
ryptalines,  cale-ergot,  methylesergide,  limitrex  (sumariptan)  nor  B Blockers. 

1/45  N.  Frwy.  Hermann  Prof.  Building  7324  SW  Frwy  @ Fondren 

150  W.  Parker  Rd.  6410  Fannin  ArenaTower  II  #755 

Houston  77076  Houston  77030  Houston  77074 

Tel.  713  MIGRAINE  or  713  694-8188,  FAX  713  691-3312 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 

EDWARD  A.TALMAGE,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  ol  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 
Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 
Spinal  Cord  Stimulatiom  Implants 
Intra-Thecal  Opiate  Delivery  Systems 
Thermography 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(713)  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 
XOCHITL  B.  SANCHEZ,  MD 

Diplomate  American  Academy  of  Pain  Management 
Pain  Management  - Anesthesiology  - Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  &C  Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Intraspinal  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 

Dallas,  Texas  75230  Answered  24  hours 


Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B 1 1 6,  Dallas,  Texas  75230; 

214  661-7010 


Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS 

George  F.  Cravens,  MD,  PA 
Thomas  R.  Donner,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  817  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 
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Ophthalmology 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Suite  600,  Dallas,  TX  75235,  214-350-7500 


Samuel  M.  Bicrncr,  MD 
Charles  E.  Cook,  MD 
Kenneth  Driggs,  MD 
Kevin  Gill,  MD 
Phillip  M.  Graehl,  MD 
Joseph  G.  Jacko,  MD 
L.T.  Johnson,  MD,  FACS 
Richard  E.  Jones,  MD 


Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Charles  E.  Neagle  III,  MD 
James  L.  Ough,  MD 
Scott  O.  Paschal,  MD 
R.  Craig  Saunders,  MD 
Marvin  E.  Van  Hal,  MD 


Orthopedic  Oncology 


RICHARD  G.  BUCH,  MD,  FAAOS,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Fellowship  Trained  Orthopedic  Oncology 
Limb  Salvage  Surgery 

Musculoskeletal  Tumors,  Chronic  Infections,  Complex  Joint  Reconstructions 

5939  Harry  Hines,  Suite  530 
St.  Paul  Professional  Bldg.  II 
Dallas,  Texas  75235 
214  879-6299 


Orthopedic  Surgery 

W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 

Robert  D.  Vandermeer,  MD 

R.  Stephen  Curtis,  MD 

William  A.  Bruck,  MD 

W.Z.  Burkhead,  Jr.,  MD 

A Professional  Association 

2909  Lemmon  Avc.,  Dallas,  Texas  75204-, 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 

i;  214  220-2468;  FAX  214  720-1982 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 

Phillip  E.  FJansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  Bl  16 
Dallas,  Texas  75230;  2 1 4 66 1 -70 1 0 


2001  N.  MacArthur  Boulevard,  #540,  Irving,  TX  75061,  214-254-8000 
Robert  E.  Bayless,  MD  Mark  S.  Greenberg,  MD 

Charles  E.  Cook,  MD  Marvin  E.  Van  Hal,  MD 

Bruce  M.  Faust,  MD  George  G.  Susat,  MD 

4333  N.  Josey,  Plaza  I-Suitc  102,  Carrollton,  TX  75010.  214-492-1334 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheelcss,  MD 

Phillip  M.  Graehl,  MD 

9 Medical  Parkway,  Plaza  IV-Suite  308,  Farmers  Branch.  TX  75234,  214-241-5446 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl.  MD 

3500  130,  Bldg  C # 1 0 1 , Mesquite,  TX  75 1 50,  2 1 4-682- 1 307 

Charles  Mitchell,  MD  L.  T.  Johnson,  MD 

1010  N Belt  Line  Road,  Suite  101,  Mesquite,  TX  75149,  214-288-4429 
Cary  Tanamachi,  MD  Terry  M.  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76201,817-545-2596 
R.  Craig  Saunders,  MD 
8680  E.  Main  Street,  Firsco,  TX  75234 
Bruce  Douthit,  MD 

1441  Redbud,  Suite  #121,  McKinney,  TX  75069 

Bruce  Douthit,  MD  John  Prudich,  MD 

Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  210  226-2424 

DIRECTORY  RATES  & DATA;  Space  is  available  to  TMA  members  at  $80  per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of 5%  is  allowed  for  six 
months  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Denise  Kotson, 
TEXAS  MEDICINE,  401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the  month 
preceding  publication  month. 
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Opportunities  Available 

Cardiology 

INVASIVE  CARDIOLOGY  - Northeast  Texas.  Multi- 
specialty group,  echo,  nuclear,  pacemakers,  cath.  limited 
interventional.  Excellent  hospitals  with  cath  labs,  CCUs 
and  open  heart.  Call  coverage,  mid-size  town  with  400,000 
draw,  cultural  amenities  and  outdoor  recreation.  Call 
Melissa  McMurray  at  1-800-765-3055  for  details.  This 
won’t  last  long! 

Emergency  Medicine 

Clarksville, Texas:  Emergency  Medicine  career  opportunity 
at  a facility  located  in  the  beautiful  Piney  Woods  of  North- 
east Texas.  Enjoy  flexible  scheduling,  malpractice  insurance 
procurement  assistance,  and  the  luxury  of  no  on-call  respon- 
sibilities. ED  volume  is  about  6,000  annually  and  remunera- 
tion begins  over  $100,000.  For  confidential  consideration, 
please  call  Cheryl  Armstrong  at  1-800-745-5402  or  fax  CV 
to  214-484-4395. 

Dallas/Fort  Worth  area:  Emergency  Medicine  opportu- 
nities in  suburban  and  rural  communities  near  DFW.  Prac- 
tice in  beautiful  East  Texas,  quiet  West  Texas,  or  exciting 
North  Central  Texas.  Volumes  range  from  7,000  to  20,000 
annually  and  remuneration  is  competitively  set.  Flexible 
scheduling,  no  on-call,  and  professional  liability  insurance 
procurement  assistance.  For  more  details,  please  contact 
Cheryl  Armstrong,  Physician  Recruiter,  Coastal  Physician 
Services  of  the  West,  Inc.,  3010  LB)  Freeway,  Suite  1300, 
Dept.  SJY,  Dallas,  TX  75234.  1-800-745-5402  or  FAX 
214-484-4395. 

West  Texas:  Emergency  Medicine  practice  opportunities 
available  in  the  Panhandle  ofTexas.  Volumes  range  from  2,000 
to  45,000  with  remuneration  competitively  set.  For  more 
information,  contact  Cheryl  Armstrong  at  1-800-745-5402  or 
send/fax  CV  to  Coastal  Physician  Services  of  the  West,  Inc., 
3010  LBJ  Freeway,  Suite  1300,  LB#43,  Dept.  SJY,  Dallas,  TX 
75234.  FAX:  214-484-4395. 


TEXAS:  Austin-Temple  Area  Outstanding  ED 
staff  position  in  NEW  emergency  department  of 
well  respected  hospital.  Excellent  staff  and 
administration  support.  Within  1 hour  of  Austin. 
NO  state  income  tax.  Excellent  housing  choices. 
Close  to  lakes,  recreation  areas.  170K  range. 
Please  respond  to  Ad  Box  831,  Texas  Medicine, 
401  W,  1 5th  St.,  Austin,  TX  78701 , 


Vernon,  Texas:  Emergency  Medicine  opportunity  in  this 
charming  town  located  just  northwest  of  Wichita  Falls. 
Hospital  ED  is  modern  facility  seeing  7,000  patients  per 
year.  Most  major  specialties  are  represented  and  back-up  is 
outstanding  at  this  98-bed  facility.  Approximate  annual 
remuneration  begins  at  $110,880.  Professional  liability 
insurance  can  be  procured  on  your  behalf  Primary  as  well 
as  intermittent  physicians  are  needed.  Please  contact  Cheryl 
Armstrong  at  1-800-745-5402  or  fax/send  CV  to  Coastal 
Physician  Services  of  the  West,  Inc.,  Attn:  CA,  3010  LBJ 
Freeway,  Suite  1300,  Dept  SJY,  Dallas,  TX  75234. 

FAX:  214-484-4395. 


EXPERIENCE 

THE  STERLING  ADVANTAGE 


Highly 

competitive 

compensation 

packages 


Paid  Malpractice 
with  extended  coverage 

Discounted  Disability 

Continuing  Medical 
Education 

No  Restrictive  Covenants 

CALL 

800-874- 

Pat  Smith 


DEL  RIO  1 
FREDRICKSBURG  2 
NEW  BRAUNFELS  3 
SAN  ANTONIO  4 
LEWISVILLE  5 
DALLAS 
FT.  WORTH  6 
TERRELL  7 
CLEVELAND  8 
HOUSTON  9 
PASADENA  lO 
ANGLETON  11 
LAKE  JACKSON  12 
PORT  LAVACA  13 
ARANSAS  PASS  14 
WESLACO  IS 
ARLINGTON  16 
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EMERGENCY  MEDICINE 

• Flexible  Scheduling 

• No  "on  call"  obligations 

• Competitive  remuneration 

• Liability  insurance 
procurement  program 

CENTRAL  Texas:  Outstanding  ED  for  the 
BC/BP  primary  care  physician.  Excellent 
nurses.  New  facilities.  Remuneration 
starts  at  150K.  Incentive  plans  to  be 
discussed. 

Texas  Gulf  Coast:  Progressive 

hospital,  high  standard  of  care.  303  bed 
facility.  14,000  annual  patient  visits. 

EAST  TEXAS:  New  hospital  in  lovely 
community.  State-of-the-art  facilities. 
Enjoy  woods,  lakes,  and  excellent  school 
system. 

NORTH  HOUSTON  AREA 

THE  WOODLANDS:  27  miles  north  of 
Houston.  96  bed  facility,  state-of-the-art 
medical  equipment.  14,000  annual  visits. 
Remuneration  140K-150K. 

CONROE,  TEXAS:  Progressive  169  bed 
community  hospital.  27,000  annual  ED 
Visits.  30  minutes  north  of  Houston. 
Remuneration  approx.  200K 

Contact  Pat  Weidman  or  Sally  S. 

Williams  at  3010  LBJ  Frwy.,  Ste.  1300, 
Dallas,  TX  75234  or  call: 

1 -800-74S-S402 


Family/General  Practice 

If  you  want  to  be  in  Texas,  you  should  be  talking  to  us. 

Over  100  opportunities  available  throughout  the  state. 
From  Small  town  to  Major  metro,  we  have  it  all.  For 
specifics  about  opportunities  in  your  location  of  interest, 
contact  Practice  Dynamics,  11222  Richmond,  Suite  125, 
Houston,  TX  77082;  800/933-0911  or  (713)  531-0911. 


Family  Practice  physicians  needed. 

Up  to  $120,000  guaranteed,  excellent 
benefits,  signing  bonuses  at  some  sites. 
Opportunities  throughout  Texas  and 
nationally. 

Call  (800)  520-2028  for  details. 

CONSIDERING  YOUR  NEXT 
CAREER  MOVE??  Contact: 

Professional  Healthcare  Insource 
6900  Fannin,  Ste  250, 

Houston,  TX  77030 
800-289-5902;  fax  (713)  790-9333 

We  provide  recruitment  and  relocation 
assistance  nationally!! 

► Family  Practice 

► Internal  Medicine 

► Pediatrics 

Excellent  compensation  packages  with 
incentives,  marketing  support,  and 
more.  Other  openings  include  ORS, 
OB/GYN,  and  Neurosurgery. 

Call  us  TODAY  for  help  in  reaching 
your  career  objectives! 

FAMILY  MEDICINE  PHYSICIAN 

Board  Certified 

Needed  in  private  multidisciplinary 
practice  in  Humble,  Texas;  Excellent 
opportunity  for  Texas  licensed  physi- 
cian includes  benefit  package. 
Contact:  Georgia  Watts, 
International  Family  Medical  Center 
(713)  446-9333;  FAX  (713)  446-6143 

FAMILY  PRACTICE  PHYSICIAN  NEEDED  full- 
time to  share  prime  office  space  in  North 
Dallas.  B/E,  B/C  preferred:  HM0/PP0  affilia- 
tion a plus.  Reasonable  Rent;  Excellent  Staff; 
X-Ray/Lab/  and  Call  Coverage.  No  O.B.  Call: 
Gabriel  Fried,  MD  at  (214)  387-0155  or  mail 
C.V.  to:  Family  Medical  Center,  15111 
Preston  Road,  Ste  103,  Dallas,  TX  75248. 

AUSTIN,  TEXAS 

Physician  needed  two  days  weekly 
exclusively  treating  obese  patients  in 
consultation  with  Psychologist 
in  private  medical  practice. 

Direct  inquiries  to:  Administrator 
Bariatric  Medicine  Clinic  of  Austin 
P.O.  Box  49193 

Austin,  Texas  78765 

Houston:  (713)  974-5357 

RESIDENCY  PROGRAM 
DIRECTOR 


A new  community-based  Family  Practice 
Residency  Program  affiliated  with  the 
Texas  A&M  University  Health  Science 
Center  College  of  Medicine  seeks  its 
founding  program  director  for  an  exciting 
leadership  opportunity.  We  plan  18  resi- 
dents with  the  first  class  of  six  starting  in 
July  1997.  The  residency  enjoys  wide  sup- 
port from  local  physicians,  the  medical 
society,  county  health  department,  both 
community  hospitals,  a large  HMO  clinic 
and  the  University.  The  Texas  A&M 
University  Health  Science  Center  College 
of  Medicine  is  nationally  recognized  for 
the  high  percentage  of  graduates  entering 
primary  care  and  its  diverse  academic 
and  educational  resources. 

Bryan/College  Station  is  a rapidly  grow- 
ing university  community  of  150,000 
located  in  east-central  Texas.  Excellent 
schools,  recreational  resources,  and  easy 
access  to  Austin  and  Houston  make  this 
an  ideal  environment  for  family  life. 

Candidates  must  be  board  certified  in 
Family  Practice,  eligible  for  licensure  in 
the  State  of  Texas,  and  possess  superior 
communication  and  administrative  skills. 
Previous  experience  as  a residency  direc- 
tor or  assistant  director  and  obstetrical 
practice  preferred.  This  position  will 
allow  significant  personal  influence  in 
program  development.  We  offer  an  excel- 
lent salary  and  benefit  package  with 
appointment  in  the  College  of  Medicine. 

Please  send  CV  to  Chair,  Search 
Committee,  Office  of  the  Dean,  Room 
147,  Reynolds  Medical  Building,  Texas 
A&M  University  Health  Science  Center 
College  of  Medicine,  College  Station, 
Texas  77843-1114,  (409)  845-3431;  E-mail: 
khester@tamu.edu,  AA/EEO. 


FAMILY  PRACTICE 

IF  YOU  WANT  TEXAS  new,  attractive  FP 
group  openings  in  Denton,  San  Antonio, 
Plano;  major  hospital  affiliations;  attractive 
income  guarantees;  reply  confidentially  to 
Phil  Kelbe,  Fox  Hill  Associates, 

(800)  338-7107;  Fax:  (414)  785-0895. 
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Family/General  Practice 


SAN  ANTONIO,  TEXAS  - Outstanding 
opportunity  for  BC/BE  general  surgeon  and/or 
internist  in  beautiful  San  Antonio.  Presently 
adding  to  staff  of  multispecialty  clinic  with  satel- 
lite office.  Adjacent  to  major  hospital  center. 
Fee-for-service  and  several  managed  care  plans. 
Contact:  Leroy  Kitch,  Skinner  Clinic,  124  Dallas 
S„  San  Antonio,  TX  78205.  PH:  210-224-1771. 


AUSTIN,  TEXAS 
The  City  of  Austin, 
Texas/Travis  County 
Health  and  Human 
Services  Department 


Has  excellent  opportunities  for  Family 
Physicians  to  provide  care  in  Women’s 
Health,  Pediatric,  and  Adult  in  commu- 
nity based  clinics.  Benefits  include 
vacation,  sick,  and  holiday  pay,  paid 
malpractice  insurance,  memberships 
and  CME  allowance. Contact: 

Phil  Brown,  Recruiter 
2100  E.  St.  Elmo 
Austin,  TX  78744 
512-707-3288 
512-707-5403  FAX 
1-800-299-0265 


UNIVERSITY  HEALTH  SERVICES 
PHYSICIAN  for  Stephen  F.  Austin  State 
University  — serving  12,000  students  with 
outpatient  care,  Monday  thru  Friday,  8 am-5 
pm.  Prefer  applicants  with  1 ) MD  or  DO  from 
approved  Medical  College,  2)  Health  educa- 
tion, and  3 year  primary  care  experience,  3) 
Sports  medicine  subspecialty.  Must  have  cur- 
rent Texas  license.  Send  inquiries  to:  Dr. 
Robert  Eanes,  P.O.  Box  13058,  SFA  Station, 
Nacogdoches,  TX  75962  or  call  409-0468-4008, 
409-468-1058  TDD/V.  EO/AAE. 


FAMILY  PRACTICE  OPPORTUNITIES 


West  Texas  and  Eastern  New  Mexico 

A variety  of  family  practice  openings 
are  available  throughout  West  Texas 
and  eastern  New  Mexico  within  a one 
to  two  hour  radius  of  Lubbock.  As  a 
salaried  physician,  you  will  have  an 
outstanding  benefit  package,  good  call 
coverage,  and  the  financial  backing  of  a 
major  not-for-profit  healthcare  corpo- 
ration. Compensation  packages  range 
from  $130,000  to  $150,000  for  family 
practitioners  and  up  to  $200,000  for 
family  practitioners  who  are  willing  to 
do  obstetrics.  Several  of  the  positions 
available  qualify  for  loan  repayment. 
For  further  details,  contact: 

Andrew  Johns 

Sterling  Physician  Services  of  America 
2000  Warrington  Way,  Suite  250 
Louisville,  Kentucky  40222 
1-800-626-1857,  ext.  237 
FAX:  502-426-0037 


Growing  multidisciplinary  North  San  Antonio  office 

seeking  energetic,  open-minded  internal  medicine  or  fam- 
ily practice  physician  for  full  time  employment.  This  posi- 
tion represents  an  excellent  income  opportunity.  Many 
patients  will  be  provided  due  to  an  existing  patient  base. 
Benefits  and  salary  are  negotiable,  depending  on  experi- 
ence and  productivity.  Please  contact  Dr.  James  Strader  at 
(210)  492-8898.  FAX:  (210)  492-2859. 

INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an  affili- 
ate of  The  University  of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas.  Must  be  board  certified  or  have  met  the  edu- 
cational requirements  to  be  certified  by  the  American  Board 
of  Family  Practice.  Obstetrical  training  (or  experience) 
desired.  Duties  may  include  teaching,  direct  patient  care, 
and  research.  Send  C.V.,  cover  letter,  and  3 letters  of  refer- 
ence to  D.  Clifford  Burross,  MD,  Wichita  Falls  Family 
Practice  Residency  Program,  1301  Third  St.,  Wichita  Falls, 
TX  76301.  An  Equal  Opportunity  Employer. 

Physician  Opportunity  is  available  in  Dallas/Fort  Worth. 
Low  stress,  office  based  practice.  No  nights,  no  emergen- 
cies, and  no  hospital  work.  Paid  malpractice.  M-F.  Lucra- 
tive salary  and  benefits.  Call  Lisa  Cole  at  1-800-254-6425, 
or  fax  CV  to  214-256-1 181. 

GENERAL  PHYSICIAN  III  - Mexia  State  School  is  seek- 
ing general  physicians  to  join  six  physician  staff.  Starting 
salary  of  approximately  $96,000.  Excellent  benefits.  EEO/AA 
employer.  Contact  Frederick  Grover  @ 817-562-2821  ext. 
721  OR  fax  to  817-562-7932. 


Medical  Director-Hyperbaric  Medicine 
Center:  Assistant  Medical  Director 
position  available,  Hermann  Center  for 
Hyperbaric  Medicine  and  Hermann  Center 
for  Wound  Healing,  with  Assistant 
Professorship  in  Department  of 
Anesthesiology.  Need  M.D.  who  enjoys 
patient  care  and  clinical  m 'ch  for  a busy 
multiplace,  tri-lock,  hype  uric  chamber 

associated  with  a Ic  aOv  ,nd  center  and 
mulitdisciplinary  re-  -pporfunities  locat- 

ed in  Texas  Me  /*JFunter.  Duties  include 
evaluating  and  m gina  problem  wounds, 
treating  decompression  illness  in  divers,  and 
being  involved  with  clinical  research  trials. 
Must  be  Board  Certified  or  Eligible  (Internal 
Medicine,  Family  Practice,  Emergency 
Medicine,  Aerospace/Occupational 
Medicine  or  Anesthesia).  Excellent  support 
staff.  Send  CV  to  Dr.  Caroline  Fife,  HCHM, 
64  1 1 Fannin,  Houston,  TX  77030.  The 
University  of  Texas  Health  Science  Center  is 
an  equal  opportunity  employer.  Women  and 
minorities  are  encouraged  to  apply. 


TALK  TO  TEXAS 
with 

Texas  Medicine 
Classifieds 

Fax  or  phone  in  your  ad  to 
Texas  Medicine  with  your 
Visa  or  Mastercard  number. 


For  more  classified 
advertising  information  call 
the  Texas  Medical  Association 
Advertising  Department  at 
(512)  370-1382 
FAX  (512)  370-1632. 


72 


TEXAS  MEDICINE  ★ JULY  1995 


Classified  Directory 


Family/General  Practice 


Practice  Opportunities 


Academic  Positions  (in 
Family  Practice  and 
Internal  Medicine) 
Cardiology 

Correctional  Medicine 
Dermatology 
Family  Practice 


Physician 
Resource 
Network 


Hematology/Oncology 

Internal  Medicine 

Obstetrics/Gynecology 

Orthopaedic  Surgery 

Pediatrics 

Psychiatry 

Radiology 


Endorsed  by  the  TEXAS  MEDICAL  ASSOCIATION 
(817)  431-9679  • (800)  525-6055  • Fax  (817)  431-2317 
1342  Johnson  Road  • Keller,  Texas  76248-4205 


SEARCH  AND  PLACEMENT 


I M (•JCf: 


PHYSICIAN  MANPOWER  NEEDS  ANALYSIS 


Internal  Medicine 

BC/BE  IM  for  Omaha,  NE  - 130K+,  1:4  call,  prefer  Span- 
ish speaking  female.  Call  now  for  details:  800-320-2028. 

Growing  multidisciplinary  North  San  Antonio  office 

seeking  energetic,  open-minded  internal  medicine  or  fam- 
ily practice  physician  for  full  time  employment.  This  posi- 
tion represents  an  excellent  income  opportunity.  Many 
patients  will  be  provided  due  to  an  existing  patient  base. 
Benefits  and  salary  are  negotiable,  depending  on  experi- 
ence and  productivity.  Please  contact  Dr.  James  Strader  at 

(210)  492-8898.  FAX:  (210)  492-2859. 


Medical  Service  - Biloxi  VA  Medical 
Center  seeks  a BC/BE  General  Internist  for 
full-time  hospital  practice,  strong  specialty 
support,  U.S.  citizenship  or  permanent  res- 
idency status,  license  in  any  state  required. 
We  are  located  on  the  beautiful  Gulf  Coast, 
a short  drive  from  New  Orleans  on  the 
West  and  Mobile  on  the  East.  The  Biloxi  VA 
Medical  Center  is  a 593-bed  two-division 
facility  affiliated  wtih  Tulane  University, 
Louisiana  State  University  and  University  of 
South  Alabama  Medical  Schools.  Contact 
Michael  F.  Macken,  MD,  Chief,  Medical 
Service,  VA  Medical  Center,  Biloxi,  MS 
39531  or  call  601/385-5795.  VA  is  an  Equal 
Opportunity  Employer. 


AUSTIN,  TEXAS  - Excellent  opportunity  for 
BC/BE  INTERNIST  to  join  well  established 
10-physician  group  practice.  Offers  partner- 
ship/ownership with  decision  making 
responsibilities.  Guaranteed  first  year  salary, 
401K,  Keogh,  health  and  dental  insurance, 
paid  vacation  and  CME  time  plus  other  excel- 
lent benefits.  Not  only  will  you  have  the 
opportunity  to  join  one  of  Austin's  premier 
medical  groups,  you  will  also  be  able  to  take 
full  advantage  of  the  numerous  cultural  and 
recreational  activities  our  wonderful  city  has 
to  offer.  FAX  CV'S  TO  D.  THORP,  PRAC- 
TICE ADMIN.,  (512)  454-0704. 
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Internal  Medicine 


Locum  Tenens 


Internal  Medicine  physicians  needed. 

Up  to  $120,000  guaranteed,  excellent 
benefits,  signing  bonuses  at  some  sites. 
Opportunities  throughout  Texas  and 
nationally. 

Call  (800)  520-2028  for  details. 


EAST  TEXAS  - P remier  internal  medicine  group. 
$110,000  guarantee  plus  benefits.  Call  of  1 in  8.  Partner- 
ship after  2 years.  Top-notch  schools.  Safe  family  commu- 
nity. Lakes  and  outdoor  activities.  90  miles  to  Dallas.  Con- 
tact Patience  Schock,  1-800-765-3055;  (314)  725-1892. 


INTERNAL  MEDICINE  AND  FAMILY  PRAC- 
TICE, BOARD  CERTIFIED  OR  BOARD  ELI- 
GIBLE, UNIQUE  OPPORTUNITY  WITH 
PRIMARY  CARE  GROUP  to  provide  hos- 
pital inpatient  care  (Baylor  University 
Medical  Center,  Dallas)  or  office  outpa- 
tient services,  depending  on  physician 
preference  for  hospital  or  office  practice 
This  position  requires  no  on-call  responsi- 
bility. Other  attractive  opportunities  in 
suburban  areas  of  Dallas/Fort  Worth.  Very 
attractive  compensation  package  includes 
salary,  plus  benefits  to  include  profes- 
sional liability  insurance,  major  medical 
and  term  life  insurance,  two-weeks  paid 
vacation,  one-week  paid  CME  time,  a 
$2000  CME  allowance,  a retirement  pro- 
gram, and  financial  incentives  to  promote 
individual  achievement  and  group  goals. 
This  is  a physician-managed  group.  For 
additional  information,  contact  Brenda 
Lancaster,  TPCA,  do  EmCare,  1717  Main 
Street,  Suite  5200,  Dallas,  TX  75201; 
21 4/712-2018  or  800/527-21 45 


BC/BE  Family  Practice  or  Internal  Medicine  to  join 
5-member  multi-specialty  group  in  San  Antonio,  Texas. 
Mild  weather,  good  benefits.  Contact:  Mr.  Leroy  Kitch  @ 
(210)  1771. 


SAVE  YOUR  LEAP  OF  FAITH  FOR  THE  BUNGEE  JUMP. 


When  you  practice  medicine  as  part  of  the  CompHealth  locum  tenens  physician  network,  all 
the  options  are  yours.  Because  we  have  more  practice  opportunities  in  more  places  than  any- 
one else.  Full-time  or  part  time.  For  a week  or  a year.  To  seriously  explore  your  oppor- 
tunities, or  just  enjoy  sidestepping  the  administrative  headaches  and  politics  that  can  take  all 
the  tun  out  of  practicing  medicine. 

We  have  outstanding  short-  and  long-term  locum  tenens  assignments,  trial  practice  options, 
and  permanent  placement  opportunities  available  all  across 
the  country.  And  our  personal  service  makes  it  easy.  Call 
today  to  hear  more  about  your  options.  Take  the  plunge! 

800-328-305  I 


CDnpHeaini 

Your  Health  Care  Resource 


DOMESTIC  & OVERSEAS 
OPPORTUNITIES 

PRI  is  a Houston  based  company  with 
Domestic  and  International  clients  seek- 
ing Internists  and  Family  Practitioners 
for  short  or  long  term  Locum  Tenens 
assignments.  Current  openings  exist  in 
Indonesia,  Antarctica,  Saudi  Arabia, 
Hawaii  as  well  as  throughout  the  Gulf 
Coast  region.  PRI  offers  exceptional 
hourly  rates,  friendly  personalized  service 
and  weekly  payments.  Call  Cynthia  at 
800/522-7707  or  713/522-5355  for  more 
information. 


PHYSICIAN’S  VACATION 
HOME  EXCHANGE 

WORLD  WIDE  LOCATIONS 
Call  or  write  for  free  brochure 
548  Mary  Esther  Cutoff,  Ste.  312 
Ft.  Walton  Beach,  FL  32548 
Phone:  800-839-8956 
Fax:  904-651-3786 
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Locum  Tenens 


I rat  rim 

Physicians® 

In  Texas  since  1982 

Helping 

provide  continuity 
of  patient  care. 

B*  Locum  Tenens 

B^  Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/QYN 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Plan  ahead,  call  today I 

1-800-531-1122 


IF  YOU  HAVE  CANCER, 
WE  CAN  HELP. 

IF  NOT, 

YOU  CAN  HELR 


l-tOO-ACS-2345 


k 


AMERICAN 

CANCER 

SOCIETY 


© 1994  American  Cancer  Society 
313.28 


• Nationwide  Locum 
Tenens  Staffing. 

• Highly  qualified,  dedicated 
physicians. 

• Personal  attention  from 
our  experienced  locum 
tenens  professionals. 

• Fair  client  rates  & excellent 
physician  compensation. 


ISSUE 


DEADLINE 


September  1995  August  1,1995 
October  1995  September  1,1995 
November  1995  September  29, 1995 
December  1995  November  1,  1995 
January  1996  December  1,  1995 
February  1996  December  29,  1995 


Neonatology 


NEONATOLOGY  COVERAGE  NEEDED 


Arlington  Medical  Center,  located  in  Arlington,  Texas,  is  soliciting  proposals  for 
Neonatology  coverage  for  the  Departments  of  Obstetrics  and  Nursery. 
Arlington  Medical  Center  is  licensed  for  287  beds.  The  Department  of 
Obstetrics  has  experienced  steady  growth  since  the  service  was  begun  in  1985; 
and  had  1,755  deliveries  this  past  year.  This  growth  has  necessitated  plans  for 
the  expansion  of  the  Departments  of  Obstetrics  and  Nursery,  including  upgrad- 
ing its  Neonatal  service,  all  to  be  completed  in  1995. 

A copy  of  the  Request  for  Proposal  (RFP)  can  be  obtained  by  notifying: 

Arlington  Medical  Center 
3301  Matlock  Road 
Arlington,  Texas  76015 
(Tel)  817-472-4850 

Attn:  Chief  Executive  Officer 

Written  proposals  are  to  be  submitted  no  later  than  July  31,1 995. 
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Ob/Gyn 

Houston  suburbs,  Dallas  suburbs,  San  Antonio,  East 
Texas,  Panhandle, Valley,  Coastal,  -SSG,  partnership,  and 
solo  with  cross  opportunities  available.  Base  salaries  from 
140K  to  21  OK  plus  incentives  and  benefits.  For  details,  con- 
tact Practice  Dynamics,  1 1222  Richmond,  Suite  125,  Hous- 
ton, TX  77082;  800/933-0911  or  (713)  531-0911. 

Orthopedics 

SOUTH  TEXAS:  General  Orthopedics/Sports  Med- 
cine.  Fastest  growing  area  in  TX.  University,  diverse  cul- 
tural/recreational activities.  Guarantee,  incentives,  coverage. 
Call  or  send  C.V.  to  Jane  Vogt,  800-765-3055,  222  S.  Cen- 
tral, Suite  700,  St.  Louis,  MO  63105.  FAX:  314-726-3009. 

Pediatrics 

CORPUS  CHRISTI  - BC/BE  Pediatrician  needed  for 
Ambulatory  Pediatrics  faculty  position  at  childrens  hospital 
with  approved  residency.  Active  Adolescent,  Behavioral, 
General  services.  Contact  James  L.  Lukefahr,  MD,  Driscoll 
Children’s  Hospital,  PO.  Box  6530,  Corpus  Christi,  TX 
78466;  512-850-6418;  FAX  512-851-6867. 


Pediatricians  needed. 

Up  to  $120,000  guaranteed,  excellent 
benefits,  signing  bonuses  at  some  sites. 
Opportunities  throughout  Texas  and 
nationally. 

Call  (800)  520-2028  for  details. 


PEDIATRICS  (Dallas,  TX).  Several  desirable  practice 
opportunities  currently  being  developed  in  Dallas/Fort  Worth 
Metroplex  area  including  a unique  opportunity  with  primary 
care  group  providing  inpatient  coverage  for  Baylor  University 
Medical  Center.  Very  attractive  compensation  package 
includes  salary  of  $120,000  plus  benefits  and  financial  incen- 
tives to  promote  individual  achievement  and  goals.  The  posi- 
tion requires  inpatient  and  outpatient  care.  This  is  a physician 
managed  group  with  strong  Baylor  affiliation.  For  additional 
information,  contact  Brenda  Lancaster,  Texas  Primary  Care 
Associates,  1717  Main  Street,  Suite  5200,  Dallas,  TX  75201, 
or  call  toll  free  800/527-2145,  or  in  Dallas  712-2018. 

SSG  in  north  suburban  location  seeks  4th  pediatrician. 
Competitive  compensation  package.  For  details,  contact 
Practice  Dynamics,  11222  Richmond,  Suite  125,  Houston, 
TX  77082;  800/933-091 1 or  (713)  531-0911. 
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Radiology 

A full-time  Radiologist  is  needed  August  I,  1995 
for  the  imaging  section  of  the  Department  of 
Veterans  Affairs,  Austin  Satellite  Outpatient  Clinic, 
Austin,  TX.  All  routine  x-ray,  fluoroscopic  and 
ultrasound  examinations  are  performed  at  the 
clinic.  Excellent  working  conditions  without  night 
or  weekend  call.  Benefits  include  30  vacation 
days  and  15  sick  days  annually,  continuing  edu- 
cation coverage,  malpractice  coverage,  excellent 
retirement  plan,  health  and  life  insurance.  Austin 
is  the  capital  of  Texas  with  no  state  income  tax. 
Interested  individuals  should  fax  or  send  a CV  to 
Joanne  J.  Malina,  MD,  Chief  Medical  Officer,  Austin 
Satellite  Outpatient  Clinic,  2901  Montopolis  Drive, 
Austin,  TX  78741.  Phone  (512)  389-7118; 

Fax  (512)  389-7145. 


We  cover  vour. 


RADIOLOGY 

I.IJJ.UI.UJJ 
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1-800-523-9955 
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Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 


(In  all  specialties) 

Texas  & Sunbelt  States 

Call  1-800-284-4560  / Houston  713-493-2797 


Or  send  CV  to: 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  713-493-2234 


Reuben 

Bronstein 

& Associates 


SEEKfNG -TWO [ANESTHESIOLOGISTS 

MD/CRNA  Group  currently  expanding. 
NO  Cardiac  Surgery. 

A.L.  Shaw 

Anesthesiology  Associates,  MDPA 

101  West  Allen  Avenue 
Fort  Worth,  Texas  76110 
(817) 921-2598 
(817)923-0935 


EXCITING  PHYSICIAN 
OPPORTUNITIES  AVAILABLE 


We  are  seeking  Board  Certified  or  Board 
Eligible  Family  Practice,  Internal 
Medicine,  and  Pediatric  Physicians  to 

join  our  team  in  San  Antonio.  San 
Antonio,  one  of  the  nation’s  10  largest 
cities,  has  a wide  variety  of  benefits  to 
offer:  warm  climate,  friendly  people, 
numerous  theme  parks,  beautiful  lakes 
and  hill  country  within  minutes  from  met- 
ropolitan area;  all  the  advantages  of  a 
large  city  but  with  a small  town  atmos- 
phere. We  offer  the  opportunity  for  you 
to  practice  medicine  while  we  take  care 
of  the  administrative  hassles.  We  provide 
the  setting,  employees,  and  equipment.  If 
you  have  previous  experience  in  Primary 
Care/Preventive  Medicine  setting  and 
would  like  a schedule  that  includes  mini- 
mal nights,  weekends  or  holidays,  an 
excellent  salary  and  strong  benefits  pack- 
age, please  fax  your  curriculum  vitae  to 
ATTN:  Wally  Rich,  Physician  Recruiter 
(210)  617-1940  or  mail  C.V.  to:  Humana 
Health  Care  Plans,  Suite  370,  8431 
Fredericksburg  Road,  San  Antonio,  Texas 
78229.  We  hope  to  hear  from  you  soon. 


Classified  Directory 


Other  Opportunities 


Ambulatory 
Preventive  Medicine 


The  Tarrant  County  Health 
Department  is  seeking  board  eli- 
gible/certified physicians  in  the 
fields  of  public  health  & preven- 
tive medicine  and  family  medi- 
cine with  public  health  experi- 
ence. This  position  entails  clinical 
practice  and  program  manage- 
ment/oversight. Research 
opportunities  are  available. 

A generous  compensation 
package  is  provided  with  over 
30-days  paid  leave.  The  Fort 
Worth/Tarrant  County  Health 
Departments  are  the  most  inno- 
vative and  dynamic  in  Texas. 
Join  our  dedicated  health 
teams  for  a rewarding  career  in 
serving  the  community. 

Send  CV  to: 

Alecia  Hathaway,  MD,  MPH 
Fort  Worth/Tarrant  County 
Health  Departments 
1800  University  Drive 
Fort  Worth,  TX  76107 
(817)  871-7208 

© 

Fort  Worth/Tarrant  County  Health  Department 


University  Health  Service  Campus 

of  25,000  seeks  physician  to  join  an  eight- 
member  medical  staff  to  provide  health  care 
to  students.  On-site  laboratory,  x-ray,  and 
pharmacy  facilities.  Nutritional, 
orthopaedics,  dermatology,  gynecology, 
and  health  education  services  also  avail- 
able. 40  hour  work  week  with  no  call  or 
weekends.  Salary  is  $75,000  - $80,000 
plus  benefits,  based  on  years  of  experience. 
BC/BE  preferred  but  not  essential.  Contact 
Dee  Jackson,  Associate  Director,  3601  4th 
Street,  Thompson  Hall,  Lubbock,  TX  79430, 
(806)  743-2860,  FAX  (806)  743-1071. 
EEO/AA  EMPLOYER. 


Hendrick  Medical  Center 

Leading  medical  center  in 

Texas  Midwest  offers  you  an 
exciting  opportunity  in  the 
following  specialties: 

• Family  Practice 

• Pediatrics 

• Internal  Medicine 

• Rheumatology 

• Medical  Oncology 

• Nephrology 

• Neurosurgery 

• Physiatry 

Send  C.V.  to  Laura  Minor 
Physician  Recruitment 
Coordinator 

Hendrick  Medical  Center 
Abilene,  Texas  79601 
(915)  670-3528  /fax  (915)  670-2293 

PRACTICE  OPPORTUNITIES 

Openings  nationally  in  ALL  specializa- 
tions. Excellent  salary  and  benefit  pack- 
ages including  partnership  opportunities, 
100%  paid  malpractice,  moving  and  relo- 
cation expenses,  license  assistance,  up  to 
six  weeks  paid  vacation.  On-site  interview 
expenses  paid.  Toll  free  24  hours:  (800) 
759-0104.  Send  CV  to:  La  Salle  Medical 
Group,  2708  N.  68th  Street,  #2-357, 
Scottsdale,  Arizona  85257  or  FAX  to:  (602) 
242-2298. 

DALLAS,  TX  - Phy  sician  needed  for  pleasant,  low  stress, 
office-based  practice.  No  nights,  call,  hospital,  obstetrics,  or 
emergencies.  Regular  office  hours.  Paid  malpractice.  Please 
call  W.  Max  Frankum,  MD  at  214-484-8008. 


Beautiful  TEXAS 
Hill  Country! 

One  of  most  desirable  locations  in  Texas! 
Seeking  BC/BE  or  Eligible  Internist  to  join  one 
of  most  well-established  & respected  clinics  in 
town! 

Excellent  support  staff,  brand  new  community 
hospital,  peers  earning  S200K+  PLUS  benefits! 
Excellent  1 :6  call! 

Fantastic  recreational  opportunties! 


Call  Today! 
CLINT  SCOTT 
1-800-235-6745 

or  fax  your  CV  in  confidence  to 
(214)484-9048 


FOR  SALE  OR  LEASE 

Office  Space 

PLANO:  URGENT  CARE/FP  PRACTICE  has  extra 
space.  Part-time/Full-time  space  available.  Staff,  Utilities. 
Dr.  Rakkar  (214)  596-1003. 

Recently  vacated  medical  suite  available  in  W.  Hous- 
ton/Bear Creek  area.  1910  square  feet  at  Competitive  Rate. 
Vickie  Lyons  (713)  558-0011. 

Practices 

PLANO.TX:  Family  Practice  for  sale.  15  years  old.  Lab,  X- 
Ray,  Drug  Testing.  Private  Pay  and  Managed  Care.  Trained 
Staff.  Inexpensive.  Fred  Lehman  (903)  893-9678. 

Medical  Equipment 


DO  YOU  WANT  RELIEF  FROM 
FOOT,  BACK,  OR  LEG  PAIN?? 
TRY  ALZNER  ORTHOTICS!! 

These  flexible  shoe  inserts  align  the  bones, 
ligaments,  muscles  & tendons  of  your  feet, 
providing  pain  relief  & biomechanical  stability 
to  your  body  Call  Now  for  your  FREE 
measuring  kit  and  brochurel! 

QUICK  BALANCE,  USA 
TOM  AND  PAM  QUICK 
13237  MONTFORT,  STE  207 
DALLAS,  TX  75240 
(800)  508-8130 
FAX:  (214)  991-2616 

DEMONSTRATED  AT  ANNUAL  SESSION!! 
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Business  and  Financial  Services 


Ambulatory  Surgical 
Center  Consultants 


Team  of  physician,  architect  and  medical 
consultant  will  help  you  develop  your  own 
Medicare  approved  Ambulatory  Surgical  or 
Specialty  Facility.  Contact  Connie  Burk  @ 
(817)  335-5421  or  write  420  S.  Henderson, 
Ft.  Worth,  TX  76104. 


FINANCIAL  SERVICES 


PHYSICIAN’S  SIGNATURE  Loans 

Borrow  up  to  $50,000  unsecured  through 
Physicians  Services  Association,  a division 
of  Trust  Company  Bank.  Since  1891,  Trust 
Company  has  continued  its  heritage  of 
steady  growth  by  extending  consistently 
prompt,  courteous  and  professional  service 
to  our  customers.  Simply  call  to  check  the 
features  of  our  Physicians  Signature  Loan 
Program.  (Special  interest  only  payments 
for  in-training  and  new  practitioners:  may 
qualify  for  up  to  6 years  to  repay).  TOLL 
FREE  (800)241-6905  ATLANTA,  GA. 


Legal  Services 


UW  OFFICES  OF 
ROBERT  V.  WEST,  M.D. 
ATTORNEY  AT  LAW 

910  LAVACA 
AUSTIN,  TEXAS  78701 
(512)  479-1399 
(800)  999-9177 
FAX  (512)  478-7731 

1250  N.E.  LOOP  410,  #805 
SAN  ANTONIO,  TEXAS  78209 
(210)  828-4218 
FAX  (210)  822-5557 


Travel  & Leisure 

Bed  & Breakfasts/Inns 

THEE  HUBBELL  HOUSE:  1-800-227-0639-  Winns- 
boro,  Texas,  2 Acre  Plantation  Estate,  12  Bedrooms-all  pri- 
vate baths,  10  Lakes,  7 Golf  Courses,  100  Antique  Shops, 
Candlelight  Dinners,  Private  Spa  House. 


In  the  HEART 
of 

Fort  Worth's 
Medical  District 

Luxury  and  Elegance 
Private  Rooms 
Private  Baths 
All  Amenities 


Privacy 


THE 

TEXAS  WHITE  HOUSE 

(Red  and  ^Bfieahjpst 

(817)  923-3597 

Educational  Opportunities 


Join  TMA  members  on  a cruise  that  traces  the 
historical  time  line  from  age-to-age  on  a 12-night 
cruise  ot  the  Mediterranean  and  Adriatic  Seas. 
This  voyage  will  take  you  from  Barcelona,  Spain 
to  Venice,  Italy.  Departure  dates:  September  9-22, 
1995.  Continuing  Medical  Education  offered. 
Contact  Jeanette  Prentice,  800  880-1300, 
extension  1565. 


ULTRASOUND  EDUCATION, Category  I CME:  Spe- 
cialties of  OB/GYN,  Urology,  Family  Practice,  F.mergency 
Medicine,  Endocrinology,  and  Abdominal.  Contract  courses 
can  be  brought  to  your  location,  minimum  enrollment 
required.  Call  1-800-239-1361  for  more  information  and/or 
a free  catalogue.  Advanced  Health  Education  Center,  8302 
Tybor  Street,  Houston,  TX  77074. 


Advertising  Rates  & Data  - Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos, 
and  borders  may  be  used  in  display  classified  ads.  Discounts 
are  available  for  display  classified  ads  5 inches  and  larger. 

TMA  members  receive  a 10%  discount  for  advertising  with 
Texas  Medicine.  Ad  box  numbers  can  be  substituted  for  for- 
mal addresses  upon  request  at  no  extra  cost.  Name  and 
address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  1st  of  the 
month  (or  the  closest  business  day)  preceding  publication. 
Send  copy  to  Denise  Kotson,  Assistant  Advertising  Man- 
ager, Texas  Medicine,  401  West  15th,  Austin,  Texas  78701. 


Advertising  Directory 

Aberdeen  Medical  Insurance  Serv.  15 

Avis  Rent-A-Car After  1 6,  1 7 

Autoflex  Leasing Inside  Front  Cover 

CompHealth  74 
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49 

Interim  Physicians  75 

McNabb,  Douglas  41 

Medical  Control II 

Medical  Protective  Company 5 

Medstaff  National  Medical  Staffing  49 

National  Car  Rental After  32 

Physician  Resource  Network  73 

Physicians  Unlimited 75 

Scott  & White  Back  Cover 

Texas  Medical  Association  Insurance  Trust  . . 


Texas  Medical  Liability  Trust 

Inside  Back  Cover 


Texas  Society  of  Medical  Assistants 16 

The  Sterling  Group  70 

Timberiawn  Psychiatric  Fiospital  23 
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Publication  of  an  advertisement  in  Texas  Medicine  is  not  to 
be  considered  an  endorsement  or  approval  by  the  Texas 
Medical  Association  of  the  product  or  service  involved. 
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Tolls  add  up  on  The 
information  superhighway. 


Get  unlimited  access 
for  a limited  cost. 


Texas  Medical  Association  members  now  can  get  unlimited  online  access  to  National  Library 
of  Medicine  databases,  including  MEDLINE,  for  an  annual  fee  of  $200.  The  flat  rate  means 
significant  savings  if  you  travel  the  information  superhighway  more  than  one  hour  a month 
searching  the  biomedical  literature. 

In  addition  to  unlimited  online  access  for  one  year,  you  receive: 

■ User-friendly  Grateful  Med  software  to  help  map  out  your  searches  and  speed  you  on  your  way. 

■ The  newsletter  Gratefully  Yours  to  point  out  the  best  short  cuts  and  guideposts. 

■ Access  to  a service  that  allows  you  to  request  copies  of  the  articles  you  locate. 

Get  more  mileage  out  of  your  computerized  searches.  Take  the  direct  route  to  saving  time 
and  money  when  you  venture  online.  Call  (800)  880-1300,  Ext.  1552  for  more  information 
about  unlimited  access  for  a limited  cost  or  Grateful  Med. 


TexasMedical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


BackTalk 


Question 


“A  lexander  the  Great.  He’s  probably  the  most 


.outstanding  man  I’ve  ever  read  about.’’ 


Francis  E.  McIntyre,  MD,  72 

family  practice , Austin 


“C.  Garcia  Marquez,  M.  Crighton,  P.  Domingo, 


A.  Romero,  O.  Stone,  N.  Mandela,  Y. 
Arafat,  K.  Vonnegut,  and  C.  Bartoli.  Some  of  the  above  are 
inspirations  of  tenacity  and  firm  believers  of  their  cause. 
They  are  not  afraid  to  fulfill  their  destiny.  Others  inspire  in 
me  the  creativity  and  positive  pleasure  now  ever  so  rare. 
Meals  should  be  prepared  by  my  son  Sergio  II,  A.  Ducasse, 
G.  Blanc,  and  P.  Boucus.  Champagne  by  D.  Perignone. 
Cigars  by  Cohiba  (lanceros)  and  Hoyos  de  Monterrey 
from  Cuba.  Other  guests  must  include  my  sons  Erick  and 
Francisco  and  my  wile,  Mary  Anne. 


Sergio  Sanchez-Zambrano,  MD,  56 

cardiology,  Cleburne 


*6 


y male  guest  would  be  Randy  Galloway,  sports 
columnist  lor  The  Dallas  Morning  News.  He  is 
opinionated  and  funny.  My  female  guest  would  be  Cokie 
Roberts,  ABC  newswoman  and  National  Public  Radio 
commentator.  She  is  bright,  pretty,  and  knowledgeable 
about  politics  — and  never  rude.” 


David  C.  Craig,  MD,  52 

ophthalmology,  Henderson 


44^  igmund  Freud,  Adolf  Myer,  Carl  Gustav  Jung, 
Eugen  Bleuler,  and  Alfred  Adler.  I’d  like  for 
them  to  join  me  in  a wine  house  dinner  in  the  Grinzing 
area  of  Vienna  to  discuss  the  BHS  (that’s  the  battered  hus- 
bands’ syndrome).’’ 


Thaddeus  C.  McCormick,  Jr,  MD,  76 

psychiatry,  Buda 


Who  would  you  invite 
to  your  fantasy  dinner  party? 


dward  Yardeni  and  A.  Gary  Schilling,  who  are 


two  current  economists  whose  writings  I enjoy. 
And  then,  simply  because  I would  like  to  meet  them 
because  of  their  distinguished  careers,  I’d  invite  Paul 
Samuelson  and  John  Kenneth  Galbraith.’’ 


Stephen  D.  Benold,  MD,  45 

family  practice,  Georgetown 


■ d invite  Beethoven,  and  I’d  ask  him  to  play  piano 

■ after  dinner.  I’d  also  invite  Winston  Churchill,  to 
hear  the  English  language  used  as  it  once  was  used;  Louis 
Stevenson,  to  see  il  he  could  still  find  any  places  in  the  world 
that  are  still  places  for  getting  away  from  it  all;  and  Lou 
Gehrig,  to  find  out  what  he  would  have  suggested  in  terms 
ol  solving  the  baseball  strike.’’ 


Murray  Pizette,  MD,  65 

immunology,  Dallas 


ow  about  a picnic?  I would  love  to  celebrate 
with  women  who  made  a monumental  differ- 
ence in  women’s  lives  — Margaret  Sanger,  leader  of  the 
birth  control  movement;  Susan  B.  Anthony,  suffragist  for 
women;  and  the  many  Texas  women  who  fought  for  equal 
legal  rights  for  women  in  the  1970s.  I would  invite  my 
great-grandmother,  Sarah  Graham,  a nurse  midwife  who 
rode  the  plains  on  horseback  to  deliver  infants;  my  grand- 
mother, Bertha  Graham  Hilliard,  who,  as  a young  widow, 
farmed  vast  acres  ol  land  all  the  while  wearing  a dress;  and 
my  wonderful  father,  who  taught  me  to  ‘Stand  in  against 
the  curve. ’” 


Dolores  Carruth,  MD,  59 

neonatal-perinatal  medicine,  Irving 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone.  We  welcome  suggestions  for  future  topics. 
Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX  78701,  or  fax  them  to 
(512)  370-1632. 
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For 


Ten 


Years 


All  We’ve 


Done  Is 


Lease 


Cars. 


After  10  years  in  practice,  you’re  an  expert  in  your  field.  Likewise,  Autoflex 
Leasing  is  the  recognized  expert  in  auto  leasing.  We  are  endorsed  by  both  the 
Texas  Medical  Association  and  the  Texas  Dental  Association. 

So,  contact  one  of  these  leasing  specialists  today: 

John  Welch,  Pat  Joiner,  or  Tom  Kight. 


P^Tfex 


TtacasMedlcaJ 

Association 


Autoflex 

(l  e a s i n g) 

Call  1-800-6 34-1234 
or  214-234-1234 


Today’s  Health  Care  is  About 

Choices 

and  Control  of  Costs. 


Now  TMAIT  offers  you 
both. 

For  40  years,  your  Texas  Medical 
Association  Insurance  Trust  has 
offered  traditional  indemnity 
insurance  products  for  TMA 
physicians,  family  members,  and  staff. 

Today,  some  of  your  patients  are  choosing 
new  forms  of  insurance  that  provide 
quality  health  care  but  at  a lower  cost. 

Now,  TMAIT  offers  you  the  same  choice. 

Introducing  Group  Plus 
Point-of-Service  Plan 

As  a TMA  physician,  you  can  choose 
traditional  indemnity  plans  or  Group  Plus 
POS.  You  get  the  cost  benefits  of  a 
contemporary  style  plan  or  the  flexibility  of 
indemnity.  Your  choice. 


Group  Plus  POS  Features: 

• Low  co-pays 

• Freedom  to  go  out-of-network  for 
physician  or  hospital 

• Immunization  and  preventive  care 

• More  control  over  costs  because  you 
choose  copays,  level  of  coverage,  and 
deductibles 

For  more  information  on  the  new  TMAIT 
Group  Plus  POS  plan,  write  or  fax  us. 

If  choice  and  control  of  health  care  costs 
are  important  to  you,  call... 

1-800-880-8 1 81. 

Underwritten  by  The  Prudential  Insurance  Company  of  America 
for  26  years  (1969  -1995) 

Prudential  Plaza,  Newark,  N.J.  07102 
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Texas  Medical 
Association 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


P.0.  Box  1707  Austin,  TX  78767-1707 

Austin  370-1776  Houston  224-5309  Fax  512/370-1799 


The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 
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New  Braunfels  native  and  family  practitioner 
Carlos  Campos,  MD,  visits  with  June  Torkelson 
at  New  Braunfels  Coffee. 
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COVER  STORY 


Ties  that  bind 

Pictures  do  the  talking  in  this  special  photo  feature,  as 
three  Texas  physicians  and  their  patients  share  a compelling 
glimpse  of  the  personal  side  of  medical  practice. 

TEXT  BY 
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PHOTOGRAPHS  BY 
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Law 

The  road 

to  recovery 22 

A new  state  law  has  removed  one  barrier  to 
rehabilitation  for  impaired  physicians. 

BY  TERI  LEE  JONES 


The  Physician’s  Life 

The  write  stuff 40 

Well-written  and  well-designed  patient  educational  materials  can  improve 
patient  compliance  and  satisfaction,  too.  Here  are  some  pointers  for  doing  the 
write  stuff' right. 

BY  SUNIL  KRIPALANI 


Profile 

Day  tripper 46 

San  Antonio  pathologist  Deborah  Douglas,  AID,  can’t  stay  indoors. 

BY  TERI  LEE  JONES 


Commentary 

What  must  change  and  what  must  not ...  50 

A solo-practice  family  physician  examines  the  market  forces  shaping  health-system 
reform. 

BY  D.G.  PORTERFIELD,  MD 
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"Hie  doctor  will  be  with  you  as  soon  as  he  finishes  his  paperwork” 


You  went  to  school  to  practice  medicine, 
not  to  push  paper,  right?  Insurance  forms, 
phone  time,  billing  hassles,  red  tape,  blah, 
blah,  blah,  blah-  wouldn't  it  be  nice  if  you 
could  actually  spend  time  with  your  patients 
for  a change? 

Let's  face  it,  the  paperwork  will  probably 
never  go  away,  but  that  doesn't  mean  you  and 


your  office  staff  should  have  to  deal  with  it. 
There  is  one  organization  that's  in  the  business 
of  putting  physicians  back  in  charge  of 
medicine-Allied  Physicians  DFW.  We're  the 
only  physician-owned,  physician-controlled 
integrated  multi-specialty  group  practice  in  the 
Metroplex.  We  take  care  of  your  business,  so 
you  can  take  care  of  your  patients. 


If  you 'd  like  to  find  out  more,  cull  Allied  today. 
Feel  free  to  finish  your  paperwork  first. 


-Allied 

Physicians 

DFW 


Till  Stemmons  Freeway,  Suite  1710  • Dallas,  Texas  75207  • (214)  638-2501 

© 1995  Allied  Physicians  DFW 


Texas  Medicine 


Editor’s  Note 


OUR  COVER  STORY,  “TlES 
that  bind,”  beginning  on  p 26,  is 
a compelling  visual  testament  to 
the  rewards  of  being  a physician. 
We  share  a mother’s  elation  at  the 
birth  of  her  child,  feel  the  pride  and 
admiration  shared  by  a small-town 
physician  and  the  patients  he  consid- 
ers family,  and  are  humbled  by  the 
bravery  of  dying  AIDS  patients.  These 
are  the  experiences  that  define  physi- 
cians; they  are  the  stuff  that  matters. 

This  special  feature  could  not  have 
come  about  without  the  help  and  coop- 
eration of  a great  many  people.  First 
and  foremost  are  the  three  physicians 
who  graciously  allowed  us  to  intrude 
into  their  practices  and  lives:  Mary  E. 
Gasal,  MD;  Carlos  Campos,  MD;  and 
Joseph  Gathe,  Jr,  MD.  We  are  grateful 
to  their  staffs,  as  well,  who  helped  jug- 
gle schedules  and  soothe  nerves  during 
interviews  and  photo  shoots. 

And  we  couldn’t  portray  the  physi- 
cian-patient relationship  without  the 
other  half  of  that  partnership:  the 
dozens  of  patients  who  agreed  to  be 
photographed  and  interviewed.  Spe- 
cial thanks  are  due  to  Leah  Inman  Lee 
and  her  husband,  Pat  Lee,  who  per- 
mitted us  to  witness  the  birth  of  their 
daughter,  Chloe. 

Planning  for  this  feature  began  more 
than  a year  ago.  From  the  beginning,  it 
was  more  than  just  another  assignment 
for  everyone  involved.  Austin  photog- 
rapher Susan  Gaetz  wore  a beeper  and 
stayed  close  to  home  as  the  Lee  delivery 
date  approached.  When  the  time  came, 
she  raced  to  Brackenridge  Hospital  in 
the  early  morning  hours,  excited  as  any 
parent-to-be.  Photographer  Theresa 
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DiMenno,  who  is  responsible  for  the 
arresting  photos  of  Dr  Gathe  and  his 
Houston  AIDS  patients,  brought  a per- 
sonal perspective  to  the  photo  shoot: 
She  had  volunteered  many  hours  to 
AIDS  projects  in  her  community;  the 
assignment  would  be  her  first  visit  to 
Park  Plaza  Hospital  since  a close  friend 
of  hers  had  died  there  of  AIDS. 

Photo  Editor  Laura  J.  Albrecht, 
who  coordinated  the  yearlong  project 
and  accompanied  the  photographers 
on  most  of  their  shoots,  says  she’ll 
never  forget  the  moment  she  arrived  at 
the  office  of  Dr  Campos,  in  the  small 
town  of  New  Braunfels  in  south-cen- 
tral Texas.  Although  the  interview  was 
scheduled  for  his  day  off,  she  had 
asked  Dr  Campos  if  he  could  have  a 
few  patients  there  to  talk  with  her. 

When  Laura  and  the  photographer 
opened  the  door  to  Dr  Campos’ 
office,  more  than  1 0 patients  crowded 
the  waiting  room.  “We  were  really 
overwhelmed.  There  were  patients  of 
all  ages,  and  all  of  them  were  down- 
to-earth  people,”  Laura  said.  “As  we 
talked,  I knew  every  one  of  them  was 
there  because  they  wanted  to  be.  They 
didn’t  have  to  talk  with  us;  they 
wanted  to.  They  weren’t  the  kind  of 
people  who  would  say  something  they 
didn’t  mean.” 

What  impressed  Laura  most  was 
the  easy,  comfortable  relationship  the 
physician  shared  with  his  patients. 
“They  obviously  thought  the  world  of 
Dr  Campos,  and  most  of  them  called 
him  by  his  first  name,  Carlos.” 

JEAN  PIETROBONO 
Managing  Editor 
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Family  ties 

From  top:  Dr  Gasal  with  daughters  Arwen  and 
Sarah;  Dr  Campos  with  wife  Isabel  and  chil- 
dren Victoria,  Brian,  and  Ben;  Dr  Gathe  with 
wife  Sharyon  and  mother  Carole. 


Board  certification  denounced 
as  sole  screening  mechanism 

I WISH  TO  RESPOND  TO  AN 
article  that  appeared  in  the  June 
1995  issue  ol  Texas  Medicine  titled 
“Stamp  of-  approval?  Board  certifica- 
tion becomes  managed  care  criteria”  (pp 
26-28).  The  article  was  in  reference  to 
hospitals  and  managed  care  organiza- 
tions using  board  certification  as  a deter- 
minant for  admission  into  said  staffs. 

I wish  to  point  out  that  the  Texas 
Medical  Association  should,  if  it  does 
not  already,  denounce  this  policy. 
Board  certification  in  and  of  itself  does 
not  guarantee  quality  of  care.  1 
denounce  any  and  all  organizations 
that  limit  their  staffs  to  only  those  who 
are  “board  certified.”  If  a physician  is 
qualified  and  licensed  in  the  particular 
state,  participation  should  not  be 
dependent  on  board  certification,  and 
organizations  should  legally  be  barred 
from  excluding  physicians  solely  on 
the  basis  of  lack  of  board  certification. 

Michael  W.  McShan,  MD 

738  Highway  259  N 
Kilgore,  TX  75662 

Editor’s  note:  The  TMA  House  of  Dele- 
gates adopted  a resolution  in  November 
1994  calling  on  TMA  and  the  states  spe- 
cialty societies  to  work  together  to  educate 
purchasers  of  health  care,  managed  care 
organizations,  and  other  entities  about 
the  need  to  assess  the  quality  of  services 
provided  by  individual  physicians  by  all 
appropriate  means  rather  than  exclu- 
sively by  the  presence  or  absence  of  board 


certification.  And  in  December  1994, 
the  Texas  delegation  to  the  American 
Medical  Association  was  influential  in 
getting  passed  a similar  resolution  by  the 
AMA  House  of  Delegates. 

Physicians  should  take  note 
of  Governor  Bush’s  veto 

Governor  Bush’s  veto 

of  House  Bill  27 66  on  June  16, 
1995,  should  not  be  permitted 
to  take  effect  without  notice  by 
the  medical  community  of  this  state. 
Many  Texas  physicians  and  health- 
care providers  who  have  lauded  his 
legislative  agenda  in  other  areas 
should  take  note  of  his  stand  on  this 
landmark  piece  of  legislation. 

The  bill,  which  had  been  labeled 
the  Patient  Protection  Act,  was 
intended  to  assert  and  protect  the 
individual  rights  of  patients  and  physi- 
cians in  their  struggle  against  the  mon- 
etary interests  of  managed  care  plans 
and  insurance  companies.  It  contained 
several  specific  provisions  to  protect 
sensitive  personal  and  economic  rights 
traditionally  relegated  exclusively  to 
patients  and  their  physicians.  The  first 
was  the  right  of  the  patient  to  choose 
his  or  her  primary  care  physician. 
Under  the  proposed  act,  an  enrollee  in 
a capitated  plan  had  that  right. 

Furthermore,  to  ensure  that  the 
doctor  a patient  chooses  is  a plan 
provider,  mandates  called  for  an 
objective,  noneconomic  credentialing 
process  open  to  all  physicians.  Simi- 
larly, a notice  provision  would  have 


required  that  termination,  or  deselec- 
tion, of  a physician  be  done  only  with 
cause  and  would  have  given  the 
opportunity  for  a review  of  the  cause 
before  a peer  review  panel.  The  bill 
also  contained  safeguards  to  prevent  a 
plan  from  arbitrarily  denying  coverage 
to  enrollees  who  had  medically  justifi- 
able emergencies  or  special  needs. 

As  the  result  of  the  governor’s  veto 
of  this  bill,  the  role  of  protecting  the 
individual  rights  of  patients  and  their 
physicians  ultimately  may  fall  exclu- 
sively into  the  realm  of  tort  litigation. 
As  we  all  know,  “tort  reform”  is  another 
area  where  the  governor  has  focused  a 
good  deal  of  his  political  attention, 
under  the  guise  of  protecting  doctors. 
The  use  of  his  veto  power  in  this 
endeavor  clearly  indicates  to  me  where 
his  true  priorities  lie  and  whose  inter- 
ests he  is  ultimately  trying  to  protect. 
This  action  should  temper  the  enthusi- 
asm of  those  physicians  inclined  to 
zealously  support  his  political  agenda. 

Robert  V.  West,  MD.JD 

910  Lavaca  St 
Austin , TX  78701 


Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a letter ; mail  or  fax  it  to  Texas  Medicine,  TMA , 
401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632. 
Please  type  letters  you  submit  for  publication,  and  keep  the 
length  to  400  words  or  less.  If  necessary,  you  may  include  a few 
references,  preferably  less  than  five.  Letters  are  published  at  the 
discretion  of  the  managing  editor  and  editorial  advisors,  and 
are  subject  to  editing  and  abridgment.  Letters  represent  the 
opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies 
of  the  Texas  Medical  Association. 
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This  is 

No  Time 
to  Worry 


About  Medical 


Malpractice 


Insurance 


For  every  anesthesiologist,  the  time  may  come  when  you  need  assurance  that 
you're  with  the  right  professional  liability  insurance  carrier.  That’s  The 
Doctors'  Company.  We  are  the  nation's  largest  doctor-owned  medical 
malpractice  carrier.  We  are  also  one  of  only  six  doctor-owned  companies  in 
the  United  States  to  receive  A.M.  Best’s  A+  (Superior)  rating.  Our  special 
Anesthesiologists  Only  program  offers: 

Guidance  by  a Representative  Panel  of  Anesthesiologists 
Free  “Tail  Coverage”  at  Any  Age 
Practical  Risk  Management 
24-Hour  Claims  Service  • Local  Defense  Counsel 

We  know  anesthesiology.  We  know  insurance. 

Call  us  for  your  peace  of  mind. 

Archibald  & Associates,  Inc. 

Ken  Archibald  (800)  460-4101  or  (214)  771-4101 


The  Doctors'  Company 
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NEWSMAKERS 


Houston  internist  W.  Tom  Arnold, 
MD,  was  named  by  Sen  Phil  Gramm 
as  a delegate  to  the  1995  White  House 
Conference  on  Aging  held  in  May. 

The  1995-1996  officers  for  the  Texas 
I Society  of  Plastic  Surgeons  are 

Charles  W.  Bailey,  Jr,  MD,  Aouston, 
president;  Harlan  Pollock,  MD,  Dal- 
las, vice  president;  Terry  Tubb,  MD, 
I Midland,  secretary;  James  R.  Culling- 
ton,  MD,  Austin,  treasurer;  Charles  N. 
Verheyden,  MD,  Temple,  historian; 
and  Joseph  W.  Stephens  III,  MD, 
Arlington,  immediate  past  president. 

Dallas  anesthesiologist  Harold  C. 
Boehning,  MD,  received  the  Max  Cole 
I Leadership  Award  from  the  Dallas 
County  Medical  Society. 

Irvin  M.  Cohen,  MD,  Houston, 
received  the  American  Psychiatric 
Association’s  Special  Presidential 
Commendation  Award. 

Jeffrey  D.  Cone,  MD,  Amarillo,  was 
elected  president  of  the  Texas  Associa- 
tion of  Neurological  Surgeons. 

Houston  plastic  surgeon  Ernest  D. 
Cronin,  MD,  received  the  St  Martin  de 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership-, election  or  appointment  to  an  office  of  or  honors  from, 

\ a national  or  state  organization;  or,  space  permitting,  recogni- 
tion at  the  local  level.  Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  editor.  Submit  items  for 
consideration,  with  photos  if  possible,  to  Johanna  Franke,  People, 

I Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512) 
! 370-1632. 


W.Tom  Arnold,  MD  Ernest  D.  Cronin,  MD 


Porres  Award  for  Community  Service 
from  the  Southern  Province  of 
Dominican  priests  for  his  work  with 
underprivileged  children  in  Texas  and 
Latin  America. 

John  D.  Dunn,  MD,  JD,  Brownwood, 
has  been  named  to  the  Board  of 
Directors  of  the  Texas  College  of 
Emergency  Physicians. 

Ralph  D.  Feigin,  MD,  Houston, 
received  the  Joseph  W.  St  Geme,  Jr, 
Leadership  Award,  one  of  the  highest 
honors  in  the  field  of  pediatrics. 

The  1995  Texas  Society  of  Colon  and 
Rectal  Surgery  officers  are  David  C. 
Fleeger,  MD,  Austin,  president;  Ran- 
dall W.  Crim,  MD,  Dallas,  secretary 
treasurer;  and  David  A.  Thompson, 
MD,  Houston,  president-elect. 

Corsicana  surgeon  Louis  E.  Gibson, 
MD,  Beaumont  neurosurgeon  and 
TMA  President  Mark  J.  Kubala,  MD, 

and  Houston  otolaryngologist  James 
L.  Smith,  MD,  have  been  named  Ash- 
hel  Smith  Distinguished  Alumni  by 
the  School  of  Medicine  at  The  Uni- 
versity of  Texas  Medical  Branch  at 
Galveston. 


Mark  A.  Doyne,  MD  Barry  D.  Kahan,  MD,  PhD 


Ava  C.  Stanczak,  DO  Victor  J.  Weiss,  MD 


Internist  Lloyd  J.  Gregory,  Jr,  MD,  and 

orthopedic  surgeon  Hugh  S.  Tullos, 
MD,  both  from  Houston,  received  the 
Distinguished  Alumnus  Award  from 
the  Baylor  Medical  Alumni  Associa- 
tion. Pediatrician  Katharine  H.K. 
Hsu,  MD,  neonatal-perinatal  specialist 
Arnold  J.  Rudolph,  MBBCh,  and  plas- 
tic surgeon  Melvin  Spira,  MD,  DDS, 
all  from  Houston,  received  the  Distin- 
guished Faculty  Award. 

Barry  N.  Hyman,  MD,  ophthalmolo- 
gist, has  been  named  to  lead  the  orga- 
nization of  a Houston  chapter  of  the 
National  Hypertension  Association. 

Amarillo  internists  Daniel  G.  Jenkins, 
MD,  and  Randy  L.  Stewart,  MD,  were 
named  by  the  Texas  Hospice  Organi- 
zation (THO)  as  Medical  Director  of 
the  Year  and  THO  Person  of  the  Year. 
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People 


Farrell  Johnson,  a student  at  The  Uni- 
versity of  Texas  Medical  Branch  at 
Galveston,  was  one  of  12  students 
across  the  country  to  receive  a 1995 
James  Comer  Minority  Research  Fel- 
lowship awarded  by  the  American 
Academy  of  Child  and  Adolescent 
Psychiatry.  This  was  the  second  time 
Mr  Johnson  received  the  award. 

Houston  surgeon  Barry  D.  Kahan, 
MD,  PhD,  delivered  the  keynote 
address  to  mark  the  centennial  celebra- 
tion of  the  National  Taiwan  University 
Medical  Center  on  June  19,  1995. 

Dallas  oncologist  Lloyd  W.  Kitchens,  Jr, 

MD,  was  elected  to  the  American  Col- 
lege of  Physicians  Board  of  Regents. 

Orthopedic  surgeons  Frank  F.  Led- 
ford, Jr,  MD,  San  Antonio,  and  Mark 
A.  Doyne,  MD,  Plano,  were  elected 
president  and  vice  president,  respec- 
tively, of  the  American  College  of 
Physician  Executives. 

Two  San  Antonio  psychiatrists  were 
honored  by  the  Texas  Society  of  Psy- 
chiatric Physicians  recently.  Robert  L. 
Leon,  MD,  received  the  Psychiatric 
Excellence  Award,  and  Victor  J. 
Weiss,  Jr,  MD,  received  the  Distin- 
guished Service  Award. 

Otto  Lippmann,  MD,  Austin,  received 
the  1995  Texas  Ophthalmologic  Asso- 
ciation Special  Recognition  Award  lor 
Outstanding  Service. 

Austin  psychiatrist  William  M.  Lov- 
ing, MD,  received  the  1995  Exemplary 

IO 


Psychiatrist  Award  Irom  the  National 
Alliance  for  the  Mentally  111. 

N inan  T.  Mathew,  MD,  Houston,  was 
elected  chair  ol  rhe  Section  on 
Headache  and  Facial  Pain  of  the 
American  Academy  of  Neurology. 

Ophthalmologist  Donald  R.  May,  MD, 

Lubbock,  was  elected  for  a 2-year 
term  as  president  and  chair  of  the 
Board  of  Directors  of  the  United 
States  Eye  Injury  Registry. 

Peter  T.  Scardino,  MD,  Houston, 
received  the  Eugene  Fuller  Triennial 
Prostate  Award  by  the  American  Uro- 
logical Association. 

Galveston  diagnostic  radiologist 
Melvyn  H,  Schreiber,  MD,  was 

selected  by  the  graduating  class  of  The 
University  ofTexas  Medical  Branch  at 
Galveston  to  receive  the  James  W. 
Powers  Memorial  Award. 

Allen  pediatrician  Ava  C.  Stanczak, 
DO,  received  the  Doman  Keele  Med- 
ical Recognition  Award  from  the 
Texas  Interagency  Council  on  Early 
Childhood  Intervention. 

De  Soto  thoracic  surgeon  James  L. 
Sweatt  III,  MD,  received  a V.  Alyce 
Foster  Trailblazer  Award  from  the 
South  Dallas  Business  & Professional 
Women’s  Club.  Dr  Sweart  is  president 
of  the  Dallas  County  Medical  Society. 

Rosa  A.  Tang,  MD,  Houston,  received 
the  American  Academy  of  Ophthal- 
mology Honor  Award. 
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DEATHS 


Ralph  Fremont  Bowman,  Jr,  MD,  71; 

Odessa;  Indiana  University  School  of 
Medicine,  1948;  died  April  25,  1995. 

Harvey  D.  Campbell  III,  MD,  40; 

Houston;  Baylor  College  of  Medicine, 
1979;  died  April  20,  1995. 

Guy  T.  Denton,  Jr,  MD,  83;  Alamo; 
Vanderbilt  University  School  of  Med- 
icine, 1935;  died  May  2,  1995. 

Robert  Douglas  Henley,  DO,  65; 

Houston;  Kansas  City  College  of 
Osteopathy  Medicine-Kansas  City, 
Mo,  1969;  died  May  12,  1995. 

John  Millard  Jones,  MD,  79;  Corpus 
Christi;  The  University  of  Texas 
Southwestern  Medical  Center,  1946; 
died  May  7,  1995. 

Robert  Louis  Koenig,  MD,  73;  Mar- 
shall; The  University  of  Texas  South- 
western Medical  Center,  1946;  died 
May  5,  1995. 

Raymond  Davidson  Little,  MD,  82; 

Wharton;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1936; 
died  June  6,  1995. 

William  Burton  Mullins,  MD,  90; 

Amarillo;  University  of  Oklahoma 
College  of  Medicine,  1937;  died  May 
12,  1995. 

John  Stanley  Oliver,  MD,  83;  Conroe; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1935;  died  May 
16,  1995. 


People 


Louis  Henry  Porter  II,  MD,  70;  Dallas; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1948;  died  May  19,  1995. 

Royce  William  Pruet,  MD,  76;  Abi- 
lene; The  University  of  Texas  South- 
western Medical  Center,  1944;  died 
May  23,  1995. 

Cecil  Alfred  Robinson,  MD,  92;  Ker- 
mit;  Baylor  College  of  Medicine-Dal- 
las,  1933;  died  April  21,  1995. 

Leonard  Joseph  Robison,  MD,  73;  Wills 


A summer  trip  saved 

On  the  Sunday  before  Memorial  Day,  35  Beaumont  youngsters 
wondered  if  they  would  be  able  to  afford  the  school  trip  to  Wash- 
ington, DC,  they  had  worked  hard  to  pay  for  since  October.  The 
11-  to  14-year-olds  from  Martin  Luther  King  Jr  Middle  School  had  held 
bake  sales,  car  washes,  and  garage  sales,  but  were  still  short  $1 1,000  of  the 
$26,000  needed  to  make  the  trip.  Lucky  for  them,  a Beaumont  pediatrician 
read  about  their  bind  in  the  newspaper  that  Sunday. 

"I  was  real  tired  that  day  because  I had  been  working,  but  I couldn’t  go 
to  sleep,”  said  William  J.  Reed,  MD.  The  students’  lack  of  money  “just  both- 
ered me  all  day.  They  go  to  a very,  very  poor  school.”  Later  that  day,  Dr  Reed 
told  his  wife,  “Somebody  needs  to  do  this,  so  we’re  going  to  railroad  it.” 

The  students  needed  the  money  by  1 pm  Wednesday  in  order  to  leave 
for  Washington,  DC,  on  Thursday.  The  teacher  arranging  the  trip,  Anita 
Gipson,  raised  $600  at  the  last  minute,  and  Dr  Reed,  with  the  fundraising 
techniques  he  had  refined  by  working  at  a child  abuse  house  and  on  other 
projects  in  Beaumont,  came  up  with  nearly  $14,000. 

“We  found  two  guys  who  came  through  big  time,  and  I told  them  we 
would  match  whatever  they  had,”  Dr  Reed  said.  “We  ended  up  with  more  than 
we  needed,  so  it  worked  out  fine.”  The  extra  money  was  used  by  the  students 
to  buy  cameras,  fanny  packs,  and  T-shirts  to  complete  their  dream  vacation. 

“I  saw  them  on  TV  last  night,”  Dr  Reed  said  in  mid-June.  “They  had 
gotten  back  and  had  a good  time.” 


Point;  University  of  Kansas  School  of 
Medicine,  1945;  died  May  23,  1995. 

James  Murray  Schless,  MD,  77; 

Austin;  State  University  of  New  York, 
1943;  died  May  30,  1995. 

Edward  Thomas  Smith,  MD,  94; 

Houston;  Baylor  College  of  Medicine- 
Dallas,  1929;  died  May  16,  1995. 

John  C. Withers,  MD,  75;  Brownsville; 
University  of  Louisville  School  of 
Medicine,  1944;  died  May  28,  1995. 


Miller  Optical  Instruments,  Inc. 
800/985-5524 

Specializing  in  Optical  Products, 
Magnification  Systems,  Light  Sources, 
and  Image  Documentation  for 
Your  Office  and  Surgery 

We  Specialize  in: 

C arl  Zeiss  C'olposcopes  for  Gynecology 

Carl  Zeiss  Scopes  for  Otolaryngology 

Carl  Zeiss  Scopes  for  Micro- Dentistry 

Carl  Zeiss  Loupe  Magnification  Systems  for 
Thoracic,  Vascular,  Urological,  and  Plastic 
Surgery 

Carl  Zeiss  Fiber  Optic  Head  Lights  for  Bright, 
Even  Illumination  and  Optimal  Color 
Rendition 

V ideo  and  Photographic  Systems  for  Image 
Acquisition  and  Archiving 

Seminars  on  the  Proper  Use  of  Your 
Microscope  Including  Contrasting  Techniques 
and  Photo  Documentation 

Serving  Texas,  Oklahoma,  and  Arkansas 


ZEISS 


4005  Naples  Drive  • Plano,  Texas  75093 


Family  Practitioners, 
Pediatricians,  Internists 


University  Medical  Group  is  a 
national  physician-owned  and 
physician-operated  primary  care 
medical  practice  with  offices  oper- 
ating in  Houston,  Dallas,  Chicago, 
New  York,  New  Jersey,  and  the 
District  of  Columbia.  The  Dallas- 
Ft.  Worth  Region  seeks  full-time 
and  part-time  physicians.  We 
have  7 health  care  centers 
throughout  the  region,  with  future 
sites  planned  for  1995-96. 

✓ Must  be  board  certified  or  eligible. 

✓ Salary  ranges  from  $100  - 160K. 

✓ CME  stipend  and  leave 

✓ Paid  vacation 

✓ Malpractice  with  tail  coverage 

✓ Flexible  schedule 

...  and  much  more.  To  arrange  for 
an  interview,  call  Robert  A.  Lloyd, 
MD  at  (214)  570-5505. 
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“Being  a doctor  has  allowed  me 
to  provide  the  best for  my  family” 

DR.  JANELLE  GOETCHEUS,  MEDICAL  DIRECTOR,  HEALTH  CARE 
FOR  THE  HOMELESS  PROJECT,  INC.,  WASHINGTON,  DC 


Dr.  Goetcheus  says  that  raising  her 
children  in  a health  recovery  facility 
for  the  homeless  is  one  of  the  great- 
est gifts  she  has  given  them. 

Her  gifts  to  her  patients  are  even 
greater.  Caring  for  Washington’s 
homeless  for  almost  a decade,  she 
despaired  at  seeing  simple  medical 
problems  grow  severe  when  patients 
lacked  a clean,  quiet  place  where 
they  could  heal.  Her  answer  was  to 
found  Christ  House,  a live-in  respite 
care  facility  for  the  homeless  — and 
home  to  her  family. 

Today,  this  center  is  part  of 
Washington’s  Health  Care  for  the 
Homeless  Project;  As  medical  direc- 
tor of  both,  Dr.  Goetcheus  is  serving 
in  an  even  greater  capacity,  reviving 
health  and  hope  in  those  she  serves. 

The  Sharing  the  Care  program 
donates  Pfizer’s  full  line  of  single- 
source pharmaceuticals  to  medically 
uninsured,  low-income  patients  of 
federally  qualified  centers  like 
Health  Care  for  the  Homeless,  in 
support  of  those  who,  like  Dr. 
Goetcheus,  are  part  of  the  cure. 


Sharing  the  Care:  A Pharmaceuticals  Access 
Program  is  a joint  effort  of  the  National 
Governors’  Association,  the  National  Association 
of  Community  Health  Centers  and  Pfizer. 


Were  part  of  the  cure. 
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Have  we  got  a deal  for  you,  Doc 

Small  towns  recruiting  big  time 
to  lure  physicians  to  rural  Texas 

By  Larry  BeSaw,  Associate  editor 


Ask  most  folks  if  they  would  trade  the  crime, 
high  taxes,  traffic  nightmares,  and  general 
hassle  of  big  cities  for  the  pastoral  setting  of 
small-town  life,  and  their  first  question  may 
be  what  time  the  moving  van  arrives. 

Life  in  a small  town  can  be  peaceful,  quiet,  and  relaxing: 
just  the  tonic  for  the  headaches  of  modern  urban  life.  Then 
reality  in  the  form  of  illness  intrudes,  and  the  services  of  a 
doctor  are  needed.  Unfortunately,  in  many  rural  areas  of 
Texas,  one  may  not  be  available. 


“For  a number  of  rural  Texas  com- 
munities, the  lack  of  availability  of 
qualified  health  professionals  continues 
to  be  a major  barrier  to  accessing  health 
care,"  according  to  the  CRHI  report. 
“Compounding  this  problem  are 
urban-based  managed  care  systems  that 
are  escalating  the  competition  for  pri- 
mary care  health  professionals."  The 
report  cites  better  pay  and  fringe  bene- 
fits, as  well  as  fewer  working  hours, 
among  the  perks  urban  managed  care 
plans  offer  that  rural  practices  can't. 


Like  the  rest  of  the  country,  Texas  is  facing  a serious 
shortage  of  physicians  — especially  primary  care  physicians 
— in  rural  areas.  While  Texas’  urban  areas  continue  to  gain 
in  population,  the  state  remains  primarily  a rural  one.  Of 
Texas’  254  counties,  196  are  consid- 
ered to  be  rural  and  2.9  million  people 
live  in  them.  Ninety  rural  counties 
have  fewer  than  10,000  residents. 

The  extent  of  the  physician  short- 
age was  revealed  in  a January  1995 
report  issued  by  the  Center  for  Rural 
Health  Initiatives  (CRHI),  an  entity 
created  by  the  Texas  Legislature  in 
1989  to  be  the  primary  state  resource 
for  coordinating,  planning,  and  advo- 
cating for  improved  access  to  rural 
health  services. 

Only  11.9%  of  the  10,925  pri- 
mary care  physicians  practicing  at  the 
time  CRHI  released  its  report  could 
be  found  in  small  towns.  Seventy  of 
the  196  rural  counties  had  two  or 
fewer  primary  care  physicians,  and  24 
had  no  physicians  at  all.  Furthermore, 
many  rural  physicians  are  approach- 
ing retirement  age.  Last  year,  34.8% 
of  all  rural  primary  care  physicians 
were  55  or  older. 


Headhunters 

Larry  Baggett  understands  what  John  Mackovic,  R.C. 
Slocum,  and  other  big-time  college  football  coaches  go 
through  when  they  try  to  recruit  new  players  by  convinc- 
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ing  them  they’ll  have  bright  futures  if 
they’ll  join  their  teams. 

Although  some  die-hard  Longhorn 
and  Aggie  Ians  might  disagree,  the 
game  Mr  Baggett  is  playing  is  a lot 
more  important  than  football.  He’s 
not  after  football  players,  and  he’s  not 
trying  to  win  national  championships. 
He’s  after  physicians,  and  he’s  trying 
to  win  good  medical  care  for  the  peo- 
ple of  his  community. 

Mr  Baggett  is  the  administrator  of 
the  23-bed  Coon  Memorial  Hospital 
in  the  Texas  Panhandle  community  of 
Dalhart.  He  is  among  the  many 
health-care  executives  and  civic  lead- 
ers in  Texas  who  are  trying  to  ease  the 
shortage  of  physicians  in  rural  areas  by 
offering  them  various  financial  and 
practice  management  incentives  to 
come  to  their  towns.  He  is  currently 
negotiating  with  two  prospects. 

Dalhart  now  has  three  family  prac- 
tice physicians,  a general  vascular  sur- 
geon, and  a radiologist.  “Were  not  in 
a crunch,  but  we  do  need  new  physi- 
cians because  of  the  growth  we 
expect,”  Mr  Baggett  said.  The  town 
has  about  7,000  people  now,  but  its 
population  is  predicted  to  reach 
10,000  in  the  next  2 years  because  of 
new  state  prison  facilities  and  expand- 
ing agriculture-related  businesses. 

The  incentive  package  Mr  Baggett 
uses  to  entice  physicians  to  come  to 
Dalhart  includes  income  guarantees, 
assistance  with  repaying  medical 
school  loans,  payment  of  the  first  year 
of  malpractice  insurance  premiums,  a 
stipend  during  the  last  year  of  a physi- 
cian’s residency,  and  housing  assis- 
tance. He  can  also  boast  that  his 
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hospital  is  new  and  has  state-of-the- 
art  technology,  and  that  his  city  has  a 
low  crime  rate. 

He  tries  to  make  prospective  physi- 
cians happy,  but  there  are  legal  and 
ethical  limits.  One  physician  asked 
the  hospital  to  buy  him  a car,  but  Mr 
Baggett  and  his  hospital  board 
refused.  “I  just  think  there  are  a lot  of 
other  things  we  could  help  physicians 
with,”  he  said.  “In  our  opinion,  if  we 
needed  to  be  doing  that,  there  was 
something  wrong  there.” 

Mr  Baggett  says  prospective 
recruits  frequently  ask  him  about 
employment  and  educational  oppor- 
tunities for  their  spouses  and  children, 
how  many  times  a week  they  would  be 
on  calk  and  if  they  would  be  required 
to  take  obstetrical  and  emergency 
department  calls.  “I  get  the  feeling  as 
we  recruit  the  younger  physicians  that 
quality  of  life  and  family  life  are  prob- 
ably in  the  uppermost  part  of  their 
minds  and  that  they  would  rather  have 
fewer  work  hours  and  more  hours  to 
be  with  their  families,”  he  said. 

That  sentiment  was  echoed  by  other 
recruiters  and  residents  during  Health 
Find,  a recruitment  fair  sponsored  in 
Austin  by  CRHI  in  late  April.  Virtually 
every  resident  interviewed  by  Texas 
Medicine  said  the  quality  of  life  in  what- 
ever city  he  or  she  chose  is  just  as  impor- 
tant as  financial  considerations. 

Among  them  was  Larry  Marshall, 
MD,  who  was  completing  a family 
practice  residency  in  a University  of 
Texas-affiliated  program  in  McAllen. 
He  said  he  has  received  numerous 
financially  attractive  offers  in  Texas 
and  from  other  states,  but  that  he  was 
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looking  for  “a  community  where  we  re 
going  to  feel  safe  and  people  will 
appreciate  what  we’re  doing.”  Con- 
tacted 2 months  after  the  recruitment 
fair,  Dr  Marshall  said  he  had  decided 
to  become  the  only  physician  in  a 
small  California  town  of  7,000  people 
just  east  of  San  Diego. 

“Somebody  asked  me  if  I would 
rather  be  a big  doc  in  a little  town  or  a 
little  doc  in  a big  town.  I said  a big 
doc  in  a little  town.” 

Changing  attitudes 

Security  is  an  emerging  factor  in  physi- 
cians’ decision-making  on  where  to 
establish  their  practices.  And  the  Irv- 
ing-based physician  search  firm  of  Mer- 
ritt, Hawkins  & Associates  reported 
earlier  this  year  that  young  physicians 
are  “cutting  their  ties  with  yesterday’s 
medicine”  in  other  respects,  as  well. 

“Young  physicians  are  not  fighting 
the  trend  away  from  independent,  fee- 
for-service  medicine  toward  salaried 
positions,”  said  Joseph  Hawkins,  the 
company’s  chief  executive  officer. 
“Instead,  they  are  endorsing  it.” 

The  company  surveyed  230  pri- 
mary care  physicians  in  their  final  year 
of  residency.  Fifty-five  percent  say  they 
prefer  employee  salaries  with  produc- 
tion bonuses  in  their  first  professional 
positions,  and  41%  prefer  guaranteed 
income  subsidies.  The  other  4%  prefer 
bank  loans. 

The  study  also  shows  that  53%  of 
them  prefer  single  or  multispecialty 
group  settings  in  their  first  year,  and 
17%  prefer  health  maintenance  orga- 
nization (HMO)  or  hospital  employee 
situations. 
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“With  the  uncertainty  in  medicine 
today  brought  about  by  change,  resi- 
dents see  group  practices  and  other 
employee  situations  as  the  option  that 
gives  them  both  security  and  a man- 
ageable lifestyle.  That’s  an  attractive 
combination,”  Mr  Hawkins  said. 

In  addition,  he  says,  young  physi- 
cians do  not  view  managed  care  in  the 
same  way  that  many  established  physi- 
cians do.  Twenty  percent  of  the  resi- 
dents surveyed  said  they  prefer  to  work 
in  a managed  care  environment,  19% 
would  prefer  not  to,  and 
61%  had  no  preference. 

“Young  physicians  were 
trained  in  the  era  of  man- 
aged care.  That  is  their  real- 
ity, and  they  have  nothing 
to  compare  it  with.  To 
them,  the  'golden  age’  of 
fee-for-service  medicine  is 
something  older  physicians 
talk  about  in  the  doctors’ 
lounge,”  Mr  Hawkins  said. 

Slightly  more  than  50% 
of  the  residents  surveyed 
expect  to  earn  between 
$100,000  and  $125,000  in  their  first 
year  of  practice.  That  is  not  unrealis- 
tic, Mr  Hawkins  says,  because  com- 
pensation for  primary  care  physicians 
is  rising  rapidly  as  the  demand  for 
them  increases. 

James  Merritt,  the  firm’s  president, 
says  small  towns  are  feeling  the  impact 
of  managed  care  even  where  HMOs 
are  still  uncommon.  Five  or  10  years 
ago,  he  says,  rural  areas  only  com- 
| peted  against  each  other  for  physi- 
cians, but  now  they  must  also 
compete  against  the  cities  because  the 


proliferation  of  managed  care  is  forc- 
ing hospitals  and  group  practices  to 
strengthen  their  primary  care  bases. 

Managed  care  also  is  at  least  partly 
responsible  for  the  latest  trends  in 
physician  recruitment,  Mr  Merritt 
says.  Between  April  1994  and  April 
1995,  he  says,  his  Firm  initiated 
searches  in  39  states  for  37  different 
medical  specialties.  Sixty-eight  per- 
cent of  those  searches  were  for  pri- 
mary care  physicians  — up  from  62% 
during  April  1993  to  April  1994. 


Medical  groups  are  well  on  their 
way  to  absorbing  most  of  America’s 
independent  medical  practitioners,  he 
adds.  “With  the  emphasis  managed 
care  places  on  consolidation  of  ser- 
vices, medical  groups  are  where  the 
recruiting  action  is  today,”  Mr  Merritt 
said.  “Fifty-three  percent  of  the  med- 
ical settings  we  recruited  for  in  the  last 
year  were  group  practices,  up  from 
37%  the  previous  year.” 

Beware  the  tax  man 

Recruiters,  especially  those  represent- 


ing not-for-profit  entities,  have  to 
make  sure  they  don’t  run  afoul  of  the 
Internal  Revenue  Service  (IRS)  and  its 
complex  regulations  on  physician 
recruitment,  particularly  in  light  of  the 
problems  Hermann  Hospital  experi- 
enced last  year.  The  not-for-profit  hos- 
pital had  to  pay  the  IRS  a little  more 
than  $1  million  after  it  disclosed  to  the 
IRS  that  certain  physician  recruitment 
incentives  it  had  used  from  1989  until 
1992  violated  the  tax  code. 

Among  the  recruitment  practices 
drawing  the  wrath  of  the  IRS  were: 

• Incentives  to  newly  recruited  physi- 
cians that  included  income  and  loan 
guarantees,  office  personnel  salary 
support,  free  office  space,  malprac- 
tice insurance,  and  telephone 
allowances  — many  of  which 
required  no  repayment  or  perfor- 
mance of  specific  duties. 

• Income  guarantees,  free  office  space, 
payment  of  office  personnel  salaries 
and  malpractice  insurance  premiums, 
and  subsidized  parking  for  physicians 
already  practicing  in  Houston. 

• Income  guarantees,  free  rent,  and 
salary  support  for  office  personnel, 
most  of  which  did  not  have  to  be 
repaid,  for  full-time  faculty  members 
of  The  University  of  Texas  Medical 
School  at  Houston  in  return  for  their 
becoming  full-time  members  of  the 
hospital’s  staff. 

The  IRS  required  Hermann  to  pay 
$993,531  — the  amount  of  federal 
income  tax  it  would  have  paid  in  1991 
if  it  were  not  tax-exempt  — plus 
$9,720  in  penalties  for  not  filing  W2 


“With  the  emphasis 
managed  care  places 
on  consolidation 
of  services,  medical 
groups  are  where 
the  recruiting  action 
is  today.” 
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forms  for  the  incentives  paid  to  the 
physicians. 

In  April,  the  IRS  published  a new 
set  of  proposed  regulations  that  some 
health-care  legal  experts  say  indicates 
it  will  adopt  a more  liberal  view  of 
incentives  not-for-profit  hospitals  may 
offer  to  physicians.  The  agency 
accepted  comments  through  July  3 
and  will  publish  a final  ruling  at  a 
later,  undetermined  date. 

According  to  an  analysis  prepared 
by  Merritt,  Hawkins,  after  consulting 
with  the  law  firms  of  Vinson  & Elkins 
and  McDermott,  Will  & Emery,  the 
proposed  ruling  applies  to  non- 
employee physicians  and  maintains 
the  three  longstanding  IRS  recruit- 
ment principles  that  there  must  be  a 
demonstrable  need  in  the  community 
for  a physician,  all  incentives  must  be 
“reasonable,”  and  the  recruitment 
agreement  must  be  in  writing. 

Instead  ol  specifying  which  incen- 
tives are  permissible  and  which  ones 
are  not,  the  proposal  lists  several 
recruitment  scenarios  and  suggests 
what  is  permissible  in  each  case.  Two 
examples: 

A not-for-profit  hospital  in  a rural 
area  designated  as  a Health  Profes- 
sional Shortage  Area  needs  an  obste- 
trician/gynecologist on  its  staff.  It  can 
offer  a wide  range  of  incentives, 
including  a signing  bonus  ol  $5,000, 
malpractice  insurance  lor  a year,  office 
space  at  below-market  rates,  a mort- 
gage guarantee  on  the  physician’s 
home,  and  financial  start-up  assis- 
tance. The  law  firms’  analysis  says  the 
IRS  is  sympathetic  to  the  problems 
faced  by  rural  hospitals,  thus  the  sign- 
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ing  bonuses  and  other  incentives  it 
questioned  in  the  Hermann  case  are 
permissible  in  this  situation. 

Or,  a hospital  in  a medium-  to 
large-size  city  needs  two  perinatolo- 
gists to  replace  two  who  are  relocating 
to  another  city  and  to  provide  coverage 
for  its  neonatal  intensive  care  unit.  The 
hospital  wants  to  recruit  a perinatolo- 
gist who  already  practices  in  the  city 
and  is  on  another  hospital’s  staff.  The 
proposed  IRS  rules  say  the  hospital  can 
offer  a 3-year  net  income  guarantee  if 
it  is  an  arm’s  length  agreement,  is 
approved  by  the  hospital  board,  and 
the  income  amount  is  reasonable.  The 
IRS  is  contradicting  its  prohibition 
against  “cross-town  recruiting”  and  is 
showing  that  such  a practice  is  permis- 
sible under  certain  circumstances, 
according  to  the  analysis. 

Meritt,  Hawkins  says  the  IRS  pro- 
posal shows  that  it  will  examine  each 
case  on  its  individual  merits.  “Clearly, 
the  agency  is  linking  the  possible 
range  of  incentives  to  the  need  lor 
physicians  in  the  community,  as  it  has 
done  in  the  past.” 

Jack  of  all  trades 

So  what  can  physicians  who  decide  to 
go  to  rural  areas  expect?  Ask  Robert 
DeLuca,  DO,  a family  practitioner  in 
the  West  Texas  community  of  East- 
land  (population  3,500)  and  vice 
chair  of  the  CRHI  executive  commit- 
tee. He  moved  his  practice  from 
Euless  in  the  Dallas-Fort  Worth 
metroplex  several  years  ago  to  become 
one  of  only  six  physicians  in  Eastland. 
He  is  happy  he  did. 

“The  opportunities  for  practice  in  a 
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rural  community  are  limited  only  by 
your  ability  and  creativity,”  said  Dr 
DeLuca.  “It’s  just  as  rewarding  as  you 
want  to  make  it.  You  can  do  emergency 
room  work,  ICU,  pediatrics,  surgery, 
and  nursing  home  care,  as  well  as 
become  involved  in  a lot  of  the  admin- 
istrative aspects  of  the  local  hospital.” 

And,  he  says,  rural  physicians  don’t 
necessarily  have  to  trade  big-city 
incomes  for  a small-town  quality  of 
life.  He  estimates  he  earns  $40,000  to 
$50,000  a year  more  than  the  national 
average  for  family  practice  physicians 
because  his  practice  is  varied. 

There  are  drawbacks,  however. 
Your  idea  of  fine  dining  might  become 
“beef  jerky,  Cornnuts,  and  a Moon 
Pie,”  or  you  may  be  asked  to  be  the 
team  doctor  at  a tractor  pull,  Dr 
DeLuca  says.  “You’ll  trade  steak  Diane 
for  chicken  fried  steak  and  trade  Ben- 
nigan’s  for  Bob’s  Burger  Bar.”  ★ 
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To  reach  your  local  office,  call  800-344-1899. 


Back  at  the  table 

Medicare  debate  is  reminiscent 
of  health-system  reform  battle 

By  Ken  ORTOLON,  Associate  editor 


he  eminent  philosopher  Yogi  Berra  once  said,  “It’s 
like  deja  vu  all  over  again.”  Those  who  followed 
last  year’s  debate  on  health-system  reform  may 
indeed  feel  they  are  experiencing  deja  vu  when 
Congress  launches  into  its  much  anticipated  debate  over 
how  to  reform  Medicare,  cut  spending,  and  save  the  health- 
care program  for  the  elderly  from  certain  bankruptcy. 


there’: 


s a train 


The  fight  over  Medicare  has  all  the  same  elements  and 
many  of  the  same  key  players  we  saw  in  the  health-system 
reform  battle  — health-care  providers,  including  physicians, 
seeking  to  protect  their  patient  bases;  consumers  seeking  to 
hold  onto  their  benefits;  and  politicians  who  can  make  or 
break  their  careers,  depending  on  the  outcome.  The  only  real 
difference  is  that  the  roles  are  reversed  for  the 
political  parties.  Instead  of  a Democratic  presi- 
dent driving  health-system  reform,  we  now 
have  a Republican-controlled  Congress 
attempting  to  transform  Medicare  as  s' 
part  of  its  drive  toward  a balanced 
budget  early  in  the  next  century. 

Oh,  and  there’s  one  other 
difference.  Unlike  it  did 
with  health-system  reform, 

Congress  cannot  back  away 
and  do  nothing  this  time. 

Both  Democrats  and 
Republicans  agree  that 
Medicare  will  crumble  in 
the  near  luture  unless  action 
is  taken  now. 


“The  fact  is  that  the 
Medicare  Part  A trust  fund  is 
going  broke  starting  next  year 
and  will  be  bankrupt  by  2002  or 
maybe  even  sooner,’’  said  a con- 
gressional insider  close  to  the  debate 
who  asked  not  to  be  identified.  “And, 


costs  aren’t  curtailed, 
wreck  coming.” 

Medicare,  Part  A,  is  the  trust  fund 
that  pays  hospital  costs  lor  elderly  bene- 
ficiaries. It  is  supported  by  payroll  taxes. 
Part  B covers  physicians’  services  and  is 
paid  for  through  premiums  and  copay- 
ments made  by  Medicare  recipients. 
While  Part  A is  in  the  most  imminent 
danger,  costs  of  both  parts  of  the  pro- 
gram are  growing  rapidly.  Congressional  Budget  Office 
(CBO)  statistics  show  that  Medicare  is  contributing  mightily 
to  the  national  budget  deficits.  Since  1975,  it  has  grown  from 
4%  to  1 1%  of  the  federal  budget.  By  2002,  it  will  account  for 
16%  of  federal  spending.  Also,  the  CBO  estimates  that  at 
current  rates  of  increase,  Medicare  spending  will  jump  from 
$176  billion  in  1995  to  $286  billion  by  2000. 

Adding  to  Medicare’s  woes  is  the  lact  that  the  “baby 
boomers,”  Americans  born  between  1946  and  1964,  are 
shing  toward  status  as  senior  citizens. 

“The  real  problem  Congress  has 
is  demographics,”  said  Kim  Ross, 
Texas  Medical  Association  direc- 
tor of  public  affairs.  “The  num- 
ber of  us  who  are  approaching 
that  age  vastly  exceeds  those  of 
us  who  have  a long  way  to  go 
before  they  get  there.” 

The  first  wave  of  baby 
boomers  is  expected  to  hit 
Medicare  around  2010.  “If  we 
don’t  come  to  grips  with  the 
fiscal  crisis  were  facing  right 
now,  we  ll  never  have  a hope 
of  dealing  with  it  then,”  said  a 
congressional  aide. 

While  Republicans  are  lead- 
ing the  charge  to  do  just  that,  it 
appears  members  of  both  parties  rec- 
ognize that  someone  has  to  bite  the 
bullet  and  slow  Medicare’s  growth. 
Republican  proposals  would  reduce  pro- 
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jected  increases  in  Medicare  spending 
from  about  10%  annually  to  some- 
where between  5%  and  7%.  In  late 
June,  House  and  Senate  conferees 
agreed  on  a budget  resolution  calling  for 
$270  billion  in  Medicare  cuts  — that’s 
cuts  in  projected  new  spending,  not 
decreases  from  current  budget  levels. 

Still,  that  will  be  a bitter  pill  for 
Medicare’s  various  constituencies  to 
swallow.  And  some  political  observers 
say  an  attempt  to  make  any  cuts  in 
Medicare  could  spell  political  doom 
for  many  officeholders  in  the  1996 
elections. 

However,  Mr  Ross  says  the  issue  of 
political  survival  may  not  be  as  strong  a 
factor  in  this  debate  as  some  people 
believe.  “The  politics,  the  constituent- 
driven  issues  are  still  there,  but  there’s  a 
better  chance  of  moving  things  along 
this  cycle  than  ever  before,”  he  said. 
“There  already  has  been  a lot  of  budget 
heroics  — if  you  can  call  it  that  — 
among  the  Republicans.  And  a substan- 
tial number  of  those  76  freshmen 
[House  members]  feel  they  went  to 
Washington  to  do  a job  and  go  home. 
They  ran  on  term  limits.  They  ran  not 
on  political  survival  but  on  fiscal  issues.” 

Into  the  lion’s  den 

Already,  House  Speaker  Newt  Gin- 
grich has  taken  the  broad  outlines  of 
his  Medicare  approach  to  one  poten- 
tially hostile  constituency  and  been 
well  received.  The  Georgia  Republican 
spoke  via  live  satellite  transmission  to 
the  American  Medical  Association 
House  of  Delegates  in  mid-June  and 
laid  out  the  basics  of  an  approach  to 
Medicare  reform  that  would  privatize 


the  system,  inject  marketplace  com- 
petitiveness, and  encourage  individual 
responsibility  by  beneficiaries. 

TMA  President  Mark  J.  Kubala, 
MD,  of  Beaumont,  says  one  of  the 
key  messages  of  Speaker  Gingrich's 
address  was  that  if  people  have  an 
incentive  to  look  carefully  at  how 
their  health-care  dollars  are  spent, 
they  will  make  wiser  choices. 

“I  know  Speaker  Gingrich  believes 
that  is  one  of  the  strong  areas  where 
money  savings  can  be  achieved,”  Dr 
Kubala  said.  But  Speaker  Gingrich  gave 
few  details  of  how  those  goals  would  be 
achieved  or  where  specific  savings  to  the 
program  would  be  found. 

Medicare  shopping  list 

Still,  sources  close  to  the  budget-writ- 
ing congressional  committees  say 
numerous  proposals  are  on  the  table. 
Among  those  cited  most  often  are: 

• Cutting  reimbursement  rates  for 
physicians  and  hospitals.  While 
this  has  been  tried  before  repeat- 
edly, insiders  say  it  is  attractive 
because  it  does  not  directly  hit 
Medicare  beneficiaries. 

• Increasing  Part  B premiums  and 
copayments.  Recipients  currently 
pay  about  31%  of  the  actual  cost  of 
this  Medicare  program  through 
monthly  premiums,  and  present 
law  actually  would  cut  that  amount 
to  25%  next  year  unless  Congress 
acts  to  stop  it.  Recipients  also  pay 
20%  of  most  physician  services 
through  copayments.  Increasing 
copayments  or  requiring  them  on 
more  services  has  been  suggested. 


• Raising  the  age  of  eligibility.  Some 
have  suggested  boosting  the  age 
requirement  to  67,  which  certainly 
would  slow  growth  by  delaying  the 
entry  of  the  baby  boomers  into  the 
program. 

• Converting  to  managed  care.  Some 
3 million  elderly  — nearly  one  tenth 
of  the  Medicare  beneficiaries  — 
already  are  covered  through  man- 
aged care  programs.  This  is  the  pri- 
mary option  being  discussed  when 
Medicare  reformers  mention  increas- 
ing the  “efficiency”  of  the  system. 

Other  options  on  the  table  include 
vouchers  to  allow  the  elderly  to  go  out 
and  buy  their  own  coverage  through 
private  insurers  and  medical  savings 
accounts  that  would  give  beneficiaries 
an  incentive  to  spend  health-care  dol- 
lars wisely. 

Feeling  the  pinch 

Louis  Goodman,  PhD,  TMA’s  director 
of  medical  economics,  says  a combina- 
tion of  these  proposals  likely  will 
emerge  from  Congress.  He  adds  that 
reductions  of  physician  and  hospital 
fees  is  almost  a “guarantee”  because  cur- 
rent payment  mechanisms  will  bring 
those  about  even  without  congressional 
action.  Those  mechanisms,  combined 
with  increased  utilization  of  managed 
care,  are  what  Speaker  Gingrich  and 
other  congressional  leaders  mean  when 
they  talk  about  letting  market  forces 
bring  down  costs,  he  says. 

“In  reality,  even  if  they  don’t  do 
anything,  RBRVS  [resource-based  rel- 
ative value  scale]  is  going  to  reduce 
physician  fees  significantly  over  the 
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next  several  years  by  the  way  it’s  calcu- 
lated,” Dr  Goodman  said.  “And  DRGs 
[diagnostic  related  groups],  hospital 
closures,  and  the  trend  toward  fewer 
hospital  admissions  — which  you  can 
call  managed  care  — are  going  to 
reduce  the  use  of  hospitals.” 

Taking  advantage  of  opportunities 

Despite  these  obstacles,  Mr  Ross  says 
there  are  things  to  be  gained  through  this 
debate.  “All  crises  generate  opportuni- 
ties,” he  said.  Among  those  opportunities 
is  the  chance  to  gain  meaningful  hassle 
relief,  paperwork  reduction,  an  easing  of 
regulatory  burdens,  and  modification  of 
the  burdensome  Clinical  Laboratory 
Improvement  Amendments  (CLIA). 

“Retrenching  on  CLIA,  simplify- 
ing it,  and  reducing  its  hassle  factors 
will  travel  with  Medicare  reform 
because  it’s  part  of  the  quid  pro  quo  of 
asking  physicians  to  go  along  with 
some  of  the  proposed  changes  in  their 
practice  patterns,”  Mr  Ross  said. 

One  additional  opportunity  is  the 
chance  to  fold  TMA-backed  patient 
protection  principles  into  the  new  sys- 
tem. Those  principles  were  shot  down 
in  Texas  by  a gubernatorial  veto  earlier 
this  year,  but  TMA  and  AMA  remain 
committed  to  pushing  them  at  the 
state  and  federal  levels  for  all  managed 
care  settings. 

Predicting  the  future 

While  congressional  leaders  are  just 
now  formulating  their  proposals  for 
Medicare  reform,  a fairly  concrete  1 
timetable  has  been  established  for  the 
debate.  Unless  House  and  Senate 
Republicans  get  cold  feet,  action  likely 


will  occur  before  the  end  of  the  year. 

Washington  insiders  say  US  Rep  Bill 
Archer,  the  Texan  who  chairs  the  House 
Ways  and  Means  Committee,  has  set  a 
September  22  deadline  for  reporting  a 
bill  out  of  committee.  That  would 
allow  the  House  to  debate  the  bill  after 
returning  from  summer  recess. 

Work  in  the  Senate  is  expected  to 
proceed  concurrently  with  House 


action,  but  the  upper  chamber  is 
expected  to  move  more  slowly  on  the 
issue,  as  it  traditionally  does. 

Organized  medicine  is  well  posi- 
tioned to  be  a proactive  and  positive 
force  in  the  debate.  TMA  has  strong 
ties  with  Chairman  Archer  and  two 
other  key  House  leaders  from  Texas  — 
House  Majority  Leader  Dick  Armey 
and  Majority  Whip  Tom  DeLay. 


AMA  takes  stand  on  Medicare  reform 

At  its  annual  meeting  in  June,  the  American  Medical  Association 
House  of  Delegates  adopted  a major  Medicare  report  containing 
the  following  recommendations  for  reform. 

• The  fundamental  goal  of  Medicare  reform  should  be  ensuring  the 
health  of  elderly  and  disabled  people. 

• The  federal  government  should  make  defined  contributions  toward  the 
purchase  of  private  insurance  coverage  by  Medicare  beneficiaries. 

• Medicare  beneficiary  deductibles,  coinsurance,  premiums,  and  Medi- 
gap  insurance  should  be  restructured  to  enhance  cost  sharing,  increase 
patient  choice,  maintain  beneficiary  financial  protection,  and  reduce 
costs  to  beneficiaries  and  to  Medicare  from  Medigap  coverage. 

• Medicare  should  eliminate  price  and  regulatory  controls  on  charges  and 
payments.  These  controls  should  be  replaced  by  a competitive  pricing 
system  in  which  physicians  set  and  disclose  their  own  fees. 

• Medicare  funding  for  graduate  medical  education  should  be  reduced 
and  replaced  with  contributions  from  the  all-payer  funding  pool. 

• Residency  positions  funded  through  Medicare  direct  and  indirect  med- 
ical education  adjustments  should  be  reduced  gradually. 

• Patient  and  physician  interests  in  high-quality  care  should  be  protected 
through  nonintrusive  regulatory  approaches,  such  as  the  Patient  Protec- 
tion Act. 

The  AMA  Board  ol  Trustees  was  directed  to  report  back  to  the  House 
of  Delegates  at  its  interim  meeting  in  December  on  its  progress  in  pursuit 
of  fundamental  Medicare  transformation. 
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Mr  Ross  also  says  a major  Medicare 
report  adopted  by  the  AMA  House  of 
Delegates  in  June  has  positioned  that 
organization  at  the  forefront  of  the 
debate.  That  report  included  several 
recommendations  that  parallel  propos- 
als already  being  toyed  with  by  GOP 
leaders,  including  the  ideas  of  increas- 
ing choice  and  privatization  in  the  sys- 
tem and  restructuring  premiums  and 
copayments  (see  article  on  page  20). 

An  additional  plank  added  at  the 
urging  of  Texas  delegates  calls  for  the 
ending  of  federal  price  and  regulatory 
controls  in  favor  of  a competitive  pric- 
ing system  under  which  physicians 
would  set  and  disclose  their  own  fees 
to  patients. 

Mr  Ross  says  AMA  is  in  a much 
better  position  than  some  other  play- 
ers in  the  debate,  most  notably  the 
American  Hospital  Association 
(AHA)  and  the  American  Association 
for  Retired  Persons  (AARP).  AHA 
already  has  assumed  the  role  of  the 
“loyal  opposition,”  and  AARP  is 
mired  in  questions  over  its  tax-exempt 
status,  which  may  effectively  blunt  its 
lobbying  clout  in  this  debate. 

While  momentum  for  major 
Medicare  reform  does  exist,  the  out- 
come is  far  from  certain.  Already, 
GOP  proposals  have  met  opposition 
from  President  Clinton,  whose  own 
outline  for  balancing  the  federal  bud- 
get includes  only  about  $124  billion 
in  Medicare  reductions  — less  than 
half  the  amount  proposed  in  the 
Republican  budget  resolution. 

While  President  Clinton  at  least 
has  conceded  the  need  to  rein  in 
Medicare  costs,  congressional  Democ- 


rats have  not,  according  to  the  con- 
gressional insider  quoted  earlier. 

“The  White  House  has  admitted 
there  is  a crisis  in  Medicare,”  he  said. 
“They  are  interested  in  a balanced  bud- 
get, and  they  understand  that  some- 
thing has  to  be  done  about  Medicare. 
The  House  Democrats  and  many  of 
the  Senate  Democrats  are  not  in  agree- 
ment with  that,  and  they’re  just  going 
to  attack  whatever  we  do.”  ★ 


All  articles  in  Texas  Medicine  that  mention  Texas  Medical 
Associations  stance  on  state  legislation  are  defined  as  "legislative 
advertising,  ” according  to  Texas  Govt  Code  Ann  $305,027. 
That  law  requires  disclosure  of  the  name  and  address  of  the  per- 
son who  contracts  with  the  printer  to  publish  the  legislative 
advertising  in  Texas  Medicine:  Robert  G.  Mickey,  Executive 
Vice  President,  TMA,  401  W 15th  St,  Austin,  TX  78701. 
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Physician  and  Mid-Level 
Providers  needed  to  provide 
temporary  coverage  across 
the  state  in  the  following 
specialties:  Family  Medicine, 
Internal  Medicine,  Pediatrics, 
and  Mid-Level  Providers 
(all  specialties).  Competitive 
remuneration,  paid  expenses, 
choice  of  assignment,  short 
term,  long  term,  temp  to  penn 
available.  For  more  information 
about  these  and  National 
opportunities  call  1-800-476- 
3275  or  fax  your  CV  to 
1-919-493-3993. 
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The  road  to  recovery 

New  law  removes  one  barrier  to  rehabilitation 
for  impaired  physicians 

By  Teri  Lee  Jones,  Associate  editor 


In  its  handling  of  impaired  physicians  since  the  late 
’80s,  the  Texas  State  Board  of  Medical  Examiners 
(TSBME)  seemed  limited  to  wielding  a proverbial 
stick.  But  thanks  to  a new  Texas  law,  TSBME  also 
can  now  hold  out  a carrot  to  impaired  physicians  who  will 
report  themselves  to  the  board. 


Feeling  bound  by  the  verbiage  of  the  Medical  Practice  Act, 
TSBME  had  routinely  published  the  names  of  physicians 
ordered  into  rehabilitation,  regardless  of  the  circumstances  of 
the  case.  Even  in  instances  where  physicians  with  substance- 
related  disorders  were  well  into  successful  recovery  and  even 
when  the  board  itself  determined  they  posed  no  ongoing 
threat  to  the  public,  their  names  and  disciplinary  orders  were 
listed  in  the  board’s  quarterly  journal.  Private  rehabilitation 
orders  had  ended  after  the  board’s  1987  Sunset  Review,  and 
such  orders  were  not  only  public,  they  were  also  considered 
disciplinary  actions.  Senate  Bill  1303,  passed  this  May,  now 
allows  the  board  to  issue  confidential,  nondisciplinary  reha- 
bilitation orders  when 
physicians  self-report. 

“In  essence,  the  law 
goes  a long  way  toward 
protecting  the  public,”  said 
Bruce  Levy,  MD,  TSBME 
executive  director,  “because 
physicians  with  a drug  or 
alcohol  problem  can  vol- 
untarily come  forward  and 
receive  proper  treatment 
without  the  fear  of  being 
disciplined  by  the  board.” 

Although  mental  and 
physical  disabilities  fall 
under  the  definition  of 
impairment,  most  TSBME 
rehabilitation  orders  are 
issued  to  physicians  with 
substance-related  disorders. 

Under  the  new  law, 
physicians  who  are  issued 


private  rehabilitation  orders  and  who 
stay  clean  may  not  have  the  fact  of 
their  rehabilitation  become  part  of 
medical  malpractice  lawsuits.  The  new 
law  says  such  orders  will  not  be  admis- 
sible in  court  or  discoverable  by  plain- 
tiffs’ attorneys. 

Point  man  in  the  battle  against  addiction 

In  medicine’s  efforts  to  help  physicians  with  substance- 
related  disorders,  members  of  physician  health  and  rehabili- 
tation (PHR)  committees  struggle  in  the  trenches.  Physician 
committee  members  on  county  and  state  levels,  many  of 
whom  are  certified  addictionologists,  conduct  investigations 
of  physicians  suspected  of  being  impaired.  When  evidence 
supports  impairment,  they  perform  interventions,  hoping 
physicians  will  admit  their  addictions,  get  thorough  medical 
evaluations,  and  enter  immediate  treatment. 

Part  of  the  urgency  of  their  task  in  the  past,  in  addition  to 
the  need  to  help  physicians  and  protect  the  public,  was  get- 
ting to  impaired  physi- 
cians before  the  board  did. 
If  an  impaired  physician 
would  agree  to  immediate 
treatment,  usually  an  inpa- 
tient program,  and  would 
meet  the  standards  of  the 
committee’s  monitoring 
programs,  the  impaired 
physician  would  not  be 
turned  in  to  the  board. 

“We  are  never  afraid  to 
jump  in  a car  and  go  some- 
where to  save  one  of  the 
doctors,”  said  Robert 
Jones,  MD,  a San  Antonio 
ophthalmologist  and  active 
member  of  Bexar  County 
Medical  Society’s  PHR 
committee.  “We  get  refer- 
rals from  all  over  the  state, 
and  my  gut  feeling  is  that 
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Health  and 
rehabilitation  hotline 

Texas  Medical  Association's  Committee  on  Physician  Health  and  Rehabilita- 
tion provides  a confidential  support  and  intervention  program  for  physi- 
cians who  have  substance-related  disorders  or  other  problems  that  could 
affect  their  practice  of  medicine.  Anyone  may  access  TMA’s  program  by  call- 
ing its  24-hour  hotline  at  (800)  880-1640. 


our  success  rate  is  probably  about  90% 
for  getting  physicians  into  successful 
recovery.  That  rate  is  head  and  shoul- 
ders above  the  general  population 
because  of  the  peer  pressure  we  can 
exert  on  these  people."  Dr  Jones  adds 
that  his  and  other  PHR  committees  do 
not  hesitate  to  report  physicians  to  the 
board  who  refuse  treatment. 

Physicians  and  medical  students 
are  bound  by  law  to  report  other 
physicians  and  medical  students  to 
TSBME  who  pose  continuing  threats 
to  public  safety.  But  by  getting  physi- 
cians into  recovery  where  they  no 
longer  posed  such  a threat,  PHR  com- 
mittees could  often  spare  such  physi- 
cians the  stigma  of  a TSBME  public 
rehabilitation  order.  They  could  also 
use  the  threat  of  reporting  them  to  the 
board  to  strong-arm  physicians  who 
refused  to  admit  their  impairments, 
when  necessary. 

Dr  Jones  recalls  one  instance  where 
that  threat  failed  at  first.  During  the 
intervention  of  one  physician  in 
denial,  he  said,  "If  you  don’t  get  into 
treatment,  were  going  to  report  you 
to  the  state  board  and  they’ll  take  your 
license  away.  Then  you’ll  be  a 
ditchdigger  for  the  rest  of  your  life.” 
After  a month  of  doing  just  that  in 
another  state,  the  physician  came  back 
and  said,  “Look,  Bob,  I don’t  like 
being  called  mister.  Help  me.” 

Many  physicians  like  Dr  Jones,  who 
have  spent  years  committed  to  getting 
physicians  into  recovery,  say  they  wel- 
come the  new  law.  “I  think  it’s  going  to 
make  it  easier  for  us  to  take  care  of  doc- 
tors,” Dr  Jones  said.  “And  we’re  going 
to  be  able  to  help  more  doctors  with 


addictive  problems  who  were  afraid  of 
the  board’s  punishment  before.” 

The  stick  remains 

Although  it  now  has  another  option  for 
dealing  with  impaired  physicians,  the 
new  law  does  not  remove  the  teeth 
from  TSBME’s  ability  to  sanction 
them.  “This  law  does  not  prevent  the 
board  from  suspending  a license  if  we 
believe  it  is  necessary,”  said  Timothy 
Weitz,  JD,  TSBME  general  counsel.  “If 
you’ve  got  people  out  there  who  don’t 
want  to  cooperate  or  who  are  so  far 
gone  that  they  are  continuing  threats  to 
the  public,  we  still  have  the  authority 
to  suspend  or  revoke  their  licenses.” 

Mr  Weitz  is  optimistic  that  the  new 
law  may  allow  the  board  to  refocus 
some  of  its  efforts.  “About  24%  of  our 
caseload  involves  some  kind  of  impair- 
ment issue,  dealing  typically  with  sub- 
stance abuse  of  some  kind,”  Mr  Weitz 
said.  “Assuming  that  more  of  these 
people  will  self-report,  we  ll  start  being 
able  to  reallocate  our  resources.”  When 
more  impaired  physicians  or  PHR 
committees  acting  as  their  proxies 
report  their  conditions  to  TSBME,  it 
could  spend  less  effort  on  investiga- 


tions and  contested  proceedings,  which 
are  tedious,  time-consuming  processes. 

"We  recognize  that  regulating 
physicians  is  a difficult  process,”  said 
Lisa  McGiffert,  a senior  policy  analyst 
on  health  issues  for  Consumers 
Union,  a national  consumers  advo- 
cacy group  that  was  consulted  when 
the  bill  was  being  drafted.  “We  know 
the  dynamics  here,  that  the  colleagues 
of  impaired  physicians  have  been 
reluctant  to  report  them,  knowing 
that  their  licenses  might  be  suspended 
immediately.  We  want  the  board  to  be 
aggressive,  but  we  realize  that  it  hasn’t 
had  an  array  of  options  to  use  before 
the  new  law.”  At  the  suggestion  of 
Consumers  Union  representatives,  the 
board’s  private  rehabilitation  orders 
will  be  audited  at  least  every  3 years  by 
an  independent  auditor. 

The  perception  that  TSBME  has 
historically  been  too  lenient  on  doc- 
tors, combined  with  the  thought  that 
many  impaired  physicians  may  not 
yet  be  into  recovery,  could  have  made 
passage  of  the  new  law  a difficult 
endeavor.  That’s  one  reason  why  the 
Consumers  Union  was  consulted 
when  the  Texas  Medical  Association, 
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TSBME,  and  the  Texas  Osteopathic 
Medical  Association  were  discussing 
the  new  law’s  proposal,  which  was 
sponsored  by  Sen  David  Cain  (D- 
Dallas)  and  Rep  Hugo  Berlanga  (D- 
Corpus  Christi). 

“I  wouldn’t  say  we  actively  sup- 
ported it,”  Ms  McGiffert  said,  “but  we 
felt  it  was  important  to  have  a system 
that  made  it  conducive  to  physicians  to 
come  forward  who  were  having  some 
kind  of  substance  abuse  or 
mental  health  problem,  and 
to  help  them  without  hav- 
ing it  mar  their  records.’  Ms 
McGiffert  stresses  the  fact 
that  the  new  law  is  a one- 
time chance  only,  subject  to 
a physician’s  adherence  to 
strict  standards  and  long- 
term monitoring.  “If  they 
blow  it,  they’ve  lost  their 
chance;  then  that  informa- 
tion should  become  public." 

Scratching  the  surface 

Last  year,  TSBME  disci- 
plined 40  physicians  for 
drug  and  alcohol  abuse.  “If 
the  national  estimate  that  1%  of  all 
practicing  physicians  have  substance- 
related  disorders  is  correct,”  Dr  Levy 
said,  “that  would  mean  that  probably 
300  physicians  in  the  state  of  Texas 
have  this  problem.” 

And,  although  the  fear  quotient  for 
impaired  physicians  is  now  lessened, 
Dallas  psychiatrist  Edgar  Nace,  MD, 
chair  of  TMA’s  Committee  on  Physi- 
cian Health  and  Rehabilitation,  does 
not  expect  droves  of  impaired  physi- 
cians to  now  suddenly  come  forward. 
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“I’m  not  so  naive  as  to  think  alcohol- 
or  drug-dependent  individuals  are 
going  to  leap  at  any  invitation,  so  to 
speak,”  Dr  Nace  said.  “But  this  is  a 
step  in  the  right  direction.” 

Dr  Nace  notes  that  the  large  majority 
of  impaired  physicians  do  not  self- 
report.  Just  like  substance  abusers  in  the 
general  population,  he  says,  physicians 
turn  to  professionals  only  when  their 
lives  are  on  the  verge  of  crumbling. 


Usually,  they  seek  help  because  of  a crisis 
in  their  lives  and  a subsequent  interven- 
tion. Sometimes,  impaired  physicians 
who  have  had  no  adverse  incidents  in 
their  practices  present  with  medical 
problems  related  to  their  addictions, 
such  as  alcoholic  cardiomyopathy.  Or, 
they  realize  that  other  health  profession- 
als have  detected  a deterioration  in  their 
work  or  radical  behavioral  or  mood 
changes.  Often,  a marital  crisis  presses 
them  into  treatment. 

“We  don’t  know  how  many  doctors 
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“We  felt  it  was 
important  to  have 
a system  that  made 
it  conducive  to 
physicians  to  come 
forward  who  were 
having  some  kind 
of  substance  abuse 
or  mental  health 
problem,  and  to  help 
them  without  having  it 
mar  their  records.” 


are  impaired  or  what  percentage  of 
impaired  doctors  actually  receive  treat- 
ment,” Dr  Nace  said.  “But  my  guess  is 
that  more  doctors  get  treatment  than 
in  the  general  population,  because  I 
think  addictive  behavior  is  inherently 
more  visible  in  this  profession  and 
because  physicians  have  more  to  lose 
than  a lot  of  other  people.” 

Dr  Nace  would  like  to  see  the  new 
law  applied  liberally  and  to  include 
physicians  who  have  been  in  long- 
term recovery  but  have  never  reported 
to  the  board.  Although  he  stops  short 
at  recommending  that  such  physicians 
all  come  forward  now,  he  says  it’s 
something  they  ought  to  consider. 
“I’m  hoping  we  can  go  just  a little  fur- 
ther as  experience  is  gained  and  the 
board  gets  more  comfortable  with  pri- 
vate orders.”  ★ 


Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  informa- 
tion on  selected  topics.  These  articles  are  published  with  the 
understanding  that  TMA  is  not  engaged  in  providing  legal 
advice.  When  dealing  with  specific  legal  matters,  readers 
should  seek  assistance  from  their  attorneys. 


Coming  soon... 
a package  of 
professional  tools 
for  managing 
today's  medical 
practice. 


Taking  Care 
of  Business  Like 


at  ta  n 


The  personal  touch  in  medical  practice 

Text  by  Laura  J.  Albrecht 
Photography  by  Susan  Gaetz  and  Theresa  D iMenno 

He  places  a reassuring  hand  on  the  shoulder  of  a longtime  patient. 
She  smiles  warmly  as  a woman  welcomes  her  daughter  into  the  world.  He  comforts  an  AIDS  patient  who  is  dying. 

You’ve  got  the  diplomas  hanging  on  your  office  wall.  You’re  at  the  peak  of  your  profession,  with  a big  practice, 
spiffy  office,  and  the  miracles  of  modern  medicine  at  your  command.  But  if  you’re  like  most  physicians,  the  trap- 
pings and  credentials  aren’t  what  medicine  is  about.  It’s  the  relationships  you  have  with  your  patients  — built  on 
trust,  compassion,  humor,  respect  — that  keep  you  devoted  to  this  profession  under  fire. 

“I  get  much  more  from  my  patients  than  they  get  from  me,”  said  Joseph  Gathe,  Jr,  MD,  a Houston  infectious 
diseases  specialist  whose  practice  includes  many  AIDS  patients.  “Their  bravery  drives  me  to  work  harder.” 

In  the  pages  that  follow,  Dr  Gathe  and  two  other  physicians  — Austin  obstetrician/gynecologist  Mary  E.  Gasal,  MD, 
and  New  Braunfels  family  practitioner  Carlos  Campos,  MD  — share  a glimpse  of  the  bond  between  physician  and  patient. 
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“I  see  my 
patients’ 
fears,  angers, 
and  pain  for 
9 months. 

Each  one  is 
starting  a 
new  phase  in 
her  life.  I get 
to  be  a part  of  it,  and 
that’s  a bond  that 
doesn’t  occur  in  other 
specialties.  I gain  the 
trust  of  my  patients  by 
letting  them  know  I’ve 
been  there  and  done 
that.  I don’t  know  any 
doctor  who  doesn’t 
want  the  best  for  his  or 
her  patients.” 

Mary  E.  Gasal,  MD 
Obstetrics/ G ynecology 
A us  TIN 
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“Dr  Gasal’s  voice  and 
expressions  are  very- 
nurturing.  I like  her 
warmth  and  smile. 
She  always  asks  if  I have 
any  questions  and  takes 
the  time  to  answer  them 
thoroughly.  She  never 
seems  to  be  in  a hurry, 
although  I know  she 
has  to  be.  She  treats  me 
like  a person.” 

Leah  Inman  Lee 
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Facing  page,  from  top: 

Leah  Inman  Lee  and  husband,  Pat  Lee,  share  a 
special  moment  before  welcoming  a new  member 
to  their  family.  Older  brother  Cube  gets  a lift 
from  Mom  as  he  anticipates  the  arrival  of  his  sis- 
ter. Months  of  office  visits  end  with  Dr  Gasal's 
delivery  of  Chloe. 

This  page,  from  top:  Dr  Gasal prepares 
for  delivery,  along  with  Leah’s  husband,  Pat,  and 
mother,  Patricia  Carville.  Leah  and  Pat  comfort 
their  daughter  after  she  enters  a new  world  at 
Brackenridge  Hospital  in  Austin. 
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“This 
community 
is  my 
hometown. 
I grew  up  in 
an  old  house 
near  my  clinic. 

I used  to  ride 
my  bike 
around  here, 
and  a bunch 
of  my  friends  live  about 
a block  away.  Many  of 
my  patients  knew  me 
when  I played  Little 
League  baseball,  or 
recall  seeing  me  in 
church,  or  remember 
me  when  I was  an 
orderly  at  the  hospital. 

I had  developed 
relationships  with  my 
patients  long  before  I 
became  a doctor.  This  is 
truly  a family  practice.” 

Carlos  Campos,  MD 
Famil  y Practice 
New  Braunfels 
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“When  Olivia  was  in  the 
ICU  at  Santa  Rosa  Children’s 
Hospital,  Dr  Campos  took 
such  a personal  interest  in 
what  we  were  going  through. 
He  even  asked  his  church  to 
pray  for  us.” 

Megg  Chalupa 
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“Carlos  has  always  been  a very  caring  person. 
He  makes  you  feel  at  ease  and  doesn’t  pull  rank. 
I’m  not  saying  this  just  because  he  is  my  nephew. 

He  is  very  dedicated.’’ 

Guadalupe  Suarez 


“I  have  a lot  of 
confidence  in  Dr  Campos. 

He’s  like  family.” 

Manuela  Marungo 


Facing  page,  from  top: 

Megg  Chalupa  and  daughter  Olivia  visit  with  Dr 
Campos  at  his  New  Braunfels  clinic.  Patients  Don 
and  Marie  Offerman  trade  stories  and  smiles  with 
Dr  Campos. 

This  page,  from  top: 

Benito  and  Manuela  Marungo  and  their  children, 
Bertha,  Manuela  Jr,  Ben,  and  Maria,  discuss  their 
long  relationship  with  Dr  Campos.  Center: 
Guadalupe  and  Consuelo  Suarez  expound  on  the 
professional  and  personal  virtues  of  their  nephew, 
Dr  Campos. 


“Taking  care  of 
AIDS  patients 
is  the  most 
gratifying 
thing  I have 
ever  done  in 
my  life. 

The  bravery 
they  have 
with  this 
disease  is 

amazing.  The  strength 
they  bring  to  the  clinic 
is  what  I feed  off  of 
daily.  If  I am  having  a 
bad  day,  all  I have  to  do 
is  think  about  one  of 
my  patients  and  realize 
that  no  matter  how  bad 
my  day  goes,  it  can’t  be 
as  bad  as  what  they  are 
going  through.  If  they 
can  overcome,  then  I 
can  overcome  my  little 
trials  and  tribulations.’’ 

Joseph  Gathe,  Jr,  MD 
Infectious  Diseases 

Ho  us  TON 
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“Doctors  like  him  are  few  and  far  between. 
Friends  recommended  me  to  Dr  Gathe. 

As  soon  as  I met  him,  I felt  very  comfortable 
and  confident  he  knew  what  he  was  doing.” 

David  Callaway 

“Dr  Gathe  gives  you  the  opportunity  to  discuss 
treatment.  When  you  need  to  talk,  he  wiil  talk. 

You  don’t  have  to  wait.” 

Enrique  Castro 
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Facing  page,  from  top: 

Dr  Gatbe  keeps  a close  watch  on  his  patient  David  Callaway. 
Enrique  Castro  prepares  for  treatment  at  Dr  Gathe’s  clinic.  Dr 
Gathe  confers  with  Edward  Stool  AID,  about  an  AIDS  case. 

This  page,  clockwise  from  top: 

Jeff  Harper,  RN,  prepares  Jon  Wenckus  for  treatment  at  Therapeu- 
tic Concepts  in  Houston.  Claudia  Luciana,  RN,  looks  on  the 
bright  side  with  G.  Boris  Green,  whose  partner  was  undergoing 
treatment.  Dr  Gathe  reflects  on  his  decision  to  treat  AIDS  patients. 


“Dr  Gathe  has  a large  practice, 
hut  he  treats  me  as  an  individual.” 

Jon  Wenckus 
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The  write  stuff 

Simple  guidelines  can  help  you  write  and  design 
effective  patient  education  materials 

By  Sunil  Kripalani 


Second,  don’t  write  too  much.  Select 
several  key  points  and  explain  them 
well,  rather  than  briefly  mentioning 
every  possibility.  Third,  focus  on 
patients’  questions  and  concerns. 
Patients  are  rarely  interested  in  imper- 
sonal statistics  or  abstract  concepts. 
Practical  information  is  the  key.  Pro- 
vide the  information  you  think  patients 
need  to  know,  but  also  acknowledge 
what  most  patients  want  to  know,  such 


as  what  physical  symptoms  they  can 
expect  and  how  their  daily  activities  will  be  affected. 


ost  of  the  time  and  energy  that  go  into 
patient  education  focus  on  the  brief 
encounter  between  a doctor  and  patient  in 
the  physicians  office.  Although  face-to-face 
interaction  is  indispensable  in  educating  patients  about 
their  conditions,  it  also  poses  many  problems.  The  stressful 
nature  of  the  situation  may  cause  patients  to  forget  to  ask 
questions  or  forget  what  they  are  told,  and  they  may  not  get 
enough  information  to  satisfy  their  needs  and  curiosities. 

Written  patient  education  materials  can  help  alleviate 
some  of  these  problems  because  they  reinforce  information 

that  is  discussed  in  the  physician’s  office.  Patients  can  read  Measuring  readability 
them  in  a nonstressful  environment,  and  they  One  way  to  evaluate  patient  education  materials  is  by  using 

can  answer  many  of  the  questions  patients  a readability  formula,  which  calculates  the 

forgot  or  hesitated  to  ask  (1).  Studies  . approximate  grade  level  of  the  text.  Read- 

have  also  shown  that  educational  mate-  , N,  ability  formulas  are  based  on  the 

rials  help  patients  follow  their  doc-  ® wfcv  assumption  that  comprehension  diffi- 

tors’  orders,  particularly  when  they  culty  is  related  to  the  average  word 

are  well  written  (2,3).  They  can  ' I and  sentence  length  (ie,  longer  words 

be  placed  in  the  waiting  room,  'IUBB  T'  sWi  and  sentences  make  for  more  chal- 

given  to  patients  to  take  home,  ‘ lenging  reading).  Many  studies 

or  sent  through  the  mail.  They  f have  applied  readability  formulas 

are  generally  inexpensive  and  pi  m « ^ to  patient  education  materials 

can  easily  be  customized  to  fit  siM  # (3-9).  They  consistently  show 

the  patient  population.  & g^g  1 " that  medical  brochures  are  too 

Whether  you  prepare  your  ->/  / complex  for  their  audience 

own  educational  materials  or  ^ iV  because  most  are  written  at  a 

high  school  or  college  level, 
even  though  patients  hold  an 
average  reading  comprehension 
level  of  seventh  grade  or  lower. 
Several  readability  tests  are 
available,  but  the  SMOG  for- 
mula (10)  is  popular  because  it 
is  accurate,  easy  to  understand, 
and  even  easier  to  apply.  To  use 
it,  simply  count  off  10  consec- 
utive sentences  at  the  begin- 
ning, 10  in  the  middle,  and  10 


purchase  them  from  out- 
side sources,  the  key  issues 
are  the  information  itself 
and  how  effectively  it  is  com- 
municated. 

First  and  foremost,  make  sure 
the  content  is  medically  accurate. 

Sunil  Kripalani  is  a medical  stu- 
dent at  Baylor  College  of  Medicine  and  a 
graduate  of  Rice  University.  When  not  in 
school,  he  works  as  a freelance  medical 
writer. 
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near  the  end  of  the  document.  In  the 
30  selected  sentences,  count  the  num- 
ber of  words  containing  3 syllables  or 
more.  If  a polysyllabic  word  is 
repeated,  count  each  repetition.  Esti- 
mate the  square  root  of  the  number  of 
polysyllabic  words  counted.  Add  3 to 
the  approximate  square  root,  and  you 
have  calculated  the  SMOG  reading 
grade  level.  (For  shorter  documents, 
divide  the  total  number  of  polysyllabic 
words  by  the  number  ol  sentences, 
multiply  by  30,  estimate  the  square 
root,  and  add  3.) 

Although  widely  used,  readability 
tests  have  been  criticized  by  several 
authors  who  argue  that  they  are  fun- 
damentally flawed,  or  at  the  very  least 
should  be  used  in  conjunction  with 
other  criteria  (11,12).  One  study  even 
showed  that  documents  edited  to 
lower  grade  levels  often  become  less 
interesting,  with  readers  preferring  the 
original  versions  (13).  The  point  is 
that  readability  formulas  can  be  quick 
and  fairly  accurate  guides,  but  other 
criteria  are  also  important  in  judging 
the  quality  of  writing. 

Good  writing 

Because  of  the  large  discrepancy 
between  physician  and  patient  knowl- 
edge, as  well  as  the  complex  nature  of 
medicine,  it  is  a common  pitfall  to 
write  educational  materials  above  the 
reading  level  of  the  audience.  However, 
by  keeping  your  audience  in  mind,  you 
can  write  materials  that  your  patients 
will  understand  and  that  effectively 
address  the  important  issues.  Don’t  try 
to  impress  readers  with  big  words, 
complex  structure,  or  complex 


thoughts;  impress  them  with  how  well 
you  communicate  your  message. 

When  writing  patient  education 
brochures,  aim  at  a seventh-grade 
reading  level  L>y  using  simple,  clear, 
concrete,  and  organized  language. 
Begin  each  paragraph  with  a topic 
sentence,  and  don’t  use  complex 
grammatical  structures.  But  don’t 
make  the  text  choppy,  either.  If  you 
overzealously  apply  readability  formu- 
las and  make  sentences  as  short  as  pos- 
sible to  create  a low  readability  score, 
you  also  risk  destroying  the  flow  of 
your  writing.  Sometimes  longer,  well- 
written  sentences  are  better,  so  use 
some  personal  judgment  when  you 
interpret  readability  scores. 

Make  your  materials  tangible  and 
practical,  using  appropriate  images 
and  analogies.  Focus  on  what  patients 
will  experience  and  how  their  daily 
activities  will  be  affected.  Write  in  the 
active  voice,  and  use  the  second  per- 
son (“you”)  instead  of  “the  patient.” 
These  simple  techniques  will  help 
make  the  material  more  personal  and 
interesting  and,  therefore,  easier  to 
read  and  remember. 

Define  any  technical  terms  that 
you  have  to  use,  but  substitute  com- 
mon equivalents  whenever  possible. 
Say  “cause”  instead  ol  “etiology,”  and 
“walk”  instead  of  “ambulate.”  Use 
words  as  they  are  normally  used,  not 
with  their  special  medical  meanings. 
For  instance,  a patient  unfamiliar  with 
lab  terminology  would  assume  that 
“negative”  means  “bad.”  Fastly,  don’t 
assume  your  patients  will  comprehend 
common  medical  terms.  One  study, 
for  example,  showed  that  about  a 


third  of  the  time,  patients  didn’t 
understand  words  such  as  “abdomen,” 
“fracture,”  and  “symptom.”  And,  only 
4%  of  them  understood  the  term 
“atherosclerosis”  (14). 

Design  issues 

While  there  are  many  studies  on  read- 
ability in  patient  education  literature, 
few  deal  with  the  second  important 
aspect  of  communication:  good 
design.  A well-designed  brochure  does 
more  than  simply  look  good.  An 
attractive  layout  can  increase  motiva- 
tion to  read  the  brochure,  and  a 
thoughtful  design  can  reinforce  the 
document’s  content. 

If  possible,  have  your  patient  educa- 
tion materials  produced  by  an  experi- 
enced graphic  designer.  Poor  production 
quality  detracts  Irom  the  brochure’s 
credibility  and  can  interfere  with  its  edu- 
cational utility.  If  you  or  someone  on 
your  staff  has  experience  with  desktop 
publishing  and  you  choose  to  design 
your  own  materials,  you  may  want  to 
consult  some  of  the  good  guidebooks 
that  deal  specifically  with  designing  edu- 
cational materials  (15). 

In  designing  patient  education 
materials,  stick  to  this  fundamental 
principle:  form  follows  function. 
Graphic  layout  and  illustrations  should 
highlight  the  brochure’s  educational 
content,  not  steal  the  show.  This  means 
avoiding  many  desktop  publishing 
tricks,  such  as  drop  caps  and  abundant 
artwork,  which  may  be  appropriate  in 
other,  noneducational  settings. 

The  document  design  should  be 
simple  and  consistent.  Select  a stan- 
dard serif  typestyle,  such  as  Times 
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Top  1 0 do’s  of  writing  and  designing  patient  education  materials 


1 . Make  sure  the  information  is  medically  accurate. 

2.  Focus  on  several  key  points,  emphasizing  the  most 
important  medical  information  and  patients’  practical 
concerns. 

3.  Be  simple,  clear,  concrete,  and  organized  in  your  writing. 

4.  If  you  must  use  technical  terms,  be  sure  to  define  them. 

5.  Use  advance  organizers,  meaningful  subheadings,  and 
concise  summaries. 


6.  Take  advantage  of  appropriate  illustrations  and  pictures. 

7.  Choose  a standard  serif  typestyle,  such  as  Times 
Roman,  preferably  12  point  size. 

8.  Consult  a professional  medical  translator  when 
preparing  materials  in  other  languages. 

9.  Work  with  an  experienced  graphic  designer. 

10.  Pilot  test  the  materials  with  several  health  profes- 
sionals and  patients. 


How  can  I spot  skin  cancer? 

You  should  examine  your  skin  every  month  to 
look  for  the  early  signs  of  skin  cancer.  Basal  cell 
and  squamous  cell  cancers  can  almost  always  he 
cured  if  they  are  detected  early.  . . . 

When  you  perform  a skin  self-exam,  look  for 
both  new  growth  and  changes  in  old  growths.  See 
your  doctor  if  you  find  any  unusual  skin  condi- 
tions, especially  new  moles,  bumps,  or  growths, 
or  changes  in  old  moles. 

• Basal  cell  cancer  often  shows  up  as  a small, 
shiny,  fleshy  bump  on  the  head,  neck,  or  hands. 

It  can  also  be  found  as  a flat  growth  on  the  chest 
or  back. 

• Squamous  cell  cancer  usually  appears  as  a red, 
scaly,  sharply  outlined  patch  or  bump.  . . . 

• Melanoma  may  start  as  a small  mole  that 
grows,  changes  color,  bleeds,  oozes,  itches,  or 
causes  pain.  . . . 
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Top  1 0 don’ts 


1.  Don’t  write  over  patients’  heads.  Material  appropriate 
for  a medical  journal  may  not  be  appropriate  for  an 
educational  brochure. 

2.  Don’t  rely  on  readability  formulas  as  the  only  mea- 
sure of  your  writing. 

3.  Don’t  use  complex  grammar. 

4.  Don’t  use  a complex  word  when  a simple  one  will  do. 

5.  Don’t  address  an  abstract  third  person,  such  as  “the 
patient”  or  “individuals.” 


6.  Don’t  write  in  the  passive  voice. 

7.  Don’t  use  fancy  desktop  publishing  tricks,  such  as 
drop  caps  and  excessive  clip  art. 

8.  Don’t  use  a sans  serif  typestyle,  ALL  CAPS,  or  too 
many  italics. 

9.  Don’t  full  justify  your  text  if  it  distorts  spacing. 

1 0.  Don’t  pack  the  page  too  tightly  with  text. 


Examining  one’s  skin  monthly  is  an 
important  technique  in  the  early 
detection  of  basal  and  squamous 
cell  carcinomas.  Studies  have 
demonstrated  decreased  morbidity  and 
mortality  when  these  malignancies  are 
found  in  their  early  stages. 

When  the  patient  performs  skin  self- 
examination,  he  or  she  should  look  for 
changes  in  old,  as  well  as  new,  growths.  HE 
OR  SHE  SHOULD  CONSULT  A 
PHYSICIAN  IF  ANY  UNUSUAL  SKIN 
CONDITIONS  ARE  FOUND,  ESPECIALLY 


NEW  MOLES,  BUMPS,  OR  GROWTHS, 
OR  CHANGES  IN  OLD  MOLES. 

Grossly,  basal  cell  carcinomas  appear  as 
pearly  papules  or  plaques,  found  primarily 
in  sun-exposed  areas  of  the  body. 

Squamous  cell  carcinoma  usually 
appears  as  a well-demarcated, 
erythematous,  scaling  plaque. . . . 

Malignant  melanoma  commonly  begins 
as  a small  nevus  that  enlarges,  changes  in 
coloration,  bleeds,  and  becomes  pruritic  or 
painful.  . . . 


Roman.  (Serifs  are  perpendicular  fin- 
ishing strokes  in  the  letters.  Compare 
Times  to  Helvetica,  which  is  sans 
serif.)  Use  an  adequate  size  type, 
preferably  12  point,  with  slightly 
larger  subheadings,  about  16  point. 
Don’t  mix  a lot  of  different  fonts  and 
sizes  because  they  can  distract  the 
reader.  Don't  use  all  capital  letters  or 


too  many  italics  either;  they  are  harder 
to  read.  To  make  the  reader’s  eye 
movements  comfortable,  break  the 
text  into  columns,  with  about  40  to 
60  characters  per  line.  Don't  full  jus- 
tify the  document  if  it  distorts  spacing 
and  makes  the  text  look  awkward. 

The  overall  structure  of  the  brochure 
should  create  a good  learning  environ- 


ment. Use  advance  organizers  (eg, 
“While  reading  this  brochure,  you  will 
learn  . . .”)  to  introduce  the  material. 
This  simple  technique  tells  readers  what 
to  expect  and  guides  their  attention  to 
the  most  important  points  of  the 
brochure.  Distinct  and  meaningful 
subheadings  also  help  the  reader  create 
a mental  outline  and  organize  the 
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information.  Lastly,  end  the  brochure 
with  a summary  to  emphasize  impor- 
tant information. 

Design  elements  such  as  color, 
white  space,  and  illustrations  also  can 
be  used  to  improve  the  quality  of  a 
brochure.  Appropriate,  nondistracting 
use  of  color  can  make  a brochure  look 
professional,  and  it  can  highlight  sub- 
headings or  important  pieces  of  infor- 
mation. However,  adding  a splash  of 
color  increases  the  production  cost  by 
30%  to  30%.  You  may  be  able  to 
achieve  the  same  effect  by  using  differ- 
ent shades  of  gray,  at  no  extra  cost. 

The  use  of  white  space  is  also 
important.  Don’t  pack  the  page  too 
tightly,  because  the  organizational 
structure  will  be  lost,  the  text  will  be 
harder  to  read,  and  readers  will  tire 
more  easily.  Well-placed  white  space 
allows  readers  a brief  but  important 
chance  to  collect  their  thoughts,  rest 
their  eyes,  and  move  on  without 
becoming  fatigued. 

Appropriate  illustrations  and  pho- 
tographs also  decrease  the  strain  of 
excessive  verbage.  Use  them  to  help 
explain  confusing  concepts,  processes, 
symptoms,  and  treatments,  but  avoid 
excessive  use  of  cute  graphics  and  clip 
art  if  they  do  not  support  your  mes- 
sage. The  key  again  is  appropriateness; 
remember  that  form  follows  function. 

Finally,  use  a standard  size  brochure, 
such  as  letter-size  paper  folded  twice  to 
create  three  panels  per  side  or  legal 
paper  folded  to  create  four  panels. 
Brochures  in  these  sizes  are  easy  to  han- 
dle, display,  and  mail,  and  they  conve- 
niently fit  into  a business-size  envelope. 
Folding  also  creates  the  appropriate 


width  for  columns  of  text.  And  perhaps 
most  importantly,  length  restrictions 
encourage  authors  to  limit  themselves 
to  a reasonable  and  manageable  amount 
of  information. 

Special  populations 
As  concerns  for  minority  issues  gain 
more  attention  in  medicine,  the  need 
for  population-specific  materials  is 
becoming  clear.  Different  patient 
populations  vary  in  their  risk  factors, 
socioeconomic  status,  emotional  cop- 
ing strategies,  knowledge,  and,  most 
obviously,  language. 

When  producing  a document  in 
another  language,  consult  a profes- 
sional medical  translator  either  to  pre- 
pare the  whole  document  or  at  least  to 
edit  the  final  version.  Also,  remember 
that  some  situations  will  require  alter- 
ations to  the  brochure’s  content  to 
account  for  demographics,  risk  factors, 
cultural  mores,  etc.  Attention  to  these 
areas  will  help  ensure  that  the  original 
content  is  conveyed  as  accurately  as 
possible  in  the  new  cultural  context. 

Review  and  pilot  testing 

A new  brochure  should  be  reviewed  by 
more  than  one  health  professional, 
preferably  by  nurses  as  well  as  physi- 
cians. But  no  professional,  no  matter 
how  experienced,  can  predict  how  the 
target  population  will  respond  to  the 
materials.  There  are  too  many  audi- 
ence- and  disease-related  variables,  such 
as  educational  levels,  cultural  beliefs, 
and  fears  about  particular  illnesses. 

Ask  several  patients  to  read  a draft 
of  what  you  have  prepared,  and  take 
their  feedback  seriously.  It  is  not  nec- 


essary to  pretest  with  the  final  prod- 
uct, especially  if  production  costs  are 
high,  but  draft  materials  should 
approximate  the  final  form  and  con- 
tent. Test  for  comprehension;  recall; 
personal  relevance;  interpretation  of 
graphics;  strong  and  weak  points;  and 
confusing,  sensitive,  or  controversial 
elements  (8).  Be  thorough  in  solicit- 
ing feedback  at  this  stage,  because 
once  materials  are  finalized  and 
printed,  it  is  generally  too  expensive  to 
make  changes. 

The  key  to  producing  quality 
patient  education  materials  is  appro- 
priateness. Use  brochures  that  are 
appropriate  in  the  amount,  type,  and 
level  of  information;  style  of  writing; 
and  elements  of  design.  Your  patients 
will  appreciate  it.  ★ 
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Deborah  Douglas,  MD 

Day  tripper  pathologist  cant  stay  indoors 

By  T E R I Lee  Jones,  Associate  editor 


For  most  mothers,  a kid’s  science  project  doesn’t 
usually  turn  into  a half-decade-long  quest.  Nor 
does  it  usually  turn  them  into  authors.  But  for 
San  Antonio  pathologist  Deborah  Douglas, 
MD,  it  did. 

And  it  all  started  with  just  a few  handfuls  of  dirt  and  a 
raging  case  of  chicken  pox.  A few  months  into  her  daugh- 
ter’s “Texas  soil”  project,  which  had  become  a perfect 
excuse  to  take  her  family  traveling  to  practically  ever  cor- 
ner of  the  Lone  Star  State,  Dr  Douglas  hit  a snag.  Daugh- 
ter Jessica’s  bad  case  of  chicken  pox  thwarted  an  excursion 
to  collect  some  much-needed  East  Texas  soil,  so  Dr  Dou- 
glas did  what  any  mother  would  do.  She  drove  clear  to  Bas- 
trop for  some  “westwardly  displaced  East  Texas  soil”  to 
round  out  the  project. 


What  she  discovered  on  that  last  dirt  excursion  was  some- 
thing that  would  almost,  but  not  quite,  satiate  her  excess 
energy  and  love  of  nature  for  the  next  several  years.  “I  enjoyed 
that  day  in  Bastrop  so  much,  I hatched  the  idea  of  writing  a 
book  to  justify  going  on  more  day  trips,  Dr  Douglas  said. 

Some  70  weekend  day  trips  later,  her  quest  for  the  best 
outdoor  places  to  take  her  two  children  within  a 2-hour 
drive  of  San  Antonio,  theme  parks  not  included,  has  all 
but  ended.  The  fruits  of  her  labor  — judging  the  "fun 
scale”  of  numerous  recreation  sites  in  Central  Texas  — are 
chronicled  in  her  book,  Gone  For  The  Day:  Family  Fun  in 
Central  Texas,  due  out  this  September. 

Every  other  weekend  or  so,  the  trio,  often  joined  by  a 
friend  or  two  of  her  son  Andrew  or  daughter  Jessica,  would 
trek  off  to  some  new  location  that  Dr  Douglas  had  already 
exhaustively  studied.  “I  did  a lot  of  background  research 
about  the  history  of  an  area,  its  plants  and  animals,  geol- 
ogy, and  how  it  came  to  be  that  way,”  Dr  Douglas  said. 
“Then  I’d  go  and  check  it  out  beforehand.  If  it  looked  like 
something  the  kids  would  be  interested  in,  I’d  take  them 
back  later.”  Her  husband  Andy,  a defense  attorney,  some- 
times joined  the  crew. 


The  beauty  of  day  trips,  according 
to  Dr  Douglas,  is  that  “you  don’t  have 
to  pack  bunches  of  stuff,  take  the  dog 
to  the  kennel,  empty  the  trash,  or  shut 
down  the  house.  You  can  slam  a few 
sandwiches  together,  throw  a few  sodas 
in  the  cooler,  and  head  off.”  Research 
was  sometimes  stalled  in  order  to  revisit 
favorite  spots,  like  Enchanted  Rock,  an 
immense  slab  of  granite  near  Freder- 
icksburg, and  Blue  Hole,  an  old-fash- 
ioned swimming  hole  near  Wimberley. 

Pine-needle  sliding  in  the  pine 
forests  near  Bastrop  quickly  became  a 
family  tradition.  “Finding  the  very 
best  hill,  that  everybody  agrees  is  the 
perfect  hill,  is  one  of  the  hardest 
parts,”  she  said.  “Then  you  open  up 
pasteboard  boxes  and  slide  down 
toboggan-style.” 

“We  are  so  lucky,”  Dr  Douglas  insisted,  with  a nature- 
lover’s  gleam  in  her  eye.  “By  some  people’s  estimation,  we 
have  seven  different  ecological  regions  here  in  Texas,  and  in 
San  Antonio,  we’re  within  2 hours  of  five  of  them.” 

Those  who  know  her  well  were  not  surprised  with  the 
gusto  and  precision  with  which  Dr  Douglas  tackled  her  pro- 
ject, because  that’s  pretty  much  how  she  approaches  life,  they 
say.  San  Antonio  otolaryngologist  Bernard  Palmer,  MD, 
Texas  Medical  Association’s  speaker  of  the  House,  remembers 
how  he  met  Dr  Douglas  years  ago  when  she  was  a resident  at 
Baptist  Medical  Center  in  San  Antonio.  “She  wanted  to 
enter  this  relay  race  and  found  out  I was  a runner,  so  she 
sought  me  out  as  a partner  just  for  that  race.  She  said  to  me, 
‘You’re  so  old,  we’ll  probably  be  in  a favorable  age  group  and 
win  a trophy  if  we  race  together.’  So  we  did,  and  we  won.” 

Dr  Palmer,  like  countless  San  Antonians,  speaks  highly 
of  Dr  Douglas’  baking  skills.  “It’s  because  of  her  chocolate 
chip  cookies  that  I was  elected  speaker  of  the  House,”  he 
said.  “We  passed  out  her  cookies  along  with  the  recipe 
when  I was  campaigning.  It  was  a close  election,  and  there 
were  bound  to  be  people  who  were  won  over  by  her  cook- 
ies.” She  stocks  restaurant-size  quantities  of  baking  ingre- 
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“I  don’t 
waste  time 
on  things 
that  are  not 
important.  I 
don’t  spend 
much  time 
primping, 
and  I don’t 
watch  TV.” 


dients  to  keep  up  with  the 
demand  for  her  baked  goods. 

“People  would  die  for  one  of 
her  cookies,”  said  Rene  Rone, 

MD,  one  of  Dr  Douglas'  best 
friends  and  a partner  in  their 
group  practice.  “She  brings 
huge  plates  of  them  to  the  lab 
and  to  the  hospitals  we  serve. 
Nobody  knows  exactly  how  she 
does  it  all,  juggling  medicine,  a 
family,  writing,  and  baking, 
too.  She’s  a natural  athlete  to 
boot.  It’s  kind  of  disgusting  — 

I’m  really  not  sure  why  1 hang 
out  with  her.’’ 

After  competing  and  placing 
in  marathons  for  many  years, 
starting  when  she  was  in  med- 
ical school,  Dr  Douglas  says 
something  just  snapped  about  6 
years  ago.  A few  miles  from  the 
finish  line  in  her  last  marathon, 
she  just  stopped  running.  An 
admittedly  driven,  competitive, 
and  compulsive  person  who 
gets  bored  easily,  she  said  when 
she  hit  her  late  30s  “the  knot 
inside  me  loosened,  and  some  things 
that  had  seemed  so  important  lost 
their  significance.  I really  can’t 
attribute  it  to  anything  in  particular.” 

It  was  about  that  time  that  she 
started  taking  her  writing  more  seri- 
ously, beginning  with  a humor  essay  in 
San  Antonio  Medicine , the  magazine  of 
Bexar  County  Medical  Society 
(BCMS).  She  now  writes  a monthly 
column  for  the  BCMS  Service  Bureau’s 
Auto  Express  and  has  had  articles  pub- 
lished in  other  magazines  such  as  South- 
ern Outdoors.  She  loves  bringing  out  the 


lighter  side  of  life  in  her  writing,  and  so 
far,  humorous  essays  have  been  her  spe- 
cialty. “I  want  to  show  people  that 
there’s  often  more  to  situations  than  the 
serious  side.  Frequently,  there’s  some- 
thing very  funny  about  things  we  don’t 
usually  think  are  funny.” 

A sense  of  humor  came  in  handy 
growing  up  the  eldest  of  four  daughters 
in  Kermit,  Tex,  and  Austin.  Her  mother 
was  a journalism  teacher  and  her  father 
was  a busy  physician  whom  she  claims 
she  almost  never  saw  until  she  turned 
10  years  old,  at  least  not  when  he  was 


awake.  It  was  partly  her  father's  exam- 
ple and  partly  his  goofy  advice  that  got 
her  into  medicine.  “When  I was  15 
years  old,  my  father  looked  at  me  and 
said,  ‘You’re  not  pretty  enough  to  be  a 
secretary  and  you’re  not  smart  enough 
to  be  a teacher,  so  I suggest  you  go  into 
medicine.’ 

“Isn’t  that  great?”  she  added.  “And 
that  was  a good  suggestion,  because  I 
have  enjoyed  medicine  immensely.” 
Pathology  ties  in  surprisingly  well 
with  writing,  she  says,  because  what 
pathologists  do  is  look  at  something 
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and  describe  it  — same  as  writers. 
Describing  her  love  of  nature  and  get- 
ting outside  to  experience  it  is  a pas- 
sion she  has  passed  on  to  her  children. 
“I  weaned  them  on  the  outdoors,”  she 
said,  glancing  at  her  back  porch, 
where  dozens  of  birds  and  squirrels 
gobbled  at  the  mound  of  seeds  pro- 
vided for  them  daily. 

“My  children  and  I have  sat  and 
watched  ants  for  30  minutes  at  a 
time,”  she  said.  “It’s  scary  to  think  that 
we  may  be  raising  a generation  of  chil- 
dren these  days  who  can’t  appreciate 
how  interesting  it  is  to  sit  and  watch 
an  ant  desperately  trying  to  move  a 
stick,  or  how  we  can  hook  such  an 
experience  into  our  own  lives  — keep 
on  trying,  you’ll  eventually  get  it.” 

Surprisingly,  an  enthusiasm  for 
weaving  meaningful  outdoor  experi- 
ences into  the  tapestry  of  her  and  her 
children’s  lives  stops  short  at  camping, 
a strange  standard  for  such  a tomboy 
mom.  “I  hate  getting  dirty,  and  I have 
to  have  clean  sheets  and  running 
water,”  she  said. 

Some  years  down  the  road,  Dr 
Douglas  hopes  to  be  able  to  write  full 
time.  But  for  now,  she’ll  write  part  time 
and  continue  following  a few  “Debo- 
rah” principles.  “I  don’t  waste  time  on 
things  that  are  not  important,”  she 
said,  displaying  fingernails  that  she  says 
look  like  those  of  a 9-year-old  boy.  “I 
don’t  spend  much  time  primping,  and 
I don’t  watch  TV.”  She’s  also  careful  not 
to  volunteer  for  projects  she  doesn’t 
enjoy  and  tries  not  to  feel  guilty  about 
things  she  can’t  change,  “unless  it’s 
important  to  feel  guilty,”  she  added. 

Harnessing  and  focusing  her 


boundless  energy  has  been  a lifelong 
challenge,  says  her  friend  Dr  Rone. 
“She’s  the  ultimate  list  maker  and 
tried  to  give  it  up  once,  but  that  lasted 
only  a few  months.  At  the  pace  she 
keeps,  she  makes  the  rest  of  us  feel  like 
we  should  be  doing  more.  Neverthe- 
less, a typical  day  with  Deborah  is  a 
day  with  a lot  of  laughter.” 


Because  she  recognizes  what  a 
double-edged  sword  her  need  to  plan 
and  control  every  little  thing  can  be, 
Dr  Douglas  says  she’s  getting  better  at 
spontaneity.  “In  my  headlong  rush  to 
find  happiness,  I’ve  sometimes  forgot- 
ten that  if  I’ll  just  sit  still  long 
enough,  happiness  can  catch  up  to 
me.”  ★ 
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Dr  Bristow  to  address 
leadership  conference 

RACTICING  MEDICINE  ISN’T 
as  simple  as  it  used  to  be.  How 
does  managed  care  affect  public 
health  programs?  How  does 
health-care  legislation  at  the  national 
level  offer  new  opportunities?  What  is 
the  public’s  perspective  on  the  prob- 
lems facing  medicine?  What  issues  at 
the  state  and  national  levels  affect  the 
quality  and  delivery  ol  patient  care? 

With  the  theme  “Mastering  Medi- 
cine’s Challenges,”  the  Texas  Medical 
Association’s  1995  Fall  Leadership 
Conference  in  Austin  will  attempt  to 
answer  these  questions  through  sev- 
eral presentations  and  workshops 
designed  to  shed  light  on  the  changes 
facing  medicine. 

American  Medical  Association 
President  Lonnie  R.  Bristow,  MD,  of 
San  Pablo,  Calif,  will  give  the  keynote 
address  at  the  conference,  which  will 
begin  at  9:30  am  on  Saturday,  Sep- 
tember 16.  Representative  Bill  Archer 
(R-Tex),  chair  of  the  US  House  Ways 
and  Means  Committee,  has  been 
invited  to  discuss  health-care  develop- 
ments in  the  104th  Congress,  and 
Fernando  M.  Trevino,  MD,  executive 
director  ol  the  American  Public 
Health  Association,  has  been  asked  to 
address  the  effects  ol  managed  care  on 
public  health.  Harry  Schwartz,  PhD, 
former  editorial  writer  for  The  New 
York  Times,  has  been  invited  to  speak 
on  medicine’s  past  and  luture. 

A preconference  “dawn  duster”  ses- 
sion, from  7:45  to  9: 1 5 am,  will  address 


lorms  ol  practice  in  integrated  delivery 
systems.  Governor  George  W.  Bush  has 
been  invited  to  speak  during  the  con- 
ference luncheon,  which  is  sponsored 
by  the  Texas  Medical  Liability  Trust  and 
will  last  from  12:30  until  2 pm.  All 
events  will  be  held  at  the  Stouffer 
Renaissance  Austin  Hotel,  and  the  con- 
ference and  luncheon  are  Iree  and  open 
to  all  TMA  members.  AMA  PRA  Cat- 
egory 1 CME  credit  will  be  available  lor 
conference  sessions. 

Association  leaders  will  gather 
right  after  the  conference  to  set  prior- 
ities lor  the  coming  year  at  TMA’s 
1996  Planning  Meeting.  Conference 
attendees  also  will  have  a variety  of 
workshops  and  seminars  to  choose 
from  on  Friday  and  Saturday. 

Registration  is  required  for  the  Infor- 
mation Technology  Expo  sponsored  by 
TMA  and  the  National  Library  of 
Medicine.  Hands-on  demonstrations, 
exhibits  ol  computer  systems  and  soft- 
ware, and  information  on  telemedicine 
and  other  online  computer  services  will 
be  offered  at  the  expo,  which  will  be 
held  from  9 am  to  4:30  pm  on  Friday  at 
the  Stouffer. 

“Exploring  the  Internet:  A Guided 
Tour  for  Physicians,”  a TMA  work- 
shop that  can  earn  participants  3 
AMA  PRA  Category  1 CME  hours, 
will  be  held  on  Saturday  in  conjunc- 
tion with  the  conference  and  costs 
$50.  For  more  information  on  the 
expo  and  workshop,  call  (800)  880- 
1300,  ext  1552,  or  (512)  370-1552. 

This  year’s  risk  management  work- 
shop, titled  “Managed  Care  Contracts: 
Professional  Liability  Risks,”  will  be 
held  from  2 to  5 pm  Saturday  and  is 


Lonnie  R.  Bristow,  MD 


approved  lor  3 AMA  PRA  Category  1 
CME  hours.  To  register  for  this  work- 
shop, call  Tiva  Robson,  TMA  practice 
management  services,  at  (800)  880- 
1300,  ext  1411,  or  (512)  370-1411. 

The  TMA  Alliance  will  hold  a 
domestic  violence  seminar  from  8 to 
11:30  am  on  Friday  at  the  Stouffer. 
CEU  hours  lor  nurses  have  been 
requested.  For  more  information, 
contact  Kitty  Kress  at  (800)  880- 
1300,  ext  1328,  or  (512)  370-1328. 

Although  not  required,  preregistra- 
tion is  suggested  for  the  TMA  leader- 
ship conference.  For  registration 
information,  call  the  TMA  special  ser- 
vices office  at  (800)  880-1300,  ext 
1346,  or  (512)  370-1346. 
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Primary  Care  Physicians  Invited 


Expanding  Horizons 

In 

Allergy,  Asthma  & Immunology 

November  10-15,  1995 
Wyndham  Anatole  Hotel 
Dallas 


Featuring  symposia  on: 


Detecting  Patients  with  Food  Sensitivity 
Combatting  Asthma  Morbidity  & Mortality 
Respecting  Rhinitis  and  Reducing  Rhinorrhea 
Drug  Allergy  Nuts  & Bolts 
New  Directions  in  Dermatologic  Therapy 
21st  Century  Communications:  Telemedicine 
Immunodeficiency 

Antihistamines:  The  Next  Generation 
Optimal  Management  of  Asthma 
Latex  Allergy:  The  Great  Masquerader 
And  many  others 


Plus:  78  Scientific  & Computer  Workshops, 

Roundtable  Discussions,  Special  Programs 
for  Allied  Health  Professionals  & Office 
Managers 


**40  hours  of  CME  Category  1 


For  program  and  registration  materials 
Call  (708)  427-1200 

Sponsored  by  the  American  College  of  Allergy,  Asthma  & Immunology 


Commentary 

Market-driven  reform: 
what  must  change 
and  what  must  not 

By  D.G.  Porterfield,  MD 


The  failure  of  national 
health-system  reform  initiatives 
in  1994  and  their  unlikely  revival 
due  to  budget  restraints  give 
hope  that  health-system  reform  has 
escaped  the  national  political  forum. 

The  market  continues  to  lead  a 
reform  effort  because  excesses  have,  in 
fact,  resulted  from  the  uncoupling  of 
cost  and  consumption  due  to  the  evo- 
lution of  medical  insurance  from  the 
self-limiting  “indemnity”  insurance  to 
the  currently  popular  “prepaid  health 
care.”  The  industry  cannot  prepay  for 
any  product  it  cannot  define  and  limit. 

The  forces  of  reform  are  now  suffi- 
ciently apparent  that  we  should  exam- 
ine and  agree  on  some  basic  concepts 
so  that  if  we  cannot  sing  in  harmony, 
at  least  we  can  hum  the  same  tune. 


D.G.  Porterfield,  MD,  is  a family 
physician  in  Abilene.  His  solo  practice  is  primar- 
ily fee-for-service,  and  he  has  one  health  rrtainte- 
nance  organization  contract. 
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What  must  change 

While  health-care  delivery  and  financ- 
ing will  continue  to  he  reformed  by 
politics  and  business,  it  falls  to  physi- 
cians to  preserve  health  care  lor  our 
patients  and  lor  our  own  professional 
integrity.  We  must  define  the  optimal 
and  guide  health-care  utilization  back 
toward  it;  we  cannot  force  it  back. 
Our  instruments  and  our  judgment 
must  be  more  precise  than  those  of 
the  mere  observers,  now  turned  plan- 
ners. Our  opinions  must  be  backed  by 
valid  reasons  in  support  ol  patient 
benefits.  And  we  must  learn  to  express 
those  reasons  with  a united  voice. 

Patient  and  physician  autonomy. 
Third-party  review  as  to  whether  ser- 
vices are  appropriate  or  necessary  is 
tempering  patient  and  physician  auton- 
omy. Personal  physician  autonomy  can 
be  tempered  provided  that  adversarial 
review  is  by  physicians  who  are  clini- 
cally competent  in  the  matter  reviewed, 
even  if  the  reviewers  are  a clinically 
competent  managed  care  organization 
(MCO)  team.  Case-specific  review  is 
not  an  administrative  matter.  Clinical 
competence  must  make  the  call. 

Patient  and  social  expectations.  The 
concept  of  entitlement  has  to  be  rede- 
fined Irom  “everything  clinically  pos- 
sible” to  “that  which  is  demonstrably 
effective  and  affordable.”  Patients,  as 
well  as  physicians  and  ethics  commit- 
tees, must  embrace  that  new  concept. 
Families  must  be  prepared  to  avoid 
care  that  is  not  restorative  but  merely 
sustains  life  in  a wholly  unsatisfactory 
state.  Medical  schools  must  teach  as 
much  about  what  is  superfluous  as 
about  what  is  possible. 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services,  Inc.,  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


W e are  a dedicated  group  of 

professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician’s  claim  history,  specialty 
or  previous  problems. 


Medical  Insurance  Services,  Inc. 


For  additional  information,  contact: 

Aberdeen  Medical  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd.,  Suite  900  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 
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1 9 9 S FALL 

LEADERSHIP 
FERENCE 

MASTERING  MEDICINE’S 
CHRLLENGES 

September  16 

Sfouffer  Renaissance  Austin  Hotel 

Program  Highlights 

• Keynote  speaker  AMA  President  Lonnie  R.  Bristow,  MD, 
San  Pablo,  Calif. 

• Update  from  the  104th  Congress. 

• Sessions  about  the  ethical,  practice  and 
public  health  implications  of  managed  care. 

Special  Features 

• Free  registration  for  TMA  members. 

1 Complimentary  luncheon  from  Texas  Medical  Liability  Trust. 

• On-site  risk  management  workshop 
and  information  technology  expo. 

Call  [BOO]  080-1300.  Ext.  1346.  for  Information. 


^ Tex 


TexasMedical 

Association 


Planners  vs  providers.  Cost-effective 
care  cannot  be  maximized  in  an  adver- 
sarial environment.  Physicians  must 
understand  the  need  for  effective 
change  and  must  guide  the  clinical 
aspects  of  change.  Successful  MCOs 
will  understand  why  physicians  must 
be  patient  advocates  and  why  clinical 
decisions  must  be  reviewed  by  clini- 
cally competent  peers. 

Those  who  have  neither  real  clini- 
cal interest  nor  clinical  expertise,  who 
simply  want  to  buy  and  sell  health  care 
at  a profit,  must  realize  that  aggressive 
competitive  pricing  cannot  be  vali- 
dated by  regressive  clinical  services  to 
the  point  where  value  is  reduced.  We 
must  be  prepared  to  track  this  value  to 
temper  managed  profits. 

Civil justice  influence.  While  recently 
passed  medical  liability  reforms  offer 
some  hope  for  change,  the  current 
methods  of  determining  and  resolving 
medical  liability  are  far  too  influential 
on  the  health-care  delivery  system.  Cost 
of  insurance  is  a problem  to  high-risk 
specialties,  and  fear  of  being  sued  causes 
too  many  physicians  to  avoid  high-risk 
procedures  and  cases.  Liability  shifting 
by  admissions  and  transfers  is  costly  to 
the  health-care  system.  Far  more  costly, 
however,  is  the  layer  of  defensive  medi- 
cine superimposed  on  clinically  compe- 
tent care,  which  creates  a double 
standard  for  medical  services. 

All  physicians  must  practice 
according  to  clinical  standards  that 
they  can  defend  before  their  peers  and 
to  nonclinical  standards  that  they  can 
defend  before  judges  and  juries  whose 
understanding  of  medical  matters 
comes  from  expert  witnesses  paid  to 
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say  opposite  things.  In  such  forums, 
we  necessarily  have  too  much  depen- 
dence on  tests  and  procedures,  on 
maximal  care,  and  on  other  actions 
that  impress  nonclinical  audiences 
more  than  they  affect  care. 

Defensive  medicine  results  not 
from  fear  of  patient  awards,  which  are 
insured.  Rather,  it  is  a defense  against 
that  which  you  cannot  insure  — the 
assault  on  your  reputation,  the  flag  on 
your  credential  file,  and  the  emotional 
distraction  from  which  you  may  never 
fully  recover. 

Such  influences  of  the 
civil  justice  system  con- 
tribute nothing  to  quality 
of  care,  and  do  nothing  to 
identify  or  remove  the  least 
competent  among  us.  Uti- 
lization can  be  limited  to 
that  which  is  clinically 
appropriate  and  necessary 
only  when  we  have  tem- 
pered the  nonclinical  stan- 
dards of  the  civil  justice  system. 

What  must  be  preserved  at  all  costs 

Reform  must  preserve  quality  patient 
care  and  reasonable,  responsible  access 
to  that  care.  Care  must  be  given  in  an 
atmosphere  that  encourages  the 
patient  financial  responsibility  neces- 
sary to  accept,  trust,  and  comply  with 
the  demands  of  that  care.  And  reform 
must  encourage  professional  excellence 
and  the  physician’s  role  in  developing 
new  technologies  and  new  remedies. 

Demonstrable  clinical  competence  in 
credentialing,  utilization,  and  quality 
standards.  Nothing  defines  us  as  physi- 
cians more  clearly  than  individual  clin- 


ical competence,  “clinical  pertaining 
to  the  direct  observation  and  treat- 
ment of  patients.  Clinical  is  not  the 
same  as  scientific,  and  not  all  things 
clinical  are  scientific;  clinical  encom- 
passes art,  science,  ethics,  and  medi- 
cine. Clinical  competence  defines 
what  you  can  do  for  your  patients. 

Physicians  are  not  defined  simply 
by  their  licensures  or  specialty  certifi- 
cations, but  by  the  scope  and  level  of 
their  clinical  performance  in  manag- 
ing various  clinical  problems.  Educa- 
tion, training,  and  experience  are 


important,  but  only  as  they  result  in 
demonstrable  clinical  competence, 
which  is  problem-  and  procedure-spe- 
cific. Clinical  competence  is  the  cur- 
rent qualifier  for  all  hospital  medical 
staff  credentialing.  It  must  not  be 
replaced  by  licensure  and  board  certi- 
fication, which  indicate  scope  of  prac- 
tice but  not  competence. 

Patient  choice.  Patient  choice  of 
physician  is  critical  to  preserving  con- 
tinuity of  care  and  ensuring  patient 
confidence  so  that  the  physician  can 
recommend  quality,  cost-effective 
remedies  that  will  be  accepted  by  the 
patient.  This  accounts  for  much  of  the 
economy  of  primary  care  and  can  be 


equally  important  in  specialty  care. 

Competitive  bidding  among 
MCOs  with  different  physician  panels 
is  sure  to  interrupt  continuity  of  care 
on  a grand  scale.  We  must  find  ways 
to  minimize  that  problem. 

Physician  role  as  patient  advocate. 
This  is  the  true  measure  of  our  profes- 
sionalism. We  must  be  able  to  repre- 
sent our  patients’  needs  before 
clinically  competent  reviewers  with- 
out loss  of  our  own  status. 

Community  health  services.  MCOs 
are  not  designed  to  serve  communities 
but  rather  to  serve  clearly  defined 
population  groups,  leaving  a reduced 
market  with  a disproportionate  share 
of  the  very  sick  and  underinsured. 
Planners  must  ask  themselves  how 
they  affect  community  services 
beyond  their  own  subscribers. 

When  the  dough  is  rolled  out  and 
all  the  MCO  cookies  are  cut,  on 
whose  cookie  sheet  will  all  the  little 
odd  pieces  go?  This  should  be  a com- 
munity concern,  especially  in  midsize 
cities  where  markets  are  shrinking  to 
nonsustainable  levels  and  community 
emergency  services  are  being  reduced. 

Our  economic  concerns  and  our 
turf  battles  are  real,  but  neither  our 
degrees,  licenses,  nor  specialty  certifi- 
cations can  grant  any  of  us  a franchise 
on  any  segment  of  health  care.  We 
must  protect  patients  in  the  face  of 
economic  pressures,  and  we  must  pre- 
serve patient  access  to  necessary  clini- 
cal competence.  Phis  is  the  only  way 
we  can  preserve  our  professionalism 
and  maintain  our  status  with  patients, 
which  has  always  been  the  basis  of  our 
economic  success. 


When  the  dough  is 
rolled  out  and  all  the 
MCO  cookies  are  cut, 
on  whose  cookie  sheet 
will  all  the  little  odd 
pieces  go? 
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Progressively  Promote  Your  Practice 
With  MedicalControl's 

Provider  Action  Kit 

• Physician  Report  Card 

• Practice  Cost  Analysis 

• RFP  Support 

MEDICALCONTROL,  INC. 

9649  Webb  Chapel  Road,  Dallas,  Texas  75220 
(214)  352-2666  Fax  (214)  352-5777 


MEDICAL  OFFICE  BUILDINGS 
AVAILABLE  FOR  LEASE 
IN  CENTRAL  AUSTIN , TEXAS 
800  and  801  West  34th  Street 
2 blocks  from  Seton  Central 
(Former  Austin  Diagnostic  Clinic) 

6,000  to  71,000  square  feet  contiguous 
AVAILABLE  IMMEDIATELY. 

♦ Zoned  LO 

♦ Parking  1 per  250  SF 

♦ Basement  space  available  at  reduced  rates 

♦ 2 office  buildings  available 

Currently  built-out  as  Medical  and  Medical  Offices. 

Contact: 

BEN  EDELSTEIN  at  JB  Goodwin  Commercial 
(800)  531-5207  or  (512)  502-7503. 

Please  fax  requests  for  information  to  (512)  346-4873. 


Medicine’s  View 


Room  service  with  a smile... 
and  a stethoscope 

By  Johanna  Franke 
Editorial  associate 


You’re  on  the  vacation 

of  a lifetime  in  the  Lone  Star 
State,  but  the  worst  migraine  of 
your  lifetime  has  just  hit. 

Far  from  their  private  physicians 
back  home,  most  travelers  would  for- 
get visiting  the  Alamo  or  attending  a 
Dallas  Cowboys  game,  and  hole  up  in 
their  hotel  rooms  to  wait  out  the  pain. 
Others  would  call  (800)  468-353 7,  or 
(800)  HOTEL-DR. 

This  number  hooks  up  ailing  trav- 
elers with  HotelDocs,  a service  out  of 
La  Jolla,  Calif,  that  contracts  with 
more  than  600  physicians  and  other 
health-care  providers  in  33  cities 
across  the  country,  says  Ian  Becker, 
president  of  HotelDocs.  The  24- 
hours-a-day  service  moved  into  the 
Dallas,  Houston,  and  San  Antonio 
areas  6 months  ago  and  will  be  in 
Austin  by  the  end  of  the  year.  About  a 
dozen  physicians,  plus  dentists,  chiro- 
practors, and  podiatrists,  participate 
in  the  service  in  each  city. 

Patients  like  the  service  because 
they  are  spared  the  hassles  and 
expense  of  an  emergency  department 
(ED)  visit.  Instead,  they  are  treated  in 
their  hotel  rooms  by  a physician 
within  45  minutes  of  their  call,  Mr 
Becker  says.  Fees  are  low  compared 
with  EDs  — $150  plus  suturing  and 
prescription  costs,  for  example.  Hotels 
use  the  service  because  it  is  free  and 
“makes  them  look  good,”  he  says. 
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Mr  Becker  says  physicians  like 
hotel  doctoring  because  “they  only  do 
the  calls  that  they  want  to,  when  they 
want  to,”  and  because  it  gives  them  a 
chance  to  meet  interesting  people 
from  around  the  world. 

Stanley  Pool,  MD,  a Houston  fam- 
ily physician  who  has  participated  in 
the  program  for  about  6 months,  says 
he  likes  the  fact  that  HotelDocs  admin- 
istrators take  care  of  all  of  the  paper- 
work that  burdens  physicians  in  their 
private  practices.  The  administrators 
check  out  credit  cards  and  prepare  the 
hotel  for  the  doctor’s  arrival  before  the 
doctor  even  receives  the  call  for  help. 

“It’s  a matter  of  driving  to  the  hotel 
and  walking  in  — 99%  of  the  time, 
it’s  one  of  the  big  hotels,"  said  Dr 
Pool,  who  lives  2 minutes  away  from 
the  large  Houston  hotels  near  the  Gal- 
leria. “The  valet  service  parks  my  car. 
The  patients  are  appreciative.” 

Dr  Pool  says  he’s  met  lots  of  inter- 
esting people  through  HotelDocs. 
“I've  seen  a few  celebrities  — two  peo- 
ple that  played  in  rock  bands.  They 
give  you  free  tickets  and  invite  you 
backstage.” 

Most  calls  are  for  fairly  benign 
problems,  such  as  gastroenteritis,  Dr 
Pool  says.  Often  people  call  HotelDocs 
to  refill  prescriptions  because  they  left 
their  medications  at  home,  he  adds.  If 
the  call  is  serious.  Dr  Pool  directs  hotel 
guests  to  the  emergency  department 
and  informs  the  ED  physicians  about 
the  patients  so  they  “don’t  feel  lost  in  a 
strange  country  or  a strange  town.” 

Dr  Pool  says  the  service  is  ideal  for 
physicians  who  find  being  sociable 
fun  and  being  prepared  convenient. 


cA' 


DVANTAGE  AUTOLEASE 


The  prescription  for 
painless  auto  leasing  is: 

Advantage  AutoLease 
MEDICAL  DIVISION 
Marie  Szczesny  (Sesny) 

250  Chisholm  Place,  Plano,  TX  75075 
(214)  422-1960 


• Maximum  value  for  trade-in 

• Simple  interest  lease  plans 

• Free  delivery  to  home 
or  office 

• Free  loan  cars  for  service 

• 24-hour  roadside 
assistance 

• GAPP  Insurance 


• Diversified  financing 
network 

• All  makes  & models 

• Wholesale  purchase 
options 

• Dealer  options 
provided  at  cost 

Mention  this  ad  for  free  window  tint! 


“Earning  your  business  for  a lifetime” 


Don’t  Take  Chances 
With  Your  Career, 
Take  Charge  Of  It 


It’s  taken  hard  work  and  determination  to  get  where  you  are  today. 
So  don’t  take  chances  with  your  future.  For  solid  career  opportunities 
call  EmCare  Physician  Staffing  Services. 

• Hospital  Income  Guarantee 

• Group  Practice  with  Partnership  Opportun  ity 

• Hospital  Affiliated  (501 A ) Practice  with  Full  Benefits 

• Ambulatory  and  Urgent  Care  Centers 

• Community  and  Indigent  Care  Centers 

• HMO 

Take  charge  of  your  career  today.  Call  EmCare  Physician  Staffing 
Services  800/535-9535. 

EmCare 

Physician  Staffing  Services 
The  Choice  Is  Yours 

1717  Main  Street  • Suite  5200  • Dallas,  Texas  75201  • 800/535-9535 
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“I  keep  a little  black  bag  with  all  of 
my  tricks  in  it  and  the  proper  forms  in 
the  trunk  of  my  car,  so  if  I feel  like 
doing  a call  on  the  way  home  from 
work  or  the  movies,  or  when  I’m  sit- 
ting around  at  home  on  Sunday  after- 
noon, I’ll  do  the  call,”  he  said.  “And  if 
I don’t  like  the  sound  of  the  call,  there’s 
no  obligation  for  me  to  accept  it.” 

Mr  Becker  says  HotelDocs,  which 
he  began  in  California  in  January 
1988,  has  succeeded  because  it  lets 
doctors  “practice  medicine  by  their 
own  standards.  They’re  the  ones  who 
are  the  bosses,”  he  said. 

To  join  HotelDocs,  physicians 
must  have  a license  in  good  standing 
with  the  state  in  which  they  practice, 
hospital  affiliation,  and  malpractice 
insurance.  “They  need  to  be  enthusias- 
tic about  taking  care  of  somebody  who 
they  have  never  seen  and  who  they 
probably  won’t  see  again,  and  treat  that 
person  like  royalty,”  Mr  Becker  said. 

There  is  no  charge  for  a physician 
to  join  the  program,  but  physicians 
pay  HotelDocs  a fee  when  they  do 
calls.  Mr  Becker  says  word  of  mouth 
helps  him  recruit  physicians.  “If  we 
get  one  doctor  who  thinks  it’s  a good 
idea  and  likes  it,  he’s  always  got  a few 
friends,”  Mr  Becker  said. 

Patients  who  use  the  service  are 
asked  to  critique  the  care  they  received, 
and  most  have  been  more  than  satis- 
fied. Said  Mr  Becker,  “In  the  8 years 
that  we’ve  been  doing  this,  the  biggest 
complaint  has  been,  ’Why  isn’t  my  doc- 
tor back  home  as  nice  as  this  doctor?”’ 

Physicians  who  would  like  more 
information  about  HotelDocs  may 
call  (800)  386-8989. 


75  Years  Ago  in  Texas  Medicine 

lugist  If  20 

Diagnosis  and  quarantine  of  human  bubonic  plague 

By  H . C . Hall,  MD,  Commissioner  of  Plague  for  the  State  Board  of  Health 

THE  BUBONIC  PLAGUE,  which  has  appeared  on  our  Texas  Coast, 
at  Galveston  and  Beaumont,  is  definitely  manifesting  itself  in  the  two 
forms  of  Pestis  Major  and  Pestis  Minor.  A single  case  of  the  septi- 
caemic  type  has  been  found  at  Beaumont.  Based  upon  the  fact  that 
only  three  cases  of  the  extremely  contagious  pulmonary  type  have  been 
reported  (in  California)  from  the  various  outbreaks  in  the  United  States, 
the  State  Board  of  Health  feels  optimistic  as  to  the  control  of  the  present 
outbreak.  . . . 

Should  the  unexpected  happen,  and  a case  of  pulmonary  plague  be 
found,  or  suspected,  the  case  should  be  isolated  on  the  premises,  with  a 
single  attendant,  and  the  immediate  family  or  other  persons  who  may  have 
been  in  contact  with  the  case  should  be  isolated  separately.  Strict  day  and 
night  guards  should  be  placed  and  the  State  Health  Officer  wired. 

For  septicaemic,  major  and  minor  forms,  day  and  night  guards  should 
be  placed  and  wire  netting  stretched  around  the  residence,  stables  and  all 
outhouses.  The  State  Health  Officer  should  be  wired.  The  family  and 
attendant  friends  should  be  assured  that  these  forms  are  not  directly  con- 
tagious. The  object  of  the  wire  netting  is  to  confine  the  infected  rodents  to 
that  one  locality,  in  so  far  as  it  may  be  possible. 

T hose  placed  in  Absolute  Quarantine  should  be  assured  that  this  pre- 
caution is  only  temporary,  until  the  fleas  and  rodents  have  been  properly 
disposed  of.  . . . 

The  treatment  of  the  cases  in  Beaumont  and  Galveston  by  the  venous 
injection  of  Yersin’s  Serum,  has  proven  efficacious  both  as  to  mortality  and 
complications.  The  State  Board  of  Health  will  keep  on  hand  a sufficient 
amount  to  meet  the  immediate  needs  of  a limited  number  of  cases. 


(Texas  State  Journal  of  Medicine.  1 920;  1 6 [4] : 1 76J 
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1995-1996  physician 
directories  available 


Anew  and  improved  Texas 
Medical  Association  Physician 
Directory  has  been  published  lor 
1995-1996.  Changes  were  made 
in  the  directory  based  on  focus  group 
discussions  with  physicians  in  El  Paso, 
Houston,  and  Nacogdoches  in  Decem- 
ber 1994. 

The  directory  contains  alphabetical 
listings  of  TMA  member  physicians 
including  specialties,  telephone  num- 
bers, addresses,  and  fax  numbers,  if 
available.  For  easier  reference,  the  geo- 
graphical section  now  lists  physicians 
alphabetically  within  specialties  under 
their  respective  cities. 

A resource  guide  to  the  association 
features  a staff  telephone  directory;  offi- 
cer and  Board  of  Trustees  directories; 
division  and  department  descriptions; 
and  board,  council  and  committee 
information.  The  directory  also  contains 
listings  ol  related  health  organizations, 
medical  schools,  and  hotline  numbers. 

Physician  members  can  receive  one 
complimentary  copy  ol  the  directory. 
Physicians  who  requested  a directory 
on  their  membership  update  cards 
should  have  received  a copy  by  mail. 
Additional  copies  of  the  directory  are 
available  to  members  for  $25  (includes 
Texas  sales  tax). 

If  you  didn’t  request  a copy  and 
would  like  one,  or  if  you  want  to 
order  additional  copies,  call  TMA  at 
(800)  880-1300,  ext  1310,  or  (512) 
370-1310. 


Dr  Carruth  appointed 
to  editorial  committee 

Dolores  Carruth,  MD, 
of  Irving,  has  been  selected  to 
serve  on  the  Texas  Medicine  edi- 
torial committee.  The  14-mem- 
ber  committee  sets  broad  policies  lor 
Texas  Medicine  and  reviews  clinical 
articles  submitted  lor  publication  in 
the  Journal  section  ol  the  magazine. 

Dr  Carruth,  a neonatal  pediatri- 
cian, will  serve  a 3-year  term.  She  is 
on  sabbatical  to  address  women's  and 
children’s  international  health  issues 
on  the  Peace  Train  from  Helsinki  to 
Beijing  through  August. 

Editorial  committee  members  Bur- 
ton C.  Einspruch,  MD,  Dallas,  and 
Eugene  M.  Hoyt,  Jr,  MD,  Houston, 
were  reappointed  to  3-year  terms. 
Leah  Jacobson,  MD,  San  Antonio, 
and  Rebecca  Minter,  Dallas,  have  been 
reappointed  to  1-year  terms  as  repre- 
sentatives ol  the  Texas  Medical  Associ- 
ation Resident  Physician  Section  and 
Medical  Student  Section,  respectively. 


Medical/Scientific 

0QE1QEEDEE3 


Linking  stote*of-the-science  information  with  the  community  physician 


Physical  and 
Sexual  Abuse 
of  Children: 

A Seminar  for 
Health  Care 
Professionals 


Saturday, 
August  26,  1 995 

Texas  Medical 
Association 

Thompson  Auditorium 

401  West  15th  Street 
Austin,  Texas 

For  more 
information,  call 
(800)  880-1300 
ext.  1463 


Texas  Medical  Association 
Division  of  Health  and 
Scientific  Affairs 


“Tex 

It 


TexasMedical 
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BE  AN  AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with: 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  staff 

• Non-contributing  retirement  plan  if 
qualified 

Today’s  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 
fy. Call  USAF  HEALTH  PROFESSIONS 
Toll  free:  (800)  423-USAF 


Anyone  can  build  a hospital. 


Building  a tradition  takes  a little  longer. 

Seventy-eight  years  of  tradition  and  a continuing  commitment  to  excellence. 

For  patient  referrals  call  (214)  381-7181. 


Texas  Medicine 
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Allergy 

HEADACHE  & MIGRAINE  CLINIC  (Established  1984) 

(Rhinology-Allcrgy-Nutrition-Stress) 

S.  Hoover,  MD,  Director  (Oto-Rhinolaryngologist-allergist) 

Concept  of  treatment  outlined  & published  in  International  Rhinology  Supp.  2 1987,  J of 
Japan  Rhinolog  Soc  Vol.  30-  1 (1991),  The  New  Frontiers  of  ORL  in  Europe  II  (1992) 
Menduzzi  Editore. 

All  Chronic  recurrent  headaches  are  treated  (namely  Migraines,  Cluster  Headaches,  Ten- 
sion, sinus,  everyday  headaches,  exercise  & Premenstrual  headaches). 

We  treat  the  CAUSES  that  trigger  the  trigiminal  vascular  system  medically  &C  surgically;  we 
do  NOT  give  narcotics,  analgesics,  antidepressants,  sedatives,  muscle  relaxants.  Nor  amit- 
ryptalines,  cafe-ergot,  methylesergide,  limitrex  (sumariptan)  nor  B Blockers. 

1/45  N.  Frwy.  Hermann  Prof.  Building  7324  SW  Frwy  @ Fondren 

150  W.  Parker  Rd.  6410  Fannin  ArenaTower  II  #755 

Houston  77076  Houston  77030  Houston  77074 

Tel.  713  M I G R A I N E or  713  694-81 88,  FAX  713  691-331 2 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 

GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 
XOCHITL  B.  SANCHEZ,  MD 

Diplomate  American  Academy  of  Pain  Management 
Pain  Management  - Anesthesiology  - Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Intraspinal  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 

Dallas,  Texas  75230  Answered  24  hours 


Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  Bl  16,  Dallas,  Texas  75230; 

214  661-7010 


Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS 

George  F.  Cravens,  MD,  PA 
Thomas  R.  Donner,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  817  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 
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Ophthalmology 

LOUIS  M.ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 


2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


Orthopedic  Oncology 


RICHARD  G.  BUCH,  MD,  FAAOS,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Fellowship  Trained  Orthopedic  Oncology 
Limb  Salvage  Surgery 

Musculoskeletal  Tumors,  Chronic  Infections,  Complex  Joint  Reconstructions 

5939  Harry  Hines,  Suite  530 
St.  Paul  Professional  Bldg.  11 
Dallas,  Texas  75235 
214  879-6299 


Orthopedic  Surgery 

W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-i 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 

214  220-2468;  FAX  214  720-1982 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B 1 1 6 
Dallas,  Texas  75230;  214  661-7010 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Suite  600,  Dallas,  TX  75235,  214-350-7500 


Samuel  M.  Bierner,  MD 
Charles  E.  Cook,  MD 
Kenneth  Driggs,  MD 
Kevin  Gill,  MD 
Phillip  M.  Graehl,  MD 
Joseph  G.  Jacko,  MD 
L.T.  Johnson,  MD,  FACS 
Richard  E.  Jones,  MD 


Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Charles  E.  Neagle  III,  MD 
James  L.  Ough,  MD 
Scott  O.  Paschal,  MD 
R.  Craig  Saunders,  MD 
Marvin  E.  Van  Hal,  MD 


2001  N.  MacArthur  Boulevard,  #540,  Irving,  TX  75061,  214-254-8000 
Robert  E.  Bayless,  MD  Mark  S.  Greenberg,  MD 

Charles  E.  Cook,  MD  Marvin  E.  Van  Hal,  MD 

Bruce  M.  Faust,  MD  George  G.  Susat,  MD 

4333  N.  Josey.  Plaza  I-Suite  102,  Carrollton,  TX  75010,  214-492-1334 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 

9 Medical  Parkway,  Plaza  IV-Suite  308,  Farmers  Branch,  TX  75234,  214-241-5446 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 

3500  130,  Bldg  C #101,  Mesquite,  TX  75 150,  214-682-1307 

Charles  Mitchell,  MD  L.  T.  Johnson,  MD 

1010  N Belt  Line  Road,  Suite  101 , Mesquite,  TX  75149,  214-288-4429 
Cary  Tanamachi,  MD  Terry  M.  Sobey,  MD 

1 305  Airport  Freeway,  Suite  121,  Bedford,  TX  7620 1,81 7-545-2596 
R.  Craig  Saunders,  MD 
8680  E.  Main  Street,  Firsco,  TX  75234 
Bruce  Douthit,  MD 

1441  Redbud,  Suite  #121,  McKinney,  TX  75069 

Bruce  Douthit,  MD  John  Prudich,  MD 

Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  210  226-2424 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80 per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of 5%  is  allowed  for  six 
months'  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Denise  Kotson, 
TEXAS  MEDICINE,  401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the  month 
preceding  publication  month. 
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Texas  Medicine 


Classified  Directory 


Opportunities  Available 

Cardiology 

INVASIVE  CARDIOLOGY  - Northeast  Texas.Multi 

specialty  group,  echo,  nuclear,  pacemakers,  cath.  limited 
interventional.  Excellent  hospitals  with  cath  labs,  CCUs 
and  open  heart.  Call  coverage,  mid-size  town  with  400,000 
draw,  cultural  amenities  and  outdoor  recreation.  Call 
Melissa  McMurray  at  1-800-765-3055  for  details.  This 
won't  last  long! 

Emergency  Medicine 

Primary  Care  Physicians  with  ER  experience  needed  for 
several  opportunities  in  community  emergency  depart- 
ments. Rural  or  metropolitan  areas.  East  Texas,  Gulf  Coast, 
and  Valley.  Flexible  hours.  No  on-call  or  overhead  expenses. 
Competitive  remuneration  $100  to  $180K.  Contact  Sally 
Williams:  (800)  745-5402;  FAX:  (214)  484-3739. 


EMERGENCY 

MEDICINE 

OPPORTUNITIES 


EAST  TEXAS 

Two  locations.  One  in  area  with  4 
lakes;  remuneration  from  $195,000 
with  malpractice  procurement. 
Secon  is  100  bed  facility  2 hours 
from  D/FW;  annual  take-home  from 
$128,500.  One  position  available  at 
each  for  primary  physician. 
Moonlighters  always  welcome. 

PANHANDLE 

Staff  position  available  just  north  of 
Amarillo.  Excellent  back-up  and 
modern  equipment.  115-bed  facility 
with  8,000  visits  per  year. 
Remuneration  from  $118,700.  PRN 
positions  are  possible  as  well. 

Flexible  scheduling 
No  on-call 

Malpractice  insurance 
procurement  assistance 

For  details,  call  Cheryl  Armstrong  at 
1-800-745-5402  or  Fax:  214-484-4395 


Costal  Physician  Services 
of  the  West,  Inc. 

3010  LBJ  Freeway,  Suite  1300 
Dallas,  TX  75234 


EXPERIENCE 

THE  STERLING  ADVANTAGE 


Highly 

competitive 

compensation 

packages 


Paid  Malpractice 
with  extended  coverage 

Discounted  Disability 

Continuing  Medical 
Education 

No  Restrictive  Covenants 


CALL 

800-874- 

Pat  Smith 


DEL  RIO  1 
FREDRICKS  BURC  2 
NEW  BRAUNFELS  3 
SAN  ANTONIO  4 
LEWISVILLE  5 
DALLAS 
FT.  WORTH  6 
TERRELL  7 
CLEVELAND  8 
HOUSTON  9 
PASADENA  lO 
ANCLETON  11 
LAKE  JACKSON  12 
PORT  LAVACA  13 
ARANSAS  PASS  14 
WESLACO  15 
ARLINGTON  16 
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Classified  Directory 


Emergency  Medicine 

TEXAS:  Austin-Temple  Area:  Outstanding  ED 
staff  position  in  NEW  emergency  department  of 
well  respected  hospital.  Excellent  staff  and 
administration  support.  Within  1 hour  of  Austin. 
NO  state  income  tax.  Excellent  housing  choices. 
Close  to  lakes,  recreation  areas.  170K  range. 
Please  respond  to  Ad  Box  831 , Texas  Medicine, 
401  W.  15th  St.,  Austin,  TX  78701. 


TEXAS:  Well  established  regional 
group  has  opportunities  available  in  EDs 
ranging  from  12,000  to  50,000  visits 
annually.  Earn  the  industry’s  maximum 
compensation  as  an  independent  con- 
tractor without  the  day-to-day  hassles  of 
managing  your  own  practice. 


Send  CV  to  Emergency  Medicine  Consultants, 
PA,  1525  Merrimac  Circle,  Suite  107,  Fort 
Worth,  TX  76107;  or  call  (817)  336-8600. 


HOUSTON,  TEXAS 


Board  certified  primary  care  or 
emergency  medicine  physician 
needed  for  12,000  volume  emer- 
gency department  in  northwest 
Houston.  Excellent  medical  and 
nursing  staff.  Remuneration  $130 
to  S140K.  Professional  liability  pro- 
curement package.  Call  or  send 
CV  to  Pat  Weidman  at  3010  LBJ 
Frwy.,  Ste.  1300,  Dallas,  TX  75234, 
1-800-745-5402. 


Family/General  Practice 

AUSTIN,  TEXAS 

Ambulatory  Care  Clinic 

$70  hour 

25  minutes  from  U.T.  Austin. 
Part  or  full  time. 

Send  CV  to  Elgin  Family 
Medical  Center,  209  E.  2nd 
Street,  Elgin,  TX  78621. 
Fax:  (512)  285-2872. 


CONSIDERING  YOUR  NEXT 
CAREER  MOVE??  Contact: 

Professional  Healthcare  Insource 
6900  Fannin,  Ste  250, 
Houston,  TX  77030 
800-289-5902;  fax  (713)  790-9333 

We  provide  recruitment  and  relocation 
assistance  nationally!! 

► Family  Practice 

► Internal  Medicine 

► Pediatrics 

Excellent  compensation  packages  with 
incentives,  marketing  support,  and 
more.  Other  openings  include  ORS, 
OB/GYN,  and  Neurosurgery. 

Call  us  TODAY  for  help  in  reaching 
your  career  objectives! 


FAMILY  MEDICINE  PHYSICIAN 

Board  Certified 

Needed  in  private  multidisciplinary 
practice  in  Humble,  Texas;  Excellent 
opportunity  for  Texas  licensed  physi- 
cian includes  benefit  package. 
Contact:  Georgia  Watts, 
International  Family  Medical  Center 
(713)  446-9333;  FAX  (713)  446-6143 


GREAT  TEXAS  FP  OPPORTUNITY! 

Slow  paced  lifestyle/convenient  to 
metro.  Great  payer  mix  and  hospital 
support.  Excellent  income  suarantee, 
1 :4  call.  Call  Mary  Latter  today  - 
800-520-2028.  Job  #M137FAF 


FAMILY  PRACTICE  PHYSICIAN  NEEDED  full- 

time to  share  prime  office  space  in  North 
Dallas.  B/E,  B/C  preferred:  HM0/PP0  affilia- 
tion a plus.  Reasonable  Rent;  Excellent  Staff; 
X-Ray/Lab/  and  Call  Coverage.  No  O.B.  Call: 
Gabriel  Fried,  MD  at  (214)  387-0155  or  mail 
C.V.  to;  Family  Medical  Center,  15111 
Preston  Road,  Ste  103,  Dallas,  TX  75248. 


AUSTIN,  TEXAS 

Physician  needed  two  days  weekly 
exclusively  treating  obese  patients  in 
consultation  with  Psychologist 
in  private  medical  practice. 

Direct  inquiries  to:  Administrator 
Bariatric  Medicine  Clinic  of  Austin 
P.O.  Box  49193 
Austin,  Texas  78765 
(512)  266-1088 


Family  Practice 

IF  YOU  WANT  TEXAS...  new,  attractive  FP 
group  openings  in  Denton,  Corpus  Christi, 
Plano;  major  hospital  affiliations;  attractive 
income  guarantees;  reply  confidentially  to 
Phil  Kelbe,  Fox  Hill  Associates,  250  Regency, 
Brookfield,  WI  53045.  (800)  338-7107; 

Fax:(414)785-0895.  


AUSTIN,  TEXAS 
The  City  of  Austin, 
Texas/Travis  County 
Health  and  Human 
Services  Department 


Has  excellent  opportunities  for  Family 
Physicians  to  provide  care  in  Women’s 
Health,  Pediatric,  and  Adult  in  commu- 
nity based  clinics.  Benefits  include 
vacation,  sick,  and  holiday  pay,  paid 
malpractice  insurance,  memberships 
and  CME  allowance. Contact: 

Phil  Brown,  Recruiter 
2100  E.  St.  Elmo 
Austin,  TX  78744 
512-707-3288 
512-707-5403  FAX 
1-800-299-0265 


SAIM  ANTONIO,  TEXAS  - Outstanding 
opportunity  for  BC/BE  general  surgeon  and/or 
internist  in  beautiful  San  Antonio.  Presently 
adding  to  staff  of  multispecialty  clinic  with  satel- 
lite office.  Adjacent  to  major  hospital  center. 
Fee-for-service  and  several  managed  care  plans. 
Contact:  Leroy  Kitch,  Skinner  Clinic,  124  Dallas 
S„  San  Antonio,  TX  78205.  PH:  210-224-1771. 


GENERAL  PHYSICIAN  III 
Mexia  State  School,  TXNIHMR,  Mexia,  TX. 

Seeking  well  trained,  experienced  physicians 
to  join  six  physician  group  practice;  out- 
patient duties  mainly;  few  Infirmary  patients; 
654  patients/clients  in  residence;  beautiful 
park-like  setting.  Reference  hospital  - Scott  & 
White  Clinic/Hospital,  Temple,  TX;  light  call 
duty  (rotational);  starting  salary  approximately 
$96,000;  excellent  benefits.  Please  telephone 
Dr.  Frederick  W Grover  @ 8 1 7-562-282 1 ext. 
400  OR  fax  to  8 1 7-562-7932. 

FP'S  BEST  OPPORTUNITY!  BEST  demand  - regional 
hospital!  BEST  schools  - #1  rating!  BEST  lakes/recreational 
areas!  BEST  access  to  culture  and  metro.  S140K+,  loan  repay- 
ment. Call  Mary  Latter  at  1-800-520-2028!  Job  #0143FAF 
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Classified  Directory 


Family/General  Practice 

If  you  want  to  be  in  Texas,  you  should  be  talking  to  us. 

Over  100  opportunities  available  throughout  the  state.  For 
specifics  about  opportunities  in  your  location  of  interest, 
contact  Practice  Dynamics,  11222  Richmond,  Suite  125, 
Houston,  TX  77082;  800/933-09 1 1 or  (713)  531-091 1 . 

■mamaa 

West  Texas  and  Eastern  New  Mexico 

A variety  of  family  practice  openings 
are  available  throughout  West  Texas 
and  eastern  New  Mexico  within  a one 
to  two  hour  radius  of  Lubbock.  As  a 
salaried  physician,  you  will  have  an 
outstanding  benefit  package,  good  call 
coverage,  and  the  financial  backing  of  a 
major  not-for-profit  healthcare  corpo- 
ration. Compensation  packages  range 
from  $130,000  to  $150,000  for  family 
practitioners  and  up  to  $200,000  for 
family  practitioners  who  are  willing  to 
do  obstetrics.  Several  of  the  positions 
available  qualify  for  loan  repayment. 
For  further  details,  contact: 

Andrew  Johns 

Sterling  Physician  Services  of  America 
2000  Warrington  Way,  Suite  250 
Louisville,  Kentucky  40222 
1-800-626-1857,  ext.  237 
FAX:  502-426-0037 


INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an  affili- 
ate of  The  University  of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas.  Must  be  board  certified  or  have  met  the  edu- 
cational requirements  to  be  certified  by  the  American  Board 
of  Family  Practice.  Obstetrical  training  (or  experience) 
desired.  Duties  may  include  teaching,  direct  patient  care, 
and  research.  Send  C.V.,  cover  letter,  and  3 letters  of  refer- 
ence to  D.  Clifford  Burross,  MD,  Wichita  Falls  Family 
Practice  Residency  Program,  1301  Third  St.,  Wichita  Falls, 
TX  76301.  An  Equal  Opportunity  Employer. 


Family  Practice  physicians  needed. 

Up  to  $120,000  guaranteed,  excellent 
benefits,  signing  bonuses  at  some  sites 
Opportunities  throughout  Texas  and 
nationally.  Job  #M123FAF 

Call  Mary  Latter  800-520-2028! 


Spanish-speaking  FP’s  needed  throughout  Texas,  Okla- 
homa, Florida,  Arizona,  Ohio,  and  Chicago.  High  income 
guarantees,  full  benefits,  call  coverage.  Call  Mary  Latter  - 
800-520-2028.  Job  #M  1 1 5FAF 

Family  Practitioners,  Pediatrician,  Internists  needed 

for  Dallas/Ft.  Worth  area.  BC/BE;  salary  range  S100-160K. 
See  our  ad  on  page  1 1 for  details.  (214)  570-5505. 


For  Excellent  Practice  Opportunities 

Contact  the  TEXAS  Specialists 


Physician 
Resource 
Network, 


Endorsed  by  the 

TEXAS  MEDICAL  ASSOCIATION 


Academic  Positions  (in 
Family  Practice  and 
Internal  Medicine) 
Correctional  Medicine 
Dermatology 
Family  Practice 


Hematology/Oncology 
Internal  Medicine 
Pediatrics 

Physiatry  (PM  & R) 
Psychiatry 

Pulmonary  Medicine 


(817)  431-9679 
(800)  525-6055 
Fax:  (817)  431-2317 
1342  Johnson  Road 
Keller,  Texas  76248-4205 


PHYSICIAN  SEARCH  AND  PLACEMENT 
EDUCATIONAL  LECTURES 
PHYSICIAN  MANPOWER  NEEDS  ANALYSIS 
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Family/General  Practice 


H Methodist 

Hospitals  of  Dallas 

FAMILY  PRACTICE 

A variety  of  exciting  opportunities  for 
family  practitioners  to  staff  new  Family 
Health  Centers  as  well  as  join  estab- 
lished practitioners.  Base  salary  plus 
incentive  bonus  and  a comprehensive 
benefit  package  offered.  Facilities  and 
medical  equipment  provided. 
Appointment-based,  urgent-care,  fee-for- 
service,  and  participation  in  managed 
care  plans. 

INTERNAL  MEDICINE 

Excellent  opportunity  for  BC  Internist  to 
join  progressive  four-person  Methodist 
affiliated  group.  Competitive  salary  with 
comprehensive  benefit  package  and 
rotating  call  coverage. 

Please  forward  CV  to  Susan  Cogburn. 
Physician  Recruiter,  Methodist  Hospitals 
of  Dallas,  P.O.  Box  655999,  Dallas,  TX 
75265  or  call  (800)  727-6131  or  (214) 
947-4579.  Fax:  (214)  947-4501. 


BC/BE  Family  Practice  or  Internal  Medicine  to  join  5- 
member  multi-specialty  group  in  San  Antonio,  TX.  Mild 
weather,  good  benefits.  Contact:  Mr.  Leroy  Kitch 
(210)  224-1771. 


UNIVERSITY  HEALTH  SERVICES 
PHYSICIAN  for  Stephen  F.  Austin  State 
University  - serving  12,000  students  with 
outpatient  care,  Monday  thru  Friday,  8 am-5 
pm.  Prefer  applicants  with  1 ) MD  or  DO  from 
approved  Medical  College,  2)  Health  educa- 
tion, and  3 year  primary  care  experience,  3) 
Sports  medicine  subspecialty.  Must  have  cur- 
rent Texas  license.  Send  inquiries  to:  Dr. 
Robert  Eanes,  P.O.  Box  13058,  SFA  Station, 
Nacogdoches,  TX  75962  or  call  409-468-4008, 
409-468-1058  TDD/V.  EO/AAE. 


Physician  Opportunity  is  available  in  Dallas/Fort  Worth. 
Low  stress,  office  based  practice.  No  nights,  no  emergen- 
cies, and  no  hospital  work.  Paid  malpractice.  M-F.  Lucra- 
tive salary  and  benefits.  Call  Lisa  Cole  at  1-800-254-6425, 
or  fax  CV  to  214-256-1 181. 
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Internal  Medicine 

IM’S  BEST  OPPORTUNITY!  BEST  demand  - regional 
hospital!  BEST  schools  - #1  rating!  BEST  lakes/recreational 
areas!  BEST  access  to  culture  and  metro.  $120K+,  loan 
repayment.  Call  Mary  Latter  at  1-800-520-2028!  Job 
#01441IAE 


Internal  Medicine  physicians  needed. 

Up  to  $140,000  guaranteed,  excellent 
benefits,  signing  bonuses  at  some  sites. 
Opportunities  throughout  Texas  and 
nationally.  Job  #M125IAF 

Call  Mary  Latter  800-520-2028! 


INTERNAL  MEDICINE,  FAMILY 
PRACTICE,  AND  PEDIATRICS, 
BOARD  CERTIFIED  OR  BOARD 
ELIGIBLE,  UNIQUE  OPPORTUNITY 
WITH  PRIMARY  CARE  GROUP  to 
provide  hospital  inpatient  care  (Baylor 
University  Medical  Center,  Dallas)  or  office 
outpatient  services,  depending  on  physi- 
cian preference  for  hospital  or  office  prac- 
tice. Other  attractive  opportunities  in  subur- 
ban areas  of  Dallas/Fort  Worth.  Very 
attractive  compensation  package  includes 
salary,  plus  benefits  to  include  professional 
liability  insurance,  major  medical  and  term 
life  insurance,  paid  vacation,  one-week 
paid  CME  t'me,  a $2000  CME  allowance, 
a retirement  program,  and  financial  incen- 
tives to  promote  individual  achievement 
and  group  goals.  This  is  a physician-man- 
aged  group.  For  additional  information, 
contact  Brenda  Lancaster,  Texas  Primary 
Care,  1717  Main  Street,  Suite  5200, 
Dallas,  TX  75201;  214/712-2018  or 
800/527-2145. 


METRO  TEXAS:  BC  IM  needed 
immediately.  Take  over  established 
practice.  Full  hospital  support  and 
call  coverase,  $150,000  suarantee. 
Call  Mary  Latter  today  - 800-520-2028. 
Job  #1 83IAF 
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EAST  TEXAS  - P remier  internal  medicine  group. 
$1 10,000  guarantee  plus  benefits.  Call  of  1 in  8.  Partnership 
after  2 years.  Top-notch  schools.  Safe  family  community. 
Lakes  and  outdoor  activities.  90  miles  to  Dallas.  Contact 
Patience  Schock,  1-800-765-3055;  (314)  725-1892. 


AUSTIN,  TEXAS  - Excellent  opportunity  for 
BC/BE  INTERNIST  to  join  well  established 
10-physician  group  practice.  Offers  partner- 
ship/ownership with  decision  making 
responsibilities.  Guaranteed  first  year  salary, 
401K,  Keogh,  health  and  dental  insurance, 
paid  vacation  and  CME  time  plus  other  excel- 
lent benefits.  Not  only  will  you  have  the 
opportunity  to  join  one  of  Austin's  premier 
medical  groups,  you  will  also  be  able  to  take 
full  advantage  of  the  numerous  cultural  and 
recreational  activities  our  wonderful  city  has 
to  offer.  FAX  CV'S  TO  D.  THORP,  PRAC- 
TICE ADMIN.,  (512)  454-0704. 


Medical  Service  - Biloxi  VA  Medical 
Center  seeks  a BC/BE  General  Internist  for 
full-time  hospital  practice,  strong  specialty 
support,  U.S.  citizenship  or  permanent  res- 
idency status,  license  in  any  state  required. 
We  are  located  on  the  beautiful  Gulf  Coast, 
a short  drive  from  New  Orleans  on  the 
West  and  Mobile  on  the  East.  The  Biloxi  VA 
Medical  Center  is  a 593-bed  two-division 
facility  affiliated  wtih  Tulane  University, 
Louisiana  State  University  and  University  of 
South  Alabama  Medical  Schools.  Contact 
Michael  F.  Macken,  MD,  Chief,  Medical 
Service,  VA  Medical  Center,  Biloxi,  MS 
39531  or  call  601/385-5795.  VA  is  an  Equal 
Opportunity  Employer. 


Locum  Tenens 


DOMESTIC  & OVERSEAS 
OPPORTUNITIES 

PRI  is  a Houston  based  company  with 
Domestic  and  International  clients  seek- 
ing Internists  and  Family  Practitioners 
for  short  or  long  term  Locum  Tenens 
assignments.  Current  openings  exist  in 
Indonesia,  Antarctica,  Saudi  Arabia, 
Hawaii  as  well  as  throughout  the  Gulf 
Coast  region.  PRI  offers  exceptional 
hourly  rates,  friendly  personalized  service 
and  weekly  payments.  Call  Cynthia  at 
800/522-7707  or  713/522-5355  for  more 
information. 


Classified  Directory 


Locum  Tenens 


You’ve  earned  the  right  to  practice  medicine  on  your  own  terms.  As  a 
CompHealth  locum  tenens  physician,  you  can  keep  doing  the  work  you 
love,  without  the  headaches  and  hassles  ol  running  a practice.  Work  where 
you  want,  as  much  as  you  want.  As  the  largest  healthcare  staffing  group, 
we  give  you  the  most  options  in  the  most  places.  We  even  offer  Trial 
Practice  and  Permanent  Placement  services  it  you  are  looking  for  a new 
full-time  spot.  Our  personal  service  makes  it 
easy.  Call  us  today  for  more  information  about 
working  with  CompHealth. 


800-328-305  I 


Your  Health  Care  Resource 


Inf  rim 

Physicians® 

* 

In  Texas  since  1982 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/GYn 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Plan  ahead,  call  today! 

1-800-531-1122 


CLASSIFIED  ADVERTISING  CATEGORIES 

Aller.  & Immuno. 

Hematology 

Ophthalmology 

Entertainment 

Anesthesiology 

Internal  Medicine 

Ortho/Ortho  Surg. 

Medical  Equip. 

Cardiology 

Locum  Tenens 

Otolaryngology 

Office  Space 

Dermatology 

Neonatology 

Pathology 

Practices 

Emergency  Medicine 

Neurology 

Pediatrics 

Property 

Endocrinology 

Neurosurgery 

Phys.  Med./Rehab 

Travel 

Family/Gen  Pract. 

Occup.  Medicine 

Plastic  Surgery 

Vacation  Homes 

Gastroenterology 

Ob/Gyn 

Psychiatry 

Cont.  Education 

Geriatrics 

Oncology 

Radiology 

Rheumatology 

Urology 

Business  & Financial 
Services 

Advertising  Rates  & Data  - Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the). 

TMA  members  receive  a 10%  discount  for  advertising  with 
Texas  Medicine.  Ad  box  numbers  can  be  substituted  for  for- 
mal addresses  upon  request  at  no  extra  cost.  Name  and 
address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  1st  of  the 
month  (or  the  closest  business  day)  preceding  publication. 
Send  copy  to  Denise  Kotson,  Assistant  Advertising  Man- 
ager, Texas  Medicine,  401  West  1 5th,  Austin,  Texas  78701 . 
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Locum  Tenens 


PHYSICIANS 

K^/InJlmUed 


• Nationwide  Locum 
Tenens  Staffing. 

• Highly  qualified,  dedicated 
physicians. 

• Personal  attention  from 
our  experienced  locum 
tenens  professionals. 

• Fair  client  rates  & excellent 
physician  compensation. 


IH5 


1-800-227-0316 
Houston  - 867-8510 
Fax  - 713-867-8591 


Oncology 

DALLAS  PRACTICE  OPPORTUNITY 
MEDICAL  ONCOLOGY 

Join  an  established  and  busy  practice. 
Single  specialty  hematology/oncology 
group.  Opportunity  includes  teaching  and 
clinical  research.  Excellent  compensation 
package.  Fax  CV  to:  (214)  368-1611. 


ONCOLOGY-TRAINED 
PHYSICIAN  ASSISTANT 

Dallas  Area  Medical  Oncology 
Practice  Seeks  Physician  Assistant  or 
Nurse  Practitioner.  Fax  CV  to: 
214/368-1611. 


Pediatrics 

CORPUS  CHRISTI  - BC/BE  Pediatrician  needed  for 
Ambulatory  Pediatrics  faculty  position  at  children’s  hospital 
with  approved  residency.  Active  Adolescent,  Behavioral, 
General  services.  Contact  James  L.  Lukefahr,  MD,  Driscoll 
Children’s  Hospital,  P.O.  Box  6530,  Corpus  Christi,  TX 
78466;  512-850-6418;  FAX  512-851-6867. 

THE  BEST  PEDIATRIC  JOB  IN  TEXAS, 

Best  access  to  metro-Austin,  Best 
income  potential,  SS  sroup,  1:4  call, 
800  newborns/year,  Best  hospital 
support.  Best  call  Mary  Latter  today  - 
800-520-2028.  Job  #M139PAF 


Houston,  TX  SSG  in  suburban  location  seeks  pediatri- 
cian. Competitive  compensation  package.  For  details,  con- 
tact Practice  Dynamics,  11222  Richmond,  Suite  125, 
Houston,  TX  77082;  800/933-0911  or  (713)  531-0911. 


Pediatricians  needed. 

Up  to  $115,000,  excellent  benefits, 
signing  bonuses  at  some  sites. 
Opportunities  throughout  Texas  and 
nationally.  Job  #M124PAF 

Call  Mary  Latter  800-520-2028! 


TEXAS 

MEDICINE 

CLASSIFIED 

DIRECTORY 

DEADLINES 


ISSUE  DEADLINE 

October  1 995  September  1, 1995 

November  1995  September  29, 1995 
December  1 995  November  1,1995 

January  1 996  December  1,1995 

February  1 996  December  29, 1 995 


Radiology 


radiology  services 

TO  RURAL  HOSPITALS 


1-800-523-9955 

Other  Opportunities 


National  Corporation  looking  for  MD’s  to  complete 
mobile  insurance  exams  in  Houston  area.  Set  your  own 
schedule.  Please  contact  Lisa  1-800-407-5552  for  further 
information. 


PRACTICE  OPPORTUNITIES 

Openings  nationally  in  ALL  specializa- 
tions. Excellent  salary  and  benefit  pack- 
ages including  partnership  opportunities, 
100%  paid  malpractice,  moving  and  relo- 
cation expenses,  license  assistance,  up  to 
six  weeks  paid  vacation.  On-site  interview 
expenses  paid.  Toll  free  24  hours:  (800) 
759-0104.  Send  CV  to:  La  Salle  Medical 
Group,  2708  N.  68th  Street,  #2-357, 
Scottsdale,  Arizona  85257  or  FAX  to:  (602) 
242-2298. 
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Other  Opportunities 


Ambulatory 
Preventive  Medicine 


The  Tarrant  County  Health 
Department  is  seeking  board  eli- 
gible/certified physicians  in  the 
fields  of  public  health  & preven- 
tive medicine  and  family  medi- 
cine with  public  health  experi- 
ence. This  position  entails  clinical 
practice  and  program  manage- 
ment/oversight. Research 
opportunities  are  available. 

A generous  compensation 
package  is  provided  with  over 
30-days  paid  leave.  The  Fort 
Worth/Tarrant  County  Health 
Departments  are  the  most  inno- 
vative and  dynamic  in  Texas. 
Join  our  dedicated  health 
teams  for  a rewarding  career  in 
serving  the  community. 

Send  CV  to: 

Alecia  Hathaway,  MD,  MPH 
Fort  Worth/Tarrant  County 
Health  Departments 
1800  University  Drive 
Fort  Worth,  TX  76107 
(817)  871-7208 


Fort  Worth/Tarrant  County  Health  Department 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  I -800-284-4S60  / Houston  713-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  713-493-2234  & Associates 


Bronstein 


Hendrick  Medical  Center 


Leading  medical  center  in 
Texas  Midwest  offers  you  an  excit- 
ing opportunity  in  the 
following  specialties: 

• Family  Practice 

• Pediatrics 

• Internal  Medicine 

• Rheumatology 

• Medical  Oncology 

• Nephrology 

• Neurosurgery 

• Physiatry 

Send  C.V.  to  Laura  Minor 
Physician  Recruitment 
Coordinator 

Hendrick  Medical  Center 
Abilene,  Texas  79601 
(915)  670-3528  /fax  (915)  670-2293 


University  Health  Service  Campus 

of  25,000  seeks  physician  to  join  an  eight- 
member  medical  staff  to  provide  health  care 
to  students.  On-site  laboratory,  x-ray,  and 
pharmacy  facilities.  Nutritional, 
orthopaedics,  dermatology,  gynecology, 
and  health  education  services  also  avail- 
able. 40  hour  work  week  with  no  call  or 
weekends.  Salary  is  $75,000  - $80,000 
plus  benefits,  based  on  years  of  experience. 
BC/BE  preferred  but  not  essential.  Contact 
Dee  Jackson,  Associate  Director,  3601  4th 
Street,  Thompson  Hall,  Lubbock,  TX  79430, 
(806)  743-2860,  FAX  (806)  743-1071 
EEO/AA  EMPLOYER. 


EXCITING  PHYSICIAN 
OPPORTUNITIES  AVAILABLE 


We  are  seeking  Board  Certified  or  Board 
Eligible  Family  Practice,  Internal 
Medicine,  and  Pediatric  Physicians  to 

join  our  team  in  San  Antonio.  San 
Antonio,  one  of  the  nation’s  10  largest 
cities,  has  a wide  variety  of  benefits  to 
offer:  warm  climate,  friendly  people, 
numerous  theme  parks,  beautiful  lakes 
and  hill  country  within  minutes  from  met- 
ropolitan area;  all  the  advantages  of  a 
large  city  but  with  a small  town  atmos- 
phere. We  offer  the  opportunity  for  you 
to  practice  medicine  while  we  take  care 
of  the  administrative  hassles.  We  provide 
the  setting,  employees,  and  equipment.  If 
you  have  previous  experience  in  Primary 
Care/Preventive  Medicine  setting  and 
would  like  a schedule  that  includes  mini- 
mal nights,  weekends  or  holidays,  an 
excellent  salary  and  strong  benefits  pack- 
age, please  fax  your  curriculum  vitae  to 
ATTN:  Wally  Rich,  Physician  Recruiter 
(210)  617-1940  or  mail  C.V.  to:  Humana 
Health  Care  Plans,  Suite  370,  8431 
Fredericksburg  Road,  San  Antonio,  Texas 
78229.  We  hope  to  hear  from  you  soon. 

FOR  SALE  OR  LEASE 

Hunting 


TEXAS  TROPHY  DEER/HOGS 


Package  hunt  North  Webb  County 
for  3 days. 

Trophy  bucks  $1500.00 

Wild  boars $ 250.00 

3200  acre  ranch:  10  person  maximum. 
Dr.  Paul  Laursen 
P.O.  Box  29443 
San  Antonio,  TX  78229 
(210)  616-0283 


San  Saba  County  Hunting.  Abundant 
deer,  turkey,  and  hogs.  Good  cover  and 
water.  Fishing  in  nearby  Colorado  River. 
TP&W  game  management,  lightly  hunted 
past  years.  2 bedroom  rock  house  (sleeps 
8),  kitchen,  hot  water,  & bathroom.  3000 
acres.  10  hunters.  $15,000.  (214)  902-9553. 
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FOR  SALE  OR  LEASE 

Medical  Equipment 

ENT  MEDICAL  & OFFICE  EQUIPMENT  AVAIL- 
ABLE. Single  practice.  40%  current  price.  SMR  cabinets 
and  chairs,  microscope,  audiometer  &C  booth,  typewriters, 
copier,  filing  cabinets,  etc.  Leave  message.  (713)  482-6330. 


DO  YOU  WANT  RELIEF  FROM 
FOOT,  BACK,  OR  LEG  PAIN?? 
TRY  ALZNNER  ORTHOTICS!! 

These  flexible  shoe  inserts  align  the  bones, 
ligaments,  muscles  & tendons  of  your  feet, 
providing  pain  relief  & biomechanical  stability 
to  your  body  Call  Now  for  your  FREE 
measuring  kit  and  brochure1! 

QUICK  BALANCE,  USA 
TOM  AND  PAM  QUICK 
13237  MONTFORT,  STE  207 
DALLAS,  TX  75240 
(800)  508-8130 
FAX:  (214)  991-2616 

LOOK  FOR  US  ON 
THE  WORLD  WIDE  WEB® 
http://www  TheFrontPage  comMall/Hcalth/Products/Orthotic 


Office  Space 

PLANO:  URGENT  CARE/FP  PRACTICE  has  extra 
space.  Part-time/Full-time  space  available.  Staff,  Utilities. 
Dr.  Rakkar  (214)  596-1003. 


LAW  OFFICES  OF 
ROBERT  V.  WEST,  M.D. 
ATTORNEY  AT  LAW 

1250  N.E.  LOOP  410,  #805 
SAN  ANTONIO,  TEXAS  78209 
(210)  828-4218 
FAX  (210)  822-5557 

910  LAVACA 
AUSTIN,  TEXAS  78701 
(512) 479-1399 
(800) 999-9177 
FAX  (512)  478-7731 


Workers’  Comp  Solutions 
for  Medical  Professionals 


Software:  Workers’  Comp  Solutions 
(WCS)  is  a powerful  Windows  based 
package  that  produces  all  the  TWCC  medical 
reports  using  on-screen  forms  (TWCC  61’s, 
63’s,  64’s  69’s  and  70’s.)  Services: 
Acceptance  of  all  status  calls;  filing  and  gen- 
erating TWCC  reports;  monthly  summary 
reports;  training  and  seminars.  For  more 
information  on  how  WCS  can  simplify  your 
office  and  save  you  money,  call  P.I.S.,  Inc.  for 
a free  brochure: 

(800)  747-7135 


Travel  & Leisure 


DUNCANVILLE/DE  SOTO  - For  Lease:  1500  square 
foot,  executive  medical  suite,  fully  furnished.  Full  or  part 
time  sub-lease.  Directly  across  from  Charlton  Methodist 
ER.  (214)  747-8662. 

Practices 

Medical  Practice  for  sale  (North  Dallas).  General  prac- 
tice for  more  than  10  years.  Retirement.  Gross  income 
200K  per  year.  Call  (214)  243-2828;  (214)  248-4350. 

Business  and  Financial  Services 


f pHvsicmN  s vocation^ 

HOME  EXCHANGE 


Rent-Free  Home  Exchanges 
Rental  Listings  for  Second  Homes 
USA  and  Other  Countries 

Free  Brochure 

548  Mary  Esther  Cutoff,  Ste.  312 
Ft.  Walton  Beach,  FL  32548 
Phone:  800-839-8956 
Fax:  904-651-3786 


Ambulatory  Surgical 
Center  Consultants 


Team  of  physician,  architect  and  medical 
consultant  will  help  you  develop  your  own 
Medicare  approved  Ambulatory  Surgical  or 
Specialty  Facility.  Contact  Connie  Burk  @ 
(817)  335-5421  or  write  420  S.  Henderson, 
Ft.  Worth,  TX  76104. 


Traveling  physicians:  Keep  watching  this  section  for  a 

growing  list  of  special  “getaways.”  We  are  endeavoring  to 
provide  you  with  unusual  travel  opportunities  - from  the 
luxurious  and  exotic  to  the  adventurous  and  bargain-priced! 
Advertisers:  to  list  your  travel  buy  here,  call  the  Advertising 
Department  at  (800)  880-1300. 


in  the  HEART 
of 

Fort  Worth's 
Medical  District 

Luxury  and  Elegance 
Private  Rooms 
Private  Baths 
All  Amenities 


Privacy 


THE 

TEXAS  WHITE  HOUSE 

Tkof  and  (Qmkfcist 

(817)  923-3597 


GALVESTON  ISLAND 

Luxury  One  Bedroom  Timeshare  Condo 

Available  two  weeks  in  August.  Located  on 
the  beach,  exercise  room  and  pool  available. 
Week  I:  August  26-September  2,  $75  per 
night/$500  for  the  week.  Week  2:  September 
2-September  9,  $85  per  night/$500  for  the 
week.  If  interested,  please  call: 

(409)  762-4988  before  10:30  p.m.  or  (409) 
691-2862  between  9:00  a.m. -12:00  noon. 
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VACATIONS  OF  A 
LIFETIME!!! 

Available  to  All 
Members  & Families 
of  Texas  Medical 
Association 

Discovering  the  Magic 
of  PORTUGAL  Castles, 
Abbeys,  Gardens  and 
Medieval  Villages 

October  20  - 28,  I 995 

PANAMA  CANAL 
Aboard  the  Royal 
Princess , including 
San  Juan,  St.  Thomas, 
Martinique,  Grenada, 
Curacao,  and 
Acapulco 

Oct  3 I to  Nov  11,1  995 
Nov  2 I to  Dec  2,  I 995 

BURMA  PASSAGE 
Singapore,  Malaysia, 
Thailand,  Burma,  and 
Hong  Kong  aboard  the 
M.S.  Song  of  Flower 
February  9 - 26,  l 996 

MAKE  YOUR 
RESERVATIONS 
TODAY!!! 

Jeanette  Prentice 
Texas  Medical 
Association 
40 1 West  1 5th  Street 
Austin,  TX  78701 

For  information  and/or 
brochures, 
call  800-880-1300, 
extension  1 365. 


Advertising  Directory 


Aberdeen  Medical  Insurance  Serv.  51 

Advantage  Auto  Lease 55 

Allied  Physicians  5 

American  College  of  Allergy,  Asthma,  & 

Immunology  50 

Autoflex  Leasing Inside  Front  Cover 

Coastal  Physician  Services  61 

CompHealth  65 

Emcare  Physician  Staffing 55,  64 

Fox  Photo  1 Hour  Lab 45 

Freeman  & Cockerell  Dermatopathology 

48 

Hilgers  & Watkins 17 

Hendrick  Medical  Center 67 

IMPC 70 

Interim  Physicians  65 

Jay  Menna  Insurance  45 

Medical  Control 54 

Medical  Protective  Company 17 

Medstaff  National  Medical  Staffing  21 

Miller  Optical  Instruments 11 

North  Texas  Medical  Education  Consortium 

71 

Pfizer  Pharmaceuticals  12 

Physician  Resource  Network  63 

Physicians  Unlimited  66 

Scott  & White Back  Cover 

Radiology  Resoures  66 

Tarrant  County  Health  Department 67 

Texas  Medical  Association 

Fall  Conference 52 

PSO 25 

Texas  Medical  Association  Insurance  Trust  ,1 

Texas  Medical  Liability  Trust 

Inside  Back  Cover 

The  Doctor’s  Company  8 

The  Sterling  Group  61 

Timberlawn  Psychiatric  Hospital  58 

U.  S.  Air  Force 58 

University  Medical  Group 11 


Publication  of  an  advertisement  in  Texas  Medicine  is  not  to 
be  considered  an  endorsement  or  approval  by  the  Texas 
Medical  Association  of  the  product  or  service  involved. 


VOLUME  91  ★ NUMBER  8 


69 


Texas  Medicine 


Educational  Opportunities 


AND  GET  CREDIT  FOR  IT!  ) 


IPMC  Travel  offers  Continuing  Medical  Education  (CME)  programs  designed  especially  for  doctors,  their  friends  and 
families  on  25  international  tours  and  cruises  for  1995/96.  Get  fascinating  "onboard"  tour  packages  such  as  our 
QE2  departures  featuring  CME  Category  1 Seminars  with  return  Concorde  air  transportation.  Seminars  are 
sponsored  by  either  Tulane  University  Medical  Center  or  Temple  University  School  of  Medicine.  Mention  this  ad  and 
enjoy  special  savings  on  select  QE2  sailings  this  summer. 


Space  is  limited. 

Please  call  extension  488  today  for  departure  dates  and  prices 
or  to  order  our  1995/96  brochures. 


IPMC  TRAVEL 

INTERNATIONAL  PROFESSIONAL  MEETING  COORDINATORS 


800-649-2222  212- 


Antarctica-Falkland  Islands  • Holland  America  Cruisetours  • QE2  Crossing  plus  London  • South  America  • Galapagos  Islands  • East  Africa  • 
Southern  Africa  • Egypt  • Israel  • India  & Nepal  • Orient  • Vietnam  • China  plus  Hong  Kong  • Australia  8i  New  Zealand  • Russia  • 
Scandinavia  • Ireland  • Spain  & Portugal  • France  • Orient  Express  • Italy  • Greece  • Turkey  • Canadian  Wilderness 


Winter  Radiology  Meeting 
January  20-27,  1996 

ARUBA-SONESTA  RESORTS 

Sponsored  by  the  Division  of  Radiologic 
Sciences  and  the  Division  of  Continuing 
Education,  Bowman  Gray  School  of 
Medicine  of  Wake  Forest  University, 
Winston-Salem,  NC.  For  more  information, 
call  Pat  Rice  at  (800)  277-7654  or  Gigi 
Phillips  at  (800)  849-1680  Ext.  772. 


ST.  JOSEPH  HOSPITAL 
HOUSTON 

Presents  Our  Fifth  Offering  Of  : 

An  Updated  Medical/Legal  Symposium: 

FETOPLACENTAL  PATHOLOGY 
AND  ASSESSMENT  OF  THE 
BRAIN  DAMAGED  INFANT 

St  Joseph  Hospital  October  20  and  21,  1995 

Houston  At  The  Westin  Galleria-Houston 

12  Hours  AMA,  PRA  Cat.  1 

Registration  Information:  St.  Joseph  Hospital  CME:  (713)  75 6-5685  or  756-5651 
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Get  the  credit 
you  need 
from  the  (ME 
Resource  Center 

Earn  Category  1 
continuing  medical 
education  credit  with: 

• Videos,  including  The 
Network  for  Continuing 
Medical  Education  series 

• Audio  Digest  subscription 
discounts 

• Scientific  American 
DISCOTEST  and 
RxDx  software  for  loan 

• Specialty  board  review 
programs 

Hours 

Mon-Fri 8:15  a. m. -5:15  p.m. 

Sat 9 a.m.-l  p.m. 

(holiday  hours  may  vary) 

401  West  15th  Street 
Austin,  Texas  78701-1680 
(800)  880-1300 
(512)  370-1550 
(512)  370-1634  (fax) 


VIETNAM  96  - HEALTH  PROFESSIONALS  AND  HEALTH 
VENDORS  INTRODUCTION  TOUR  - April,  1 996. 

14TH  ANNUAL  WINTER  CONGRESS  IN  DIAGNOSTIC 
IMAGING  - ST.  MORITZ  - March  2-9,  1 996. 

For  information,  contact  MEDICAL  SEMINARS  INTERNATIONAL,  INC., 
18981  Ventura  Blvd.,  Suite  303,  Tarzana,  CA  91356; 

(818)  774-9077;  FAX  (818)  774-0244. 


CAN  CORONARY  ARTERY  DISEASE 
BE  STABILIZED  OR  REVERSED?? 

OCTOBER  12-14, 1995 
SANTA  FE,  NEW  MEXICO 

Sponsored  by  American  College  of  Cardiology. 
Program  Director:  Jonathan  Abrams,  MD,  FACC. 
17.5  Category  1 credit  hours.  For  information, 
call  1-800-257-4739;  FAX:  ( 301)  897-9745. 

ULTRASOUND  EDUCATION,  Category  I CME:  Spe- 
cialties of  OB/GYN,  Urology,  Family  Practice,  Emergency 
Medicine,  Endocrinology,  and  Abdominal.  Contract 
courses  can  be  brought  to  your  location,  minimum  enroll- 
ment required.  Call  1-800-239-1361  for  more  information 
and/or  a free  catalogue.  Advanced  Health  Education  Cen- 
ter. 8502  Tybor  Street,  Houston,  TX  77074. 


ADVANCED  PEDIATRIC 
LIFE  SUPPORT  (APLS) 
SEPTEMBER  27-28,  1995 

HOUSTON  MARRIOTT 
MEDICAL  CENTER 

Texas  Pediatric  Society 
will  sponsor  this  course 
prior  to  the 
Annual  Meeting. 

For  information  and  registration 
Contact:  Mary  Greene 
401  West  15th  Street,  Suite  682 
Austin,  TX  78701 

(512)370-1506  or  1-800/880-1300. 


“Expanding  Horizons  in  Allergy,  Asthma,  & Immunol- 
ogy” - November  10-15,  Wyndham  Anatole  Hotel,  Dallas. 
Primary  Care  Physicians  Invited.  See  our  display  ad  on  page 
50  or  call  ACAAI  @ (708)  427-1200. 


NORTH  TEXAS  MEDICAL 
EDUCATION  CONSORTIUM 


ANNOUNCES 

MANAGED  CARE  UNIVERSITY: 
SYMPOSIUM  I 

"PHYSICIAN  SURVIVAL  STRATEGIES" 

September  22-23,  1995* 
Arlington  Marriott 

Curriculum  Designed  for 
Residency  Faculty,  Practitioners, 
and  Health  Care  Administrators 

Presented  by  National  Association 
of  Managed  Care  Physicians  In 
Collaboration  with  American 
College  of  Managed  Care  Medicine 

Cost:  $500  (Includes  NAMCP 
Membership) 

CME:  14  Hours 
Fellowships  available 
for  Chief  Residents 

Contact:  Dr.  Joan  Faubion, 
President,  North  Texas  Medical 
Education  Consortium,  1300  S. 
University,  Suite  305,  Fort  Worth, 
Texas  76107 

Internet:  faubion@dale.hsc.unt.edu 
(817)  336-6444  - FAX  (817)  336-7445 

*Rangers  vs  Angels  tickets  available 
@(817)273-5100 
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BackTalk 


Question 

What  have  you  learned  about  communicating 
with  patients  from  your  own  visits  to  the  doctor? 


■gainful  procedures  really  do  hurt.  And  listen  to 

]wr  i 


the  patient  — he  or  she  may  have  something 
important  to  say.” 


6*1 Is  an  emergency  physician,  my  own  personal 

i 


Chester  M.  Callan,  MD,  64 

family  practice,  Rotan 


experiences  going  to  the  emergency  depart- 
ment as  a patient  (with  kidney  stones  twice)  have  shown 
me  how  wonderful  it  was  to  he  seen  and  treated  quickly 
and  appropriately.  I always  try  to  get  patients  who  present 
to  the  ED  evaluated  and  treated  in  that  manner.” 


“T  he  office  visit  may  well  be  traumatic  for  the 


patient,  especially  if  the  diagnosis  is  life-threat- 
ening. It  is  important  that  the  visit  he  conducted  in  a 
relaxed,  unhurried,  and  friendly  atmosphere  with  time  for 
the  patient  to  ask  questions.  The  feeling  that  you  are  just 
another  object  on  the  assembly  line  is  for  the  birds!" 


Wayne  E.  Schuricht,  DO,  50 

emergency  medicine,  Fort  Worth 


**■  istening  is  a virtue  and  will  provide  great  divi- 
Budends.” 


Eleanor  S.  Irvine,  MD,  75 

pathology,  Wichita  Falls 


Michael  S.  McArthur,  MD,  55 

thoracic  surgery,  Tyler 


**■  t teaches  you  the  importance  of  empathy  as  well  as 

'1  ! 


really  listening  to  your  own  patients  — just  as  you 
want  to  be  listened  to  when  you’re  the  patient.’ 


«« 


doctors  themselves  are  therapeutic  agents. 
Among  the  tools  used  by  physicians,  the  words 
they  listen  to  and  those  they  speak  are  as  important  and 
powerful  as  the  drugs  and  the  instruments.” 


Thomas  R.  Dietze,  MD,  39 

ophthalmology,  Corpus  Christi 


Balijepalli  Netaji,  MD,  40 

oncology , Austin 


ake  time  to  talk  to  the  patient  and  explain  in 

I < 


simple  language  that  the  patient  can  understand. 
Always  mention  what  you  intend  to  do  and  what  you  hope 
to  accomplish.” 


661  WOL1*d  like  my  doctor  to  show  empathy,  establish 
I eye  contact,  and  examine  me.  And  don’t  forget  to 
sit  down!  Otherwise,  I may  think  you  were  not  thorough. 


Katie  D.  Irani,  MD,  61 

physical  medicine  and  rehabilitation,  Houston 


Jorge  A.  Duchicela,  MD,  38 

family  practice,  Weimar 


hate  to  wait  at  the  physician’s  office.  I don’t 
expect  my  patients  to  be  any  different.  ’ 


Merrimon  W.  Baker,  MD,  38 

orthopedic  surgery,  Cleveland 


Back  Talk  is  a nonscientifc  sampling  of  Texas  physicians'  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone.  We  welcome  suggestions  for  future  topics. 
Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX  78701,  or  fax  them  to 
(512)370-1632. 
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Perils  of  peer  review  • Medical  savings  accounts  • Tobacco  lobby  setback  • Medical  humor 


For 


Ten 


Years 


All  We’ve 


Done  Is 


Lease 


Cars. 


After  10  years  in  practice,  you’re  an  expert  in  your  field.  Likewise,  Autoflex 
Leasing  is  the  recognized  expert  in  auto  leasing.  We  are  endorsed  by  both  the 
Texas  Medical  Association  and  the  Texas  Dental  Association. 

So,  contact  one  of  these  leasing  specialists  today: 

John  Welch,  Pat  Joiner,  or  Tom  Kight. 
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Association 
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Call  1-800-6 34-1234 
or  214-234-1234 


Today’s  Health  Care  is  About 

Choices 

and  Control  of  Costs. 


Now  TMAIT  offers  you 
both. 

For  40  years,  your  Texas  Medical 
Association  Insurance  Trust  has 
offered  traditional  indemnity 
insurance  products  for  TMA 
physicians,  family  members,  and  staff. 

Today,  some  of  your  patients  are  choosing 
new  forms  of  insurance  that  provide 
quality  health  care  but  at  a lower  cost. 

Now,  TMAIT  offers  you  the  same  choice. 

Introducing  Group  Plus 
Point-of-Service  Plan 

As  a TMA  physician,  you  can  choose 
traditional  indemnity  plans  or  Group  Plus 
POS.  You  get  the  cost  benefits  of  a 
contemporary  style  plan  or  the  flexibility  of 
indemnity.  Your  choice. 


Group  Plus  POS  Features: 

• Low  co-pays 

• Freedom  to  go  out-of-network  for 
physician  or  hospital 

• Immunization  and  preventive  care 

• More  control  over  costs  because  you 
choose  copays,  level  of  coverage,  and 
deductibles 

For  more  information  on  the  new  TMAIT 
Group  Plus  POS  plan,  write  or  fax  us. 

If  choice  and  control  of  health  care  costs 
are  important  to  you,  call... 

1-800-880-8 1 81. 

Underwritten  by  The  Prudential  Insurance  Company  of  America 
for  26  years  (1969  -1995) 

Prudential  Plaza,  Newark,  N.J.  07102 
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prepares  for  her  day  at  Scott  & White  Memorial 
Hospital  and  Clinic. 
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Medicine  is  a rich  source  of  humor,  from  good  news/bad  news  to  jabs  at 
specialists  to  the  new  genre  of  managed  care  jokes.  Some  say  medical 
humor  is  popular  because  everybody  can  relate  to  the  experience  of  going 
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1995  FALL 

LEADERSHIP 
CONFEREE 
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September  16 

Stouffer  Renaissance  Austin  Hotel 

Program  Highlights 

• Keynote  speaker  AMA  President  Lonnie  R.  Bristow,  MD, 
San  Pablo,  Calif. 

• Update  from  the  104th  Congress. 

• Sessions  about  the  ethical,  practice  and 
public  health  implications  of  managed  care. 
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• Free  registration  for  TMA  members. 

• Complimentary  luncheon  from  Texas  Medical  Liability  Trust. 

• On-site  risk  management  workshop 
and  information  technology  expo. 
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Researching  this  month’s 

cover  story  on  medical  humor 
presented  a refreshing  opportu- 
nity for  associate  editor  Larry 
BeSaw  to  talk  with  Texas  physicians 
about  a subject  less  serious  than  the 
scientific  and  economic  issues  he  usu- 
ally covers  for  the  magazine.  He  says  it 
was  great  fun  trading  jokes  and  sto- 
ries, and  he  regrets  that  some  of  the 
“really  good  ones”  weren’t  printable.  I 
think  you’ll  still  enjoy  those  that  were, 
beginning  on  p 28. 

On  the  serious  side,  Larry  found 
that  humor  and  medicine  are  a natural 
combination  in  part  because  of  the  fine 
line  between  comedy  and  tragedy.  As 
Mark  Twain  put  it,  “The  secret  source 
of  humor  itself  is  not  joy,  but  sorrow.” 
Because  physicians  deal  so  often  with 
life-or-death  situations,  they  are  popu- 
lar subjects  of  gags  and  spoofs. 

Physicians  are  known  for  enjoying 
a good  laugh  themselves,  too,  in  part 
as  a release  from  the  seriousness  of 
their  daily  lives.  For  that  purpose,  and 
in  the  spirit  of  good  fun  between  two 
frequently  maligned  professions,  we 
asked  physicians  to  share  their  favorite 
lawyer  jokes  for  this  month’s  Back  Talk 
(p  72).  Please  note  that  to  keep  things 
fair,  we  included  a few  MD-JDs 
among  the  members  polled.  Enjoy. 

JEAN  PIETROBONO 
Managing  Editor 
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Who  is  really  benefiting 
from  managed  care? 

I HAVE  JUST  FINISHED  READING 
your  magazine  dated  April  1995 
and  found  myseli  compelled  to 
write  in  response  to  the  articles 
regarding  managed  health  care.  I am 
not  a doctor  hut  a billing  manager  for 
an  outpatient  mental  health  and 
chemical  dependency  clinic  in  Dallas, 
Tex.  I have  been  involved  with  all 
aspects  of  physician  and  hospital  reim- 
bursement and  recently  moved  to  Dal- 
las from  Los  Angeles,  where  I worked 
for  several  years  for  two  large  hospitals 
and  where  managed  care  has  been 
strongly  in  place  for  some  time. 

With  my  experience  oi  dealing  with 
insurance  companies  on  a daily  basis,  I 
could  spend  this  entire  letter  telling  of 
the  fight  to  get  claims  paid  and  the 
endless  insurance  company  bureau- 
cracy, but  I would  like  to  focus  on  the 
growing  power  insurance  companies 
have  over  the  health-care  business. 

Supposedly  managed  care  was  cre- 
ated by  insurance  companies  to  stop 
hospital  and  physician  overcharging 
and  to  give  patients  and  employers 
affordable  benefits  so  that,  in  turn,  the 
patient  would  get  better  health  care.  1 
understand  this,  to  a point,  but  where 

Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a letter,  mail  or  fax  it  to  Texas  Medicine,  TMA, 
401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632. 
Please  type  letters  you  submit  for  publication,  and  keep  the 
length  to  400  words  or  less.  If  necessary,  you  may  include  a few 
references,  preferably  less  than  five.  Letters  are  published  at  the 
discretion  of  the  managing  editor  and  editorial  advisors,  and 
are  subject  to  editing  and  abridgment.  Letters  represent  the 
opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies 
of  the  Texas  Medical  Association. 


did  insurance  companies  get  total  con- 
trol and  doctors  and  hospitals  lose  con- 
trol? And  are  patients  really  getting 
better  health  care?  1 do  not  think  so! 
The  idea  of  preventive  medicine  was 
pushed  by  health  maintenance  organi- 
zations (HMOs)  as  a noble  idea,  but  as 
doctor  and  hospital  reimbursements  get 
smaller  and  insurance  company  profits 
get  bigger,  who  is  really  benefiting? 

From  what  I have  seen,  managed 
care  has  made  it  necessary  for  hospitals 
and  doctors’  offices  to  hire  more  sup- 
port staff  to  get  through  the  endless 
paper  shuffle  it  creates  (referrals,  autho- 
rizations, clinical  insurance  form 
reports,  etc,  etc).  This  means  more 
overhead  while  trying  to  cut  costs, 
which  results  in  less  patient  care.  Physi- 
cians who  rely  on  capitated  payments 
are  pressured  into  not  seeing  patients  to 
keep  costs  down  and  protect  profit 
margins.  Also,  insurance  companies 
have  to  have  large  support  staffs  to  man 
managed  care.  Who  pays  for  that? 

The  facility  I am  presently  working 
at  was  a capitated  behavioral  health 
provider  for  a large,  well-known  insur- 
ance company  up  until  1995  (60%  of 
our  business).  In  fairness  to  managed 
care,  it  did  work  for  us.  The  reason  it 
worked  was  a smart  business  depart- 
ment and  a fair  negotiated  rate.  Also, 
there  is  less  overhead  for  outpatient 
behavioral  health  than  for  medical  treat- 
ment. But  as  the  trend  for  HMOs  to  cut 
hack  on  behavioral  health-care  treat- 
ment increased  and  the  greed  factor  set 
in,  the  insurance  company  decided  to 
hire  its  own  psychiatrist  at  the  end  of 
1994  and  start  its  own  center  (a  devel- 
opment that  is  increasing  rapidly). 


In  the  future,  I see  managed  care 
getting  bigger  and  bigger  and  insur- 
ance companies  buying  up  more  hos- 
pitals and  medical  centers  to  control 
costs  and  increase  their  profits.  I see 
doctors  being  forced  to  join  managed 
care  or  left  out  in  the  cold  because 
they  are  not  “in  network.”  I see  hospi- 
tals going  out  of  business  because  they 
cannot  cut  costs  anymore  or  because 
insurance  companies  have  routed  all 
their  patients  to  other  “in  network" 
(cheaper)  facilities.  The  question 
comes  back  to  who  is  really  benefiting 
from  managed  care.  At  present,  I 
think  insurance  companies  are! 

Kevin  M.  Ewalt 

6524  Opelousas  Court 
Plano , TX  75023 


Ready  to  reenlist 

Teri  Moran’s  article,  “Fit 
to  fight:  the  unexpected  appeal  of 
military  medicine”  ( Texas  Medi- 
cine, July  1995,  pp  24-31),  pre- 
sented the  attractions  of  military 
medicine  in  such  a favorable  light  that 
I wanted  to  join  up  all  over  again.  The 
professionalism  of  the  editorial  staff  of 
Texas  Medicine  was  evident  through- 
out the  article,  and  I compliment  you 
upon  your  journalistic  skills. 

COL  Basil  A.  Pruitt,  Jr,  MC,  USA 

US  Army  Institute  of  Surgical  Research 
2322  Harney  Rd 

Fort  Sam  Houston,  TX  78234-63 15 
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THE  FIRST  SYMPOSIUM  ON 


Key  Issues  Facing  the  Independent  Practice  Association  (IPA)  in  Texas  in  this  Turbulent 
Healthcare  Environment 


Why  This  Seminar: 

* This  program  is  especially  worthy  of  your  consideration  because  key  managed  care  issues  are  addressed  in  a way  that 
will  make  a difference  in  the  way  you  organize  and  manage  your  IPA. 

* About  TIPAAA: 

The  mission  of  The  IPA  Association  of  America  (TIPAAA)  is  to  provide  services  that  will  assist  in  improving  the  overall 
operations  of  Independent/Integrated  Physician  Associations  (IP  As)  nationwide.  IP  As  must  become  more  cost  efficient 
in  a managed  care  environment.  They  must  be  able  to  manage  the  available  resources  more  effectively  by  improving  their 
organization  and  contract  structure. 


TIPAAA  (a  nonprofit  Trade  Association),  endeavors  to  assist  IPAs  by  providing  services  that  lead  to  decisions  which 
will  contribute  to  the  implementation  of  appropriate  operational  systems  resulting  in  greater  efficiency. 


THIS  IS  YOUR  CHANCE  TO  MEET  AND  HEAR  FROM  THESE  LEADERS  ABOUT  KEY  ISSUES  AFFECTING  IPA'S  IN  TEXAS: 


Congressman  Joe  Barton 

US  House  of  Representatives 


Leonard  Fromer,  MD  R.  Kenneth  Gordon 

Integrated  Physician  Services  Jenkens  & Gilclirist 


Susan  Murphy 

Jenkens  & Gilclirist 


Melinda  McIntyre 

First  Professional  Bank 


William  Dyer 

Healthcare  Plus 


Amanda  Twiss 
HBS  International 


Richard  Turbin,  MD 

St  David's  Healthcare  Systems 


Norman  Vinn,  MD 
Mullikin  Medical  Group 


Ira  Forkish 

Healthcare  Plus 


Peter  Grant.JD.PHD  George  Beauchamp,  MD 

Davis.  Wright,  Tremaine  Integrated  Medical  Systems 


Ron  Lossett  Peg  Stone 

Pacific  Physicians  Services  (PPS)  Cejka  & Company 


Frederick  Spong,  MD 

Milliman  & Robertson 


Su  Thomas 

Health  Advisory  Board 


SPECIAL  PRESENTATION: 

A Discussion  on  Expectations  of  an  IPA  by  HealthCare  Coalition  Executives 

Ralph  Smith,  President,  Houston  Healthcare  Purchasing  Organization 

George  Crowling,  Manager,  GTE  Service  Corporation  Moderated  by:  Jo-Ann  Britt-Redly 


RESERVE  THE  DATE  NOW:  OCTOBER  7,  1995  AUSTIN  NORTH  HILTON  & TOWERS 
Over  10  General  and  Concurrent  Sessions  Including: 


‘Financing  an  IPA 

‘What's  Driving  the  System 

‘Risk  Management 

‘Surviving  the  Report  Card 

‘Helping  MDs  Understand  Managed  Care 

‘The  Importance  of  MIS  Systems 

‘Contracting 

‘Legislative  Update 

‘Models  for  Reimbursement  (PCP/SCP) 

*IPA  Governance:  How  it  Works 

Return  this  section  with  your  name,  address  and 

payment  today  to  register! 

(CME  credits  will  be  provided) 


Name Title 

Organization 

Address City/Zip 

Telephone Fax 

Mark  the  number  of  registrant(s)  in  the  space One  registrant  S255.  If  received  less  than  two  weeks  prior  to  the  event,  please  add  S50  per  person  to  the 

registration  fee.  Total  amount  of  check  enclosedS (no  refunds  will  be  given).  Substitutions  will  be  permitted  if  you  call  Jaime  at  (510)  569-6561  at 

least  one  day  prior  to  the  event.  Please  call  the  hotel  for  room  reservations,  (512)  451-5757 
Mail  to:  TIPAAA,  7677  Oakport  St.,  Suite  1 10 -A  Oakland,  CA  94621 

This  program  is  endorsed  by  the  Texas  Medical  Association. 


NEWSMAKERS 

The  Baylor  College  of  Medicine 
Board  of  Trustees  has  approved  three 
new  academic  chairs.  Harris  Busch, 
MD,  PhD,  was  named  to  the  Michael 
E.  DeBakey,  MD,  Chair  in  Pharma- 
cology; Herbert  L.  DuPont,  MD, 
received  the  H.  Irving  Schweppe,  Jr, 
MD,  Chair  in  Internal  Medicine;  and 
William  H.  Spencer  III,  MD,  was 
named  to  the  T.L.L.  Temple  Family 
Chair  of  Clinical  Cardiology. 

Several  Texas  physicians  were  elected 
to  leadership  roles  in  the  American 
Medical  Association  at  its  annual 
meeting  in  Chicago  in  June.  Dallas 
surgeon  Jack  T.  Chisolm,  MD,  was 
reelected  chair  of  the  Council  on 
Constitution  and  Bylaws;  Richmond 
family  practitioner  Nancy  W.  Dickey, 
MD,  was  reelected  vice  chair  of  the 
AMA  Board  of  Trustees;  John  P.  Howe 
III,  MD,  president  ofThe  University  of 
Texas  Health  Science  Center  at  San 
Antonio,  was  elected  chair  of  the 
Council  on  Scientific  Affairs;  and 
College  Station  cardiologist  J.  James 
Rohack,  MD,  was  elected  to  the  Coun- 
cil on  Medical  Education. 

Andrew  L.  de  Jong,  MD,  for  the  second 
year  in  a row,  was  one  of  two  Baylor 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership; election  or  appointment  to  an  office  of  or  honors  from, 
a national  or  state  organization ; or,  space  permitting,  recogni- 
tion at  the  local  level.  Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  editor.  Submit  items  for 
consideration,  with  photos  if  possible,  to  Johanna  Franke,  People, 
Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512) 
370-1632. 


College  of  Medicine  residents  to  receive 
the  J.  Charles  Dickson  Otolaryngology 
Resident’s  Research  Award. 

Internist  Carlos  R.  Hamilton,  Jr,  MD, 

Houston,  was  elected  to  the  Board  of 
Directors  of  the  American  Association 
of  Clinical  Endocrinologists. 

Three  Texas  physicians  received  awards 
at  the  annual  meeting  of  the  American 
Medical  Association  in  Chicago  in 
June.  Dallas  radiologist  Steven  E. 
Harms,  MD,  received  the  Dr  William 
Beaumont  Award  in  Medicine;  Hous- 
ton internist  Charles  A.  LeMaistre, 
MD,  received  the  AMA’s  Distinguished 
Service  Award;  and  Houston  surgeon 
Frank  G.  Moody,  MD,  received  the  Sci- 
entific Achievement  Award. 

Houston  forensic  pathologist  Joseph 
A.  Jachimczyk,  MD,  was  presented  the 
1995  Gift  of  Sight  Award  by  the  Eye 
Bank  Association  of  America.  Dr 
Jachimczyk,  chief  medical  examiner  of 
Harris  County,  retires  this  month 
after  35  years  of  service. 

Houston  anesthesiologist  Arthur  S. 
Keats,  MD,  was  named  a Distin- 
guished Physician  by  the  Texas  Heart 
Institute  Board  of  Trustees. 

Houston  allergist  John  P.  McGovern, 

MD,  received  an  honorary  doctor  of 
science  degree  from  Duke  University 
School  of  Medicine. 

General  practitioner  Haden  E.  McKay, 
Jr,  MD,  has  retired  as  mayor  of  Hum- 
ble after  24  years  of  service. 


Steven  E.  Harms,  MD  Charles  A. 

LeMaistre,  MD 


Frank  G.  Moody,  MD  Courtney  M. 

Townsend,  Jr,  MD 


Psychiatrist  Octavio  C.  Pinell,  MD, 

received  the  John  P.  McGovern  Award, 
given  annually  to  the  outstanding  clin- 
ical faculty  member  chosen  by  the 
senior  class  at  The  University  of  Texas 
Medical  School  at  Houston. 

Susan  F.  Pokorny,  MD,  assistant  pro- 
fessor of  obstetrics  and  gynecology 
at  Baylor  College  of  Medicine,  was 
elected  president  of  the  North  Ameri- 
can Society  for  Adolescent  & Pediatric 
Gynecology. 

Lubbock  orthopedic  and  spine  sur- 
geon Ray  E.  Santos,  MD,  received  an 
inaugural  Mustard  Seed  Award  from 
the  Sealy  Society  at  The  University  of 
Texas  Medical  Branch  at  Galveston 
for  his  outstanding  contributions  in 
service  to  others. 
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Courtney  M.  Townsend,  Jr,  MD,  was 

named  chair  of  the  Department  of 
Surgery  at  The  University  of  Texas 
Medical  Branch  at  Galveston. 


A healthy  start  for  teen  mothers 


Cleburne  Mayor  Katherine  P.  Raines 
declared  Wednesday,  June  28,  as  “Dr 
Whitehouse  Day.”  Surgeon  William  R. 
Whitehouse,  MD,  retired  July  1 after 
practicing  53  years  in  Cleburne  and 
colounding  the  Kimbro  Medical  Center. 


DEATHS 


Mack  Fisher  Bowyer,  MD,  78;  Abi- 
lene; The  University  of  Texas  Medical 
Branch  at  Galveston,  1939;  died  June 
8,  1995. 

Alonzo  M.  Donnell,  Jr,  MD,  78; 

Austin;  University  of  Colorado  School 
of  Medicine,  1950;  died  June  12, 
1995. 

John  Wallace  Gardemal,  MD,  29;  San 

Antonio;  The  University  of  Texas 
Medical  School  at  San  Antonio,  1 990; 
died  June  16,  1995. 

Robert  Bruce  Harris,  Sr,  MD,  66; 

Houston;  Meharry  Medical  College 
School  of  Medicine,  1961;  died  June 
13,  1995. 

Laura  Bragg  McDaniel,  MD,  42; 

Galveston;  West  Virginia  School  ol 
Medicine,  1979;  died  June  16,  1995. 

Louis  F.  Visentine,  Jr,  MD,  50;  Dallas; 
The  University  of  Texas  Southwestern 
Medical  School,  1971;  June  25,  1995. 


They  are  dropping  out  of  school,  they  have  little  money,  and  they  are 
turning  to  substance  abuse  to  escape  their  worlds.  But  a Corpus 
Christi  pediatrician  is  providing  another  option  for  teen  mothers  through 
a program  called  Healthy  Families/Healthy  Start. 

When  a 13-year-old  mother  was  discovered  “huffing  paint”  in  an  aban- 
doned building  with  her  newborn  baby  lying  beside  her,  James  Lukefahr, 
MD,  realized  teen  mothers  are  facing  a real  crisis.  “Moms  who  don’t  go 
back  to  school  after  their  babies  are  born  are  much  more  susceptible  to 
substance  abuse,"  Dr  Lukefahr  said.  “And  many  of  these  young  girls  don’t 
get  the  care  they  need  to  prevent  major  health  problems  for  themselves  and 
their  babies.” 

To  prevent  child  abuse,  neglect,  and  repeat  pregnancies,  Dr  Lukefahr  is 
developing  a home  visitation  program,  Healthy  Families/Healthy  Start, 
that  will  provide  quality  health  care  to  all  teen  mothers  regardless  of  their 
participation  in  other  health  programs.  He  says  he  would  like  the  program 
to  serve  as  a “medical  home”  for  teen  mothers  who  otherwise  would  not 
seek  health  care  because  of  transportation  or  language  barriers. 

Healthy  Families/Healthy  Start  is  administered  by  Driscoll  Children’s 
Hospital  at  Children’s  Medical  Center  of  South  Texas  in  Corpus  Christi, 
where  Dr  Lukefahr  is  associate  director  of  Medical  Education  for  Ambu- 
latory Pediatrics.  He  was  one  of  20  physicians  nationwide  to  receive  a 
Community  Access  to  Child  Health  (CATCH)  planning  grant,  which  he 
used  to  organize  an  advisory  coalition  of  community  service  agencies  to 
help  structure  the  program.  The  grant  was  awarded  by  the  American  Acad- 
emy of  Pediatrics  and  funded  by  Wyeth-Ayerst  Laboratories. 
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There  was  a time  when  health-care  decisions  were  made  between  the  physi- 
cian and  the  patient.  Now  they’re  made  by  legislators  in  Austin  and 
Washington,  D.C.  And  it’s  becoming  impossible  for  physicians  and  patients  to 
he  heard  over  the  roar  from  managed  care  companies,  trial  attorneys  and  others. 

TIME  YOU  JOINED 

It’s  time  for  elected  officials  to  clearly  hear  the  voices  of  physicians  and 
patients.  TEXPAC  speaks  up  for  Texas  physicians  and  their  patients. 

It's  time  to  join  TEXPAC. 

Physician  and  alliance  membership  categories  are  $ 100/active  physician, 
$50/alliance  member,  $300/TEXPAC  Club,  and  $500  TEXPAC  (couple’s) 
Club.  Call  (800)  880-1300,  Ext.  1363,  for  more  information  on  how  to  join 
TMA’s  political  action  committee. 

TEXPAC? 


TEXPAC 


Contributions  to  Texas  Medical  Association  PAC  (TEXPAC)  and  American  Medical  Association  PAC  (AMPAC)  are  not  deductible  as  charitable  contributions  for  federal 
income  tax  purposes.  Voluntary  political  contributions  are  shared  with  AMPAC.  Contributions  are  not  limited  to  the  suggested  amount.  Neither  TMA  nor  AMA  will  favor  or 
disadvantage  anyone  based  on  the  amounts  or  failure  to  make  contributions.  Contributions  are  subject  to  Federal  Election  Commission  regulations. 


Legislative  Affairs 

Double-barreled  assault 

Tobacco’s  two-pronged  attack  on  smoking  regidations 
narrowly  fails 

By  Ken  Ortolon,  Associate  editor 


rhen  voters  in  Wichita  Falls  went  to  the 
polls  in  early  May,  they  thought  they  were 
casting  ballots  to  determine  if  smoking  in 
public  places  would  be  regulated  in  their 
community.  In  reality,  their  decision  likely  determined  the 
fate  of  antismoking  efforts  throughout  Texas. 

In  the  74th  Texas  Legislature,  the  tobacco  industry 
launched  a two-pronged  attack  it  hoped  would  deal  a dev- 
astating blow  to  local  communities’  attempts  to  regulate 
public  smoking.  The  first  prong  was  a legislative  attack  on 
the  ability  of  cities  to  pass  antismoking  regulations.  The 
second  was  an  attempt  to  actually  roll  back  a tough  local 
antismoking  ordinance  at  the  polls,  thereby  demonstrating 
lack  of  public  support  for  such  ordinances. 


State  Representative  John  Hirschi, 
a Wichita  Falls  [democrat  who  has 
been  a staunch  opponent  of  tobacco, 
says  it  was  a “David  against  Goliath” 
battle  from  the  beginning.  To  counter 
the  tobacco  industry’s  legions  of  hired 
guns,  antitobacco  forces  had  only  one 
lobbyist,  he  says.  That  lobbyist  was 
hired  with  funds  pooled  by  TMA  and 
other  antismoking  groups  such  as  the 
heart,  lung,  and  cancer  societies. 

Back  to  the  beginning 
Dr  Shipley  says  tobacco  actually 
launched  its  1995  legislative  fight  well 
before  the  74th  Legislature  convened 
in  January  when  it  attempted  to  retali- 
ate against  one  of  its  more  vocal  oppo- 
nents, Attorney  General  Dan  Morales. 


Austin  political  insiders  say  the  tobacco  industry’s 
efforts  this  year  amounted  to  an  all-out  offensive 
against  antismoking  ordinances  that  was  both  well- 
financed  and  well-stocked  with  high-priced  lobbyists.  It 
was  an  offensive  that  almost  accomplished  its  objective. 

“The  tobacco  industry  had  retained  eight  or  nine 
of  the  most  expensive  hired  guns  in  town,  certainly 
the  best  of  the  hired  gun  lobbyists  in  terms  of  repu- 
tation,” said  Austin  political  consultant  George 
Shipley,  PhD,  who  was  enlisted  by  the  Texas  Med- 
ical Association  and  other  members  of  a coalition 
that  sought  to  defeat  tobacco’s  assault. 

Other  local  politicos  say  the  number  of  “hired 
guns”  may  have  been  as  high  as  1 5.  Among  their 
ranks  were  former  legislators  Stan  Schlueter  and 
Mike  Toontey.  Ironically,  Mr  Toomey  also  was  a 
major  player  in  several  other  legislative  issues  con- 
fronting TMA  this  year.  In  addition  to  the  tobacco 
industry,  he  also  represented  Texans  for  Lawsuit 
Reform  in  the  tort  reform  fight  and  large  insurance 
companies  in  their  effort  to  stop  managed  care  regu- 
lations designed  to  protect  patients  and  physicians 
from  predatory  market  practices. 
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During  the  interim  between  legisla- 
tive sessions,  Attorney  General  Morales 
had  joined  with  other  state  attorneys 
general  to  push  fast-food  chains  such  as 
McDonald's  and  Whataburger  to  ban 
smoking  in  their  restaurants  or  provide 
separately  ventilated  areas  so  that  chil- 
dren would  not  be  subjected  to  second- 
hand smoke. 

In  retaliation,  Dr  Shipley  says, 
tobacco  lobbyists  attempted  to  dis- 
credit Attorney  General  Morales  by 
publicizing  a dispute  with  an  Attorney 
General’s  Office  employee  who  had 
been  dismissed  and  by  trying  to  line 
up  a candidate  to  oppose  the  attorney 
general  in  the  next  election. 

It  was  against  that  backdrop,  Dr 
Shipley  says,  that  the  tobacco  industry 
launched  its  1995  legislative  agenda. 

Duck  and  weave 

Using  the  restaurant  industry  as  a front 
and  applying  the  catch  phrase  “statewide 
standards”  as  a smoke  screen,  the 
tobacco  industry  pushed  two  major 
pieces  of  legislation.  The  first,  Senate  Bill 
1237  by  Sen  Ken  Armbrister  (D-Victo- 
ria)  and  Rep  Curtis  Seidlits  (D-Sher- 
man),  would  have  established  statewide 
standards  for  smoking  in  all  public 
places,  such  as  restaurants  and  work 
sites.  The  kicker  was  that  as  originally 
written,  SB  1237  would  have  preempted 
all  existing  local  ordinances  against  pub- 
lic smoking  and  prevented  any  other 
cities  from  enacting  future  ordinances. 

Antitobacco  forces  say  the  bill  was 
directly  targeted  at  cities  such  as 
Arlington,  Austin,  and  Wichita  Falls 
that  have  stringent  antismoking  ordi- 
nances already  on  the  books. 


The  second  bill,  House  Bill  2460, 
by  the  same  sponsors,  euphemistically 
was  labeled  a children’s  smoking  pre- 
vention measure.  Representative 
Hirschi  says  the  bill,  again,  was  noth- 
ing more  than  an  attempt  to  circum- 
vent meaningful  regulation  of  the 
tobacco  industry. 

Corpus  Christi  Rep  Hugo 
Berlanga,  a Democrat  who  chairs  the 
House  Public  Health  Committee,  also 
harshly  criticized  that  bill  for  slapping 
stiff  penalties  on  children  who  attempt 
to  purchase  tobacco  products,  while 
mandating  little  or  no  action  against 
those  who  sell  cigarettes  to  kids. 

“The  legislation  that  was  proposed 
was  very  punitive  on  the  minors  — up 
to  a $100  fine  on  the  first  offense  and 
up  to  a $500  fine  on  the  second 
offense,”  Representative  Berlanga  said. 
“And  yet  there  was  nothing  on  the 
retailer  that  was  harsh  and  punitive. 

“We  don’t  do  that  in  the  liquor 
industry,”  he  added.  “The  account- 
ability lies  clearly  on  the  retailer.  If 
you  sell  alcoholic  beverages  to  a 
minor,  you’re  subject  to  a 3-day  clo- 
sure, a stiff  fine,  and  a suspension.” 

Circle  the  wagons 

Both  tobacco  bills  drew  vocal  opposi- 
tion from  health-related  groups  and 
antismoking  organizations.  In  addi- 
tion, they  were  condemned  unani- 
mously by  the  membership  of  the 
House  Public  Health  Committee, 
both  Republican  and  Democrat. 

“That  is  the  first  time  in  my  legisla- 
tive career  that  the  entire  makeup  of  a 
committee  joined  forces  in  opposition  to 
an  issue,”  Representative  Berlanga  said. 


Unfortunately,  neither  bill  was  sent 
to  House  Public  Health.  Instead,  they 
went  to  the  House  State  Affairs  Com- 
mittee, where  they  got  a warmer 
reception. 

Despite  the  vocal  opposition,  HB 
2460  moved  easily  through  both  the 
House  and  Senate  and  was  sent  to  Gov 
George  W.  Bush  to  be  signed  into  law. 
SB  1237  also  won  Senate  approval  and 
was  voted  out  of  State  Affairs.  In  early 
May,  it  was  sitting  in  the  House  Calen- 
dars Committee  waiting  to  be  sched- 
uled for  House  floor  debate.  That’s 
when  the  tobacco  industry  launched 
the  second  prong  of  its  attack. 

The  Wichita  Falls  City  Council 
had  enacted  its  antismoking  ordinance 
in  the  fall  of  1994  by  a narrow  margin 
of  4-3.  The  ordinance  was  stringent, 
prohibiting  smoking  in  workplaces, 
restaurants,  bowling  alleys,  and  other 
public  places  that  did  not  have  sepa- 
rately ventilated  areas  for  smokers. 

Local  protests  prompted  the  council 
to  put  the  matter  up  for  a vote  of  the 
people.  Even  supporters  of  the  measure 
feared  that  without  a referendum,  the 
city  council  might  be  pressured  to 
repeal  the  ordinances,  says  Kent 
Ulrich,  ML9,  a Wichita  Falls  oncologist 
who  was  among  the  leaders  of  the 
effort  to  defeat  the  rollback  election. 

For  the  tobacco  companies,  the 
Wichita  Falls  election  seemed  made  to 
order.  Coming  as  it  did  in  early  May, 
possibly  just  days  before  the  House 
would  debate  SB  1237,  it  could  have 
given  the  tobacco  industry  lobbyists  the 
perfect  ammunition  to  show  lawmakers 
that  local  voters  did  not  want  anti- 
smoking ordinances.  Plus,  a successful 
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rollback  vote  in  Wichita  Falls  would 
embarrass  Representative  Hirschi  — 
the  staunch  opponent  — and  shift 
enough  wavering  support  to  carry  the 
bill  through  the  House. 

“The  timing  was  absolutely  per- 
fect,” said  Alfred  Gilchrist,  TMA  direc- 
tor of  legislative  affairs.  “The  way  the 
rules  of  the  legislature  work,  early  May 
is  a very  critical  time  for  bill  move- 
ment. It  would  have  been  a major  coup 
for  the  tobacco  industry  to  walk 
around  the  legislature  saying  that  even 
in  the  back  yard  of  Representative 
Hirschi,  the  people  have 
spoken  and  said  they  don’t 
want  a smoking  ordinance.” 

The  counterstrike 

But  opponents  of  public 
smoking  in  both  Wichita 
Falls  and  Austin  were  not 
prepared  to  let  the  Wichita 
Falls  ordinance  go  down 
without  a fight.  The  local 
coalition  that  had  fought 
and  won  enactment  of  the 
ordinance  organized  again 
to  defeat  the  rollback.  TMA,  the  Amer- 
ican Heart  Association,  the  American 
Cancer  Society,  and  others  also 
pumped  in  financial  support.  And,  Dr 
Shipley’s  firm,  Shipley  & Associates, 
volunteered  its  services  to  orchestrate 
the  campaign. 

In  the  weeks  prior  to  the  election, 
supporters  of  the  ordinance  ran  televi- 
sion and  newspaper  advertisements 
and  distributed  slate  cards  — similar 
to  those  the  Texas  Medical  Association 
Political  Action  Committee  (TEX- 
PAC)  has  employed  in  Texas  Supreme 


Court  races  — through  physician 
offices.  Phone  banks,  block  walks,  and 
other  efforts  also  were  employed. 

The  issue  supporters  of  the  ordi- 
nance attempted  to  drive  home  was 
the  public  health  aspect  of  second- 
hand smoke,  Dr  Ulrich  says. 

“We  figured  strategically  that  the 
argument  they  have  the  most  trouble 
nullifying  is  the  health  issue,”  he  said. 
“We  really  hammered  them  with 
health  and  health  and  health.  You 
have  a right  to  dean  air  just  as  much 
as  they  have  a right  to  smoke.” 


A week  before  the  election,  the 
tobacco  industry  ran  a major  mail  cam- 
paign to  support  the  rollback.  They 
also  employed  newspaper  and  radio 
ads,  but  their  efforts  came  up  short. 

On  election  day,  an  overwhelming 
turnout  of  Wichita  Falls  voters  buried 
the  rollback  attempt  by  a 60-40  margin. 
Dr  Ulrich  says  1 4,000  voters  went  to  the 
polls,  compared  to  no  more  than  6,000 
in  the  previous  year's  city  elections. 

“Turnout  was  the  highest  ever  for  a 
city  election,”  he  said. 

Unable  to  pull  off  the  coup  de 


“We  figured  strategically 
that  the  argument 
they  have  the  most 
trouble  nullifying  is  the 
health  issue.  You  have  a 
right  to  clean  air  just  as 
much  as  they  have  a 
right  to  smoke.” 


grace,  tobacco  interests  watched  SB 
1237  wallow  in  the  House  Calendars 
Committee.  The  bill  never  was  sched- 
uled for  a floor  vote  and  died  a quiet 
death  when  lawmakers  adjourned  at 
the  end  of  May.  Shortly  thereafter, 
Governor  Bush  vetoed  HB  2460  cit- 
ing, among  other  things,  the  attack  on 
local  control  as  a factor.  With  that, 
tobacco’s  failure  was  complete. 

Never  over  until  it’s  over 

Representative  Hirschi  says  he  doesn’t 
buy  into  “conspiracy  theories”  that  the 
decision  to  attack  the  Wichita  Falls  ordi- 
nance was  an  attempt  to  embarrass  him 
or  retaliate  for  his  past  opposition  to  pro- 
tobacco legislation.  However,  he  con- 
cedes that  a tobacco  victory  could  have 
affected  the  outcome  in  the  legislature. 

“A  defeat  in  Wichita  Falls  would 
certainly  have  marred  the  track  record 
of  those  cities  moving  forward  on  the 
tobacco  problem,”  he  said. 

Ultimately,  the  defeat  of  tobacco’s 
legislation  probably  rested  on  lawmak- 
ers’ sentiments  in  favor  of  local  control 
and  the  fact  that  the  legislation  simply 
was  “bad  public  policy,”  Representa- 
tive Berlanga  says.  “The  overriding 
concern  here  was  the  health  issue,”  he 
said.  “They  [the  tobacco  industry] 
know  the  statistics  bear  out  the  effects 
of  tobacco  on  the  health  of  people.  ” 

But  in  the  legislative  arena,  no 
issue  ever  seems  to  go  away.  The 
tobacco  industry  already  is  posturing 
for  the  next  legislative  session  in  1997. 

This  summer,  Philip  Morris,  Inc, 
one  of  the  nation’s  largest  tobacco  com- 
panies, ran  double  full-page  ads 
announcing  its  desire  to  keep  cigarettes 
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out  of  the  hands  of  children.  It  endorsed 
legislation  to  regulate  cigarette  vending 
machines  and  to  clamp  down  on  retail- 
ers who  sell  tobacco  products  to  minors. 

Representatives  Hirschi  and 
Berlanga  warned,  however,  that  the 
public  should  look  at  the  industry’s 
track  record  before  accepting  this  new 
campaign  at  face  value. 

“They  certainly  did  not  support 
meaningful  vending  machine  legisla- 
tion in  the  last  session,’’  Representa- 
tive Hirschi  said.  “Actions  speak 
louder  than  words.  When  they  stop 
using  Joe  Camel  and  all  the  Marlboro 
paraphernalia  to  attract  kids  to  ciga- 
rettes and  tobacco  products,  we’ll 
know  they’re  serious  in  their  attempts 
to  try  to  limit  children’s  smoking.  It’s 
very  obvious  they  cannot  survive  as  a 
business  without  children  beginning 
to  smoke,  because  their  customers  are 
dying  off  at  a very  rapid  rate.” 

Representative  Hirschi  says  the  time 
is  now  for  antitobacco  forces  to  gear  up 
for  the  coming  legislative  fight  in  1997. 

“It’s  extremely  important  that  we 
not  wait  until  the  session  starts,  as  we 
did  in  the  last  session,  to  begin  that 
effort,"  he  said.  T can  assure  you  that 
the  tobacco  industry  is  not  sitting 
around  waiting  in  the  interim.  They’re 
planning  their  strategy  and  getting 
their  legislation  going  for  that  time.”  ★ 
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Medical  savings  accounts 

Financing  alternative  could  put 
physicians  and  patients  back  in  charge 

By  Larry  Be  Saw,  Associate  editor 


Let’s  take  a walk  down  memory  lane.  Think  real 
hard.  Remember  the  good  old  days  when 
patients  came  to  your  office,  you  diagnosed 
their  illnesses,  and  you  prescribed  courses  of 
treatment  that  your  training  and  experience  told  you  were 
necessary?  Either  patients  paid  you  directly  or  you  billed 
their  insurance  companies.  And,  if  you  decided  hospital- 
ization was  needed,  your  patients  stayed  there  until  you 
decided  they  were  well  enough  to  go  home.  You  and  your 
patients  made  the  necessary  decisions. 


OK,  back  to  reality.  You  have  to  call  the  clerk  at 
Megabucks  Health  Plans,  Inc,  to  see  if  his  book  of  symp- 
toms says  that  routine  diagnostic  test  you  think  your 
patient  needs  is  really  necessary. 

Perhaps  this  comparison  is  somewhat  exaggerated,  but 
there  is  no  question  that  there  are  a lot  more  people  with 
opinions  about  what  is  the  best  way  for  you  to  treat  your 
patients  than  there  used  to  be. 

“A  couple  of  years  ago,  there 
was  a British  movie  called  The 
Cook,  The  Thief,  His  Wife,  and  Her 
Lover,  ” said  David  Marcus,  PhD, 
director  of  the  Texas  Medical  Asso- 
ciation’s health-care  financing 
department.  “And  now  in  medical 
care,  it’s  the  doctor,  the  patient,  his 
insurance  company,  and  their  uti- 
lization firm.’’ 

But  an  alternative  under  study 
in  Congress  and  in  corporate  Amer- 
ica may  help  reduce  the  cost  ol 
health  care,  restore  the  sanctity  of 
the  physician-patient  relationship, 
and,  some  believe,  deal  a serious 
blow  to  the  growth  of  managed 
care.  It’s  called  the  medical  savings 
account  (MSA). 

Similar  to  individual  retirement 


accounts,  MSAs  are  tax-deferred  trusts 
that  can  be  used  by  individuals  to  fund 
their  own  health-care  expenses  with 
pretax  dollars.  Regular  deposits  exempt 
from  payroll  taxes  are  made  by  employ- 
ers or  individuals  but  remain  the  prop- 
erty of  the  individual.  The  MSA  owner 
could  withdraw  money  to  pay  for  rou- 
tine care  or  treatment  not  covered  by 
most  insurance  plans,  but  any  money 
that  is  not  spent  would  grow  tax  free 
and  could  be  converted  into  an  IRA  or 
a private  pension  plan  after  retirement, 
or  become  part  of  the  person’s  estate. 

Congressional  leaders  are  taking  a hard  look  at  passing 
legislation  allowing  the  creation  of  MSAs.  The  Family 
Medical  Savings  and  Investment  Act  of  1995,  sponsored 
by  US  Rep  Bill  Archer  (R-Houston),  would  amend  the 
Internal  Revenue  Code  of  1986  to  allow  a tax  deduction 
for  contributions  to  a medical  savings  account  by  anyone 
covered  by  a catastrophic  coverage  health  plan. 
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Under  the  bill,  employers  may 
contribute  funds  exempt  from  payroll 
and  income  taxes  for  their  employees, 
and  the  trust  accounts  can  be  admin- 
istered by  banks,  insurance  compa- 
nies, or  other  financial  institutions 
that  meet  regulatory  requirements.  A 
limit  of  $2,500  for  the  amount  of 
deductible  contributions  would  be 
established.  Funds  in  the  account 
could  be  withdrawn  to  cover  qualified 
medical  expenses  of  the  beneficiary, 
his  or  her  spouse,  and  dependents. 
MSA  funds  could  not  be  used  to  pur- 
chase life  insurance  or  health  insur- 
ance, other  than  catastrophic,  but 
could  be  used  to  buy  long-term  care 
insurance.  A 10%  penalty  would  be 
charged  if  funds  are  withdrawn  for 
any  purpose  other  than  medical 
expenses,  and  those  funds  would 
become  fully  taxable. 

“The  basic  concept  behind  MSAs 
is  to  free  up  medical  care  again  and 
create  a financing  mechanism  that 
restores  decision-making  to  the  physi- 
cian-patient relationship,  that  creates 
incentives  for  cost-effectiveness  in  the 
provision  of  care,  and  that  provides  a 
more  efficient  mechanism  than  insur- 
ance for  paying  routine  costs  by  essen- 
tially eliminating  most  of  the 
transactions  costs,”  Dr  Marcus  said. 

Representative  Archer’s  bill,  he 
said,  “allows  people  to  put  aside  a cer- 
tain amount  of  money  to  cover  their 
routine  care  and  then  buy  catastrophic 
insurance,  which,  after  all,  is  what 
insurance  ought  to  be.” 

The  bill  has  won  the  endorsement  of 
the  American  Medical  Association.  “We 
believe  MSAs  not  only  represent  a cost- 


effective  approach  to  providing  health 
care,  but  also  strengthen  the  market  for 
medical  care  by  assuring  patients  more 
freedom  of  choice,”  AMA  President- 
Elect  Daniel  H.  Johnson,  Jr,  MD,  said 
during  testimony  before  the  Subcom- 
mittee on  Ffealth  of  the  US  House 
Ways  and  Means  Committee. 

“MSAs  give  patients  an  opportu- 
nity to  be  more  involved  in  their  med- 
ical care  choices  and  decisions,”  Dr 
Johnson  said.  “For  those  who  choose 
MSAs  for  their  medical  coverage, 
price  will  become  a more  important 
consideration,  an  element  which  is 
largely  lacking  in  the  current  system. 
MSAs  have  the  potential  to  improve 
the  patient-physician  relationship, 
which  physicians  believe  has  been  sig- 
nificantly eroded  by  the  increase  in 
third-party  intrusion.” 

A truckload  of  strawberries 

Life  insurance  has  been  defined  as 
“you  betting  you’re  going  to  die  and 
the  insurance  company  betting  you’re 
not.”  Either  way,  you  lose.  Health 
insurance  is  not  quite  in  the  same  cat- 
egory, but  it  is  basically  the  policy- 
holder betting  that  he  or  she  is  going 
to  get  sick  or  otherwise  need  the  ser- 
vices of  a physician,  even  if  it  is  only 
for  a routine  physical. 

“True  insurance  is  risk  sharing,  and 
there  is  no  risk  in  first-dollar  coverage 
because  it  is  virtually  100%  certain 
that  you’re  going  to  have  a certain 
amount  of  routine  medical  expenses. 
So  there  s no  risk  sharing  involved,” 
said  Donna  Kinney,  TMA  manager  of 
regulatory  analysis  and  advocacy. 
“The  reason  its  worth  paying  money 


to  insurers  is  to  share  the  risk  of  a 
high-cost  but  relatively  unlikely  event. 
So  what  you’re  doing  when  you  pay 
the  insurer  is  you’re  paying  someone 
else  to  pay  your  rent  bill  or  your  gro- 
cery bill.  That’s  going  to  increase  your 
costs  because  you’re  still  going  to  pay 
for  the  groceries  or  the  rent,  but  you’re 
also  going  to  pay  for  the  services  of 
this  other  person.” 

“Worse  yet,”  added  Dr  Marcus, 
“having  an  insurance  policy  like  that 
is  really  like  owning  a truckload  of 
fresh  strawberries.  If  you’re  going  to 
use  it,  use  it  quickly  because  there’s 
not  going  to  be  any  value  to  it.  It  pro- 
vides the  worst  kinds  of  incentives  for 
overutilization  on  the  routine  care 
side.  It’s  inefficient  economics.” 

Ms  Kinney  says  studies  indicate 
that  only  10%  of  Americans  exceed 
$2,000  in  medical  expenses  in  any 
given  year. 

According  to  an  analysis  developed 
by  Dr  Marcus’  department,  MSAs 
have  the  following  advantages  over 
traditional  “first-dollar”  insurance 
plans  that  cover  all  routine  services 
with  no  deductible: 

• MSAs  help  control  costs  by  elimi- 
nating the  excessive  costs  associ- 
ated with  first-dollar  coverage. 
Claims  processing,  administration, 
and  utilization  control  can  double 
costs  when  insurance  is  used  to  pay 
for  routine  medical  care.  MSAs 
allow  patients  to  pay  their  own 
bills  with  pretax  dollars  and  create  j 
incentives  for  patients  to  make 
wise  economic  choices.  Market 
forces  will  encourage  physicians  to  • 
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facilitate  patient  involvement  in 
health-care  purchasing  decisions. 

• MS  As  give  patients  control  over 
decisions  about  purchases  for  rou- 
tine medical  care,  including  choice 
of  physician. 

• Efforts  by  insurers  to  control  costs 
by  controlling  utilization  may  be 
detrimental  to  the  quality  of  med- 
ical care.  MSAs  allow  patients  to 
limit  their  own  health-care  costs  by 
making  the  choices  that  are  appro- 
priate to  their  individual  situations. 

• MSAs  make  pretax  dollars  available 
to  cover  the  cost  of  preventive  care, 
regardless  of  the  patient’s  employ- 
ment status.  They  retain  employ- 
ers’ incentives  to  set  aside  funds  for 
medical  care,  while  removing  the 
requirement  that  they  must  be 
used  to  purchase  insurance. 

• Balances  in  MSAs  are  retained  by  the 
individual  even  if  he  or  she  changes 
jobs  or  becomes  unemployed,  and 
retained  savings  provide  a means  for 
financing  long-term  care. 

The  beauty  of  MSAs,  says  Dr  Mar- 
cus, is  their  simplicity  when  it  comes 
to  paying  for  a routine  visit  to  the 
doctor’s  office,  such  as  an  annual 
physical.  “If  1 pay  for  it  myself,  the 
only  cost  involved  is  my  writing  a 
check  against  my  MSA  account  to  the 
doctor.  I don't  have  any  utilization 
person  asking  if  this  physical  is  really 
necessary.  The  doctor  doesn’t  have  to 
file  any  claims.  Because  there’s  only  a 
limited  amount  of  money  in  there,  1 
have  an  incentive  to  say,  ‘Look,  do  I 
really  need  these  tests?’  I have  an 
incentive  to  get  only  the  care  that  I 
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need.  It  preserves  the  decision-making 
in  the  context  of  the  physician-patient 
relationship.  There  are  incentives  for 
efficient  utilization  without  the  elabo- 
rate mechanisms.’’ 

The  end  of  managed  care? 

The  widespread  implementation  of 
MSAs  would  undoubtedly  have  an 
impact  on  managed  care  plans.  The 
question  is  how  much. 

“It’s  my  personal  opinion,  and  not 
everyone  agrees  with  me,  that  ulti- 
mately when  you  do  allow  people  to 
make  those  choices  that  enough  peo- 
ple are  going  to  choose  MSAs  to  even- 
tually kill  off  managed  care,”  Ms 
Kinney  said.  “There’ll  be  some  form 
of  managed  care  in  the  catastrophic 
policies,  but  as  far  as  first-dollar  cover- 
age, managed  care  will  be  gone.” 

The  reason,  she  says,  is  that  first- 
dollar  coverage  is  simply  not  a wise 
purchase  for  most  people.  Younger, 
healthier  employers  would  most  likely 
opt  for  the  MSAs,  leaving  the  managed 
care  plans  with  older  enrollees  with 
more  health  problems.  “What  it  will 
do  is  cut  the  insurance  companies  out 
of  a big  piece  of  their  current  market.  ” 

Houston  ophthalmologist  Louise 
Moorhead,  MD,  says  Ms  Kinney  may 
be  right.  “Managed  care  is  a transitory 
phenomenon,  and  considering  the 
conditions  medicine  was  facing,  it  was 
probably  necessary  to  keep  costs  from 
going  even  higher,”  she  said.  “When 
people  realize  that  in  managed  care  a 
substantial  portion  of  the  premiums 
goes  toward  the  company  that’s  man- 
aging the  care  and  its  investors,  and 
that  money  would  be  better  served  in 
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a savings  account  that  they  could 
manage  themselves  and  pay  for  their 
own  care  and  negotiate  for  their  own 
care,  I think  they  will  wake  up.  MSAs 
are  going  to  give  patients  some  degree 
of  freedom  again  in  picking  and  nego- 
tiating with  their  individual  physi- 
cians. When  the  patient  is  able  to  pick 
and  choose  and  is  not  constrained  by 
an  overlord  mandating  who  they  can 
see  and  what  their  treatment  will  be, 
then  the  physician  is  also  free.” 

MSAs  will  “very  slowly  phase  out 
managed  care,”  she  predicted.  “It  has 
taken  us  30  years  to  get  in  this  mess, 
and  it  will  take  us  quite  a few  years  to 
get  out  of  it.  I don’t  see  any  instant 
cure  within  the  next  3 years.” 

Another  factor  that  Dr  Moorhead 
believes  will  eventually  spell  the  end  of 
managed  care  is  the  outcry  that  will 
result  when  the  general  public  realizes 
that  managed  care  plans  have  access  to 
patients’  files  and  that  the  information 
is  being  entered  into  databases  for 
tracking  of  diseases  and  risk  factors. 
“It  is  a profound  invasion  of  privacy, 
and  most  people  don’t  even  realize  it. 
You  don’t  know  who  is  going  to  know 
about  your  disease,”  she  said. 

Bryan  pediatrician  Scott  Schams, 
MD,  acknowledges  that  MSAs  would 
affect  managed  care,  but  he  doesn’t 
believe  it  will  kill  it.  However,  he 
thinks  it  will  make  managed  care  more 
competitive  and  more  patient  friendly. 

“Managed  care  has  some  great  prin- 
ciples, and  I agree  with  most  of  them,” 
he  said.  “But  it  forgets  the  patient.  It 
forgets  who’s  actually  getting  the  care. 
In  our  free-market  system,  when 
patients  or  the  people  actually  con- 
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sinning  the  services  or  goods  are  the 
ones  paying  lor  it,  they  become  much 
more  sensitive  to  value.  So  they’re 
going  to  purchase  value,  whatever  that 
happens  to  be.  It’s  different  for  dider- 
ent people.  Some  will  pay  more  and 
some  will  want  to  pay  less,  so  it  gives 
them  that  sense  of  control.  It  also  gives 
them  direct  responsibility.’’ 

Dr  Schams  says  MSAs  can  also 
potentially  benefit  physicians  in  the 
role  of  an  employer  as  well  as  a care- 
giver. Even  though  he  did 
not  get  any  tax  breaks,  he 
implemented  MSAs  in  vari- 
ous forms  for  his  employees 
when  he  was  in  practice  in 
Uvalde  and  in  Greeneville, 

Tenn,  before  opening  his 
practice  in  Bryan  earlier 
this  year.  The  result  was  a 
20%  savings  in  his  insur- 
ance costs  in  Uvalde  and 
34%  in  Tennessee. 

A dissenting  voice 

Not  everyone  is  thrilled  with  the  MSA 
concept.  Don  White,  spokesperson 
for  the  Group  Health  Association  of 
America  (GHAA),  which  represents 
380  HMOs  covering  80%  of  all 
HMO  enrollees,  says  it  opposes  any 
MSA  plan  linked  to  catastrophic 
insurance  coverage. 

Linking  MSAs  with  catastrophic 
coverage,  he  says,  is  contrary  to  the 
fundamental  HMO  principle  of 
encouraging  preventive  health  care 
and  the  early  treatment  of  illnesses.  It 
might  also  encourage  people  not  to 
see  their  physicians  and  leave  the 
money  in  the  account,  he  adds.  The 


result  could  be  higher  costs  over  the 
long  run  because  potentially  severe 
health  problems  could  become  acute 
and  require  expensive  treatment. 

Dr  Schams  says  it  was  that  very 
concern  that  caused  him  to  require  his 
employees  to  see  their  physicians  for 
the  preventive  health  visits  recom- 
mended by  the  various  medical  spe- 
cialty societies  in  order  to  obtain  the 
full  benefits  of  the  MSA. 

According  to  a GHAA  background 


paper  provided  by  Mr  White,  MSAs 
“designed  to  link  a tax-preferred 
account  that  accumulates  unspent  bal- 
ances from  year  to  year  with  cata- 
strophic benefits  coverage  have  the 
potential  to  create  serious  problems  for 
the  health-care  marketplace  and  par- 
ticularly for  HMOs,  other  managed 
care  arrangements,  and  other  plans 
offering  comprehensive  coverage.’’ 

Creating  tax  breaks  for  MSA/ cata- 
strophic coverage  would  “create  a 
financial  incentive’’  to  select  it  over 
other  health  plans  and  “interfere  with 
positive  trends  in  the  market  that  are 
serving  to  lower  the  growth  of  health- 


care costs  and  improve  quality  of 
care,”  according  to  the  background 
paper.  Furthermore,  it  says,  “adverse 
selection  against  HMOs  and  more 
comprehensive  indemnity  coverage’’ 
by  younger,  healthier  employees 
would  result  in  higher  premiums  for 
those  remaining  in  comprehensive 
coverage  plans. 

GHAA  also  says  MSA/catastrophic 
plans  would  leave  many  people  with 
high  out-of-pocket  expenses  because 
employer  contributions  to  MSAs  “are 
likely  to  be  significantly  lower  than 
the  deductible,  requiring  individuals 
to  pay  for  the  majority  of  their  care  on 
an  out-of-pocket  basis.  For  example, 
catastrophic  coverage  with  a $2,500 
deductible  would  reduce  premiums  by 
only  about  $600  for  individual  cover- 
age over  a typical  comprehensive  cov- 
erage alternative.  Assuming  that  the 
employer  puts  all  o!  the  'savings’  in 
the  employee’s  MSA,  it  would  take 
more  than  4 years  for  the  employee  to 
accumulate  enough  funds  to  cover  the 
deductible,  assuming  that  the  individ- 
ual does  not  withdraw  any  money  to 
pay  for  medical  expenses.” 

However,  Ms  Kinney  says  other 
studies  show  that  the  cost  of  cata- 
strophic coverage  could  be  half  of  the 
premium  for  comprehensive  coverage. 
That  would  indicate  employees  could 
make  contributions  for  individuals  in 
excess  of  $1,000  a year,  with  savings 
for  family  coverage  being  much  larger, 
she  says. 

Political  clout 

The  political  muscle  that  HMOs  and 
other  elements  of  the  insurance  indus- 


“ln  our  free-market 
system,  when  patients 
or  the  people  actually 
consuming  the  services 
or  goods  are  the  ones 
paying  for  it,  they 
become  much  more 
sensitive  to  value.” 
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try  are  able  to  flex  was  evident  in  Gov 
George  W.  Bush’s  veto  of  the  Patient 
Protection  Act  earlier  this  summer. 
Lobbying  against  the  Archer  bill 
already  has  begun. 

Mr  White  says  his  organization  has 
not  taken  an  official  position  on  the 
Archer  bill,  but  it  is  discussing  the 
matter  with  Representative  Archer 
and  other  members  of  Congress. 

Dr  Marcus  says  the  insurance  indus- 
try should  not  view  the  Archer  bill  as  a 
major  threat  because  it  allows  insurance 
companies  to  function  as  trustees  of  the 
MSAs.  “What  they  lose  in  one  way, 
they  get  in  another,”  he  said. 

In  the  September  1 994  issue  of  Texas 
Medicine,  Dr  Moorhead  authored  a 
commentary  calling  on  physicians  to 
urge  their  patients  to  mount  a grass- 
roots lobbying  campaign  of  Congress 
against  any  attempt  to  pass  a health-sys- 
tem reform  plan  that  limited  patient 
choice  and  infringed  on  the  physician- 
patient  relationship. 

“We  treat  millions  of  patients  each 
day.  Imagine  the  effect  if  all  of  us  — 
physicians  and  patients  together  — let 
our  congressmen  know  what  we 
think,”  she  wrote. 

Now,  however,  she  says  it  may  not 
be  easy  to  get  physicians  to  lobby  their 
patients  on  the  MSA  issue.  Fear  of 
deselection  by  managed  care  compa- 
nies could  make  physicians  hesitant 
about  lobbying  their  patients.  “Physi- 
cians have  become  really  cowed  into  a 
corner,”  Dr  Moorhead  said.  “It  is  tak- 
ing some  degree  of  toll  on  the  profes- 
sion. If  we  could  somehow  get  MSAs 
in,  the  profession  will  certainly  have  a 
lot  more  confidence.”  ★ 
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Drug  Allergy  Nuts  & Bolts 
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21st  Century  Communications:  Telemedicine 
Immunodeficiency 
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Optimal  Management  of  Asthma 
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And  many  others 
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Commentary 

From  collegial  to  codified 

The  evolution  of  modern  peer  review 

By  Clark  Watts,  MD,  JD 


Physician  peer  review  a quarter  of  a century  ago 
was  different  than  peer  review  today.  Twenty- 
five  years  ago,  peer  review  was  conducted  so 
physicians  could  learn  from  each  other.  But 
quality  assurance  and  risk  management  programs  have  led 
to  an  adversarial  review  of  physicians’  practices,  changing 
the  nature  of  peer  review.  Physicians  practicing  today 
should  understand  how  this  change  happened  and  how  to 
cope  with  the  results. 


In  pre-‘ modern”  peer  review,  physicians  presented  cases 
in  teaching  conferences  to  obtain  peer  input  into  manage- 
ment. The  cases  discussed  included  those  for  which  treat- 
ment was  being  planned  and  those  for  which  post-treatment 
problems  were  being  evaluated.  Younger  physicians  benefited 
from  the  experience  and 
wisdom  of  older  physi- 
cians, who  in  turn  would 
see  the  results  ol  the  newer 
therapeutic  techniques 
used  by  younger  physi- 
cians. Importantly,  the 
process  was  an  intellectual 
one,  not  a punitive  one,  a 
process  of  collegial  inter- 
course, not  of  conflict. 

The  shift  to  the  mod- 
ern era  of  peer  review  was 
initially  incremental  and 
subtle,  but  more  recently 
has  moved  forward 
rapidly,  reflecting  changes 
in  societal  expectations 

Clark  Watts,  MD, 

J D , divides  his  time  between 
neurosurgery  at  Brackemidge 
Hospital  in  Austin  and  practic- 
ing law  at  Ford  & Ferraro  in 
Austin. 


and  in  law.  The  informal  teaching 
conferences  that  had  been  the  basis  for 
peer  review  gradually  led  to  structured 
morbidity  and  mortality  conferences, 
where  responsibility  for  outcomes  was 
fixed  not  only  for  teaching  purposes 
but  also  for  accountability.  The  qual- 
ity assurance  industry  sprouted,  with 
its  collection  of  data  reviewed  by 
physician  and  nonphysician  commit- 
tees, much  of  it  driven  by  the  more 
formal  credentialing  requirements  of 
the  Joint  Commission  on  Accredita- 
tion of  Healthcare  Organizations  (JCAHO). 

In  Patrick  v Burget,  108  S Ct  1658  (1988),  the  US 
Supreme  Court  upheld  a 1985  federal  district  court  deci- 
sion in  favor  of  a sanctioned  physician.  The  court  found 
that  the  medical  staff  peer  review  committee  violated  fed- 
eral antitrust  law  because 
its  members  were  not 
unbiased  decision-makers, 
but  were  competitors  in 
the  medical  community  of 
the  sanctioned  physician. 

The  publicity  of  this 
case  as  it  wound  its  way 
through  the  courts  led  to 
the  concern  that  physi- 
cians would  not  participate 
in  a meaningful,  objective, 
and  quality  peer  review  for 
fear  of  being  sued  on  com- 
plaints of  antitrust  viola- 
tion and  defamation. 

Consequently,  Congress 
passed  the  Healthcare 
Quality  Improvement  Act 
of  1986  (Title  IV,  Public 
Law  99-660,  codified  at  42 
USC  11101  et  seq),  which 
gives  qualified  immunity  to 
participants  in  the  peer 
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review  process,  provided  the  defendant 
physician  receives  due  process.  Due 
process  must  include,  among  other  safe- 
guards, a review  process  conducted 
according  to  approved  medical  staff 
bylaws  by  unbiased  decision-makers. 

To  protect  and  encourage  physician 
peer  review  by  hospital  medical  staffs 
and  medical  societies,  most  states  had 
already  passed  immunity  laws  consis- 
tent with  the  federal  statute  (for  Texas, 
see  Tex  Rev  Civ  Stat  Ann  4495b,  sec- 
tion 5.06).  Although  designed  to  pro- 
tect the  parties  in  a peer  review 
process,  the  codification  of  peer  review 
protections  along  with  the  reporting 
requirements  for  adverse  actions  may 
have  added  to  the  demise  of  peer 
review  as  a collegial  teaching  tool. 

Physician  peer  review  in  hospitals 
often  involves  questions  of  privileges 
and  credentials.  When  physicians 
have  one  or  more  poor  patient  out- 
comes, for  whatever  reason,  they  may 
ultimately  become  the  object  of  for- 
mal medical  staff  hearings. 

Hospital  activities  leading  up  to  a 
medical  staff  hearing  are  investigative 
and  informal,  and  may  also  be  trig- 
gered by  a complaint  or  by  concerns  of 
the  hospital  administration  or  medical 
staff.  This  investigative  period  may  last 
for  months,  during  which  time  hospi- 
tal personnel  and  possibly  experts  from 
outside  the  hospital  will  review  records. 

Defendant  physicians  often  are  not 
informed  that  they  are  under  investi- 
gation and  often  first  discover  the  fact 
when  they  are  invited  to  appear  before 
an  action  committee  to  explain  their 
patient  management.  Meanwhile,  hos- 
pital officials  have  benefited  from  legal 


counsel,  usually  from  the  hospital 
attorney,  and  from  months  of  investi- 
gation and  preparation. 

Depending  on  the  hospital’s  bylaws, 
physicians  may  not  be  permitted  to 
have  their  attorneys  at  these  proceed- 
ings to  see  evidence  against  them  or  to 
present  evidence  in  their  defense,  and 
may  be  denied  the  chance  to  present 
outside  office  records  or  other  support- 
ing medical  evidence.  Action  commit- 
tee recommendations  are  transmitted 
through  the  credentialing  process  and, 
ultimately,  a decision  about  the  scope 
of  physicians’  hospital  practice  will  be 
made  by  the  executive  committee  of 
the  medical  staff  or  by  the  hospital’s 
board  of  trustees. 

If  physicians  are  formally  notified 
that  restrictions  on  their  practices  are 
proposed,  they  normally  have  the 
opportunity  to  appear  before  a med- 
ical hearing  committee.  And  it  is  only 
at  this  time,  according  to  most  hospi- 
tal bylaws  and  in  keeping  with  due 
process,  that  physicians  are  entitled  to 
receive  documentation  of  the  evidence 
against  them. 

In  adverse  decisions  based  on  peer 
review,  physicians  typically  must  hire 
their  own  attorneys  to  challenge  the 
restrictions  and  clear  their  names, 
since  these  expenses  are  not  usually 
covered  under  medical  liability  plans. 
As  well  as  immediately  consulting 
outside  attorneys,  physicians  should 
seek  one  or  more  advisers  as  soon  as 
they  become  aware  of  a peer  review 
investigation.  At  least  one  adviser 
should  be  a trusted  colleague, 
respected  in  the  community,  who  will 
provide  not  only  moral  support  but 


also  insight  into  what  may  have  infiu- 
enced  the  hospital’s  decision. 

If  the  hospital’s  practice  restrictions 
are  too  limiting,  defendant  physicians 
could  lose  their  livelihoods.  By  com- 
parison, being  found  liable  in  a medical 
malpractice  lawsuit  often  holds  fewer 
restrictions,  and  carriers  will  pay  the 
cost  of  hiring  attorneys.  In  the  majority 
of  instances,  however,  the  nightmare  of 
having  to  defend  one’s  medical  practice 
in  an  adversarial  peer  review  proceed- 
ing is  avoidable.  To  understand  how,  it 
is  important  to  remember  that  the 
major  participants  are  physicians  — 
defendant  physicians  and  physicians 
on  the  medical  staff.  Each  has  a role  in 
preventing  an  adversarial  peer  review 
process  or  in  lessening  the  trauma  once 
the  review  process  begins. 

Setting  aside  bad  faith  complaints, 
most  negative  peer  review  decisions 
arise  because  of  a concern  about  prac- 
tice patterns  and  profiles  over  which 
defendant  physicians  have  control.  Hie 
issue  of  impairment  is  self-evident  and 
will  not  be  discussed  further.  Physi- 
cians must  be  sensitive  to  the  changing 
health-care  climate  in  their  communi- 
ties and  should  participate  enthusiasti- 
cally in  medical  staff  continuing 
education  activities.  Although  it  is  just 
as  objectionable  to  practice  defensive 
medicine  with  an  eye  on  peer  review  as 
it  is  to  practice  defensive  medicine  to 
avoid  medical  malpractice,  the  prudent 
physician  should  know  that  modern 
peer  review  is  often  just  as  adversarial  as 
malpractice  lawsuits. 

Hospital  medical  staff  leaders  must 
understand  how  divisive  a contentious 
peer  review  process  can  become,  and 
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should  support  and  encourage  pre- 
modern-type peer  review  with  meetings 
at  the  department  and  section  levels, 
where  medicine  can  be  discussed  colle- 
gially  among  physicians.  This  would 
permit  physicians  to  identify  question- 
able practice  trends  and  discuss  problem 
cases  while  they  are  relatively  fresh.  It 
would  also  protect  hospital  leaders 
against  larer  charges  from  defendant 
physicians  that,  contrary  to 
bylaws,  hospital  leaders  have 
not  provided  proper  oppor- 
tunities lor  timely  evaluation 
oi  patient  care  questions,  or 
complaints  about  such 
administrative  matters  as 
record-keeping.  Corrective 
action  would  be  part  of  a 
positive  educational  process, 
not  a punitive  one.  While 
the  law  is  not  clear  on  this 
issue,  it  is  likely  that  volun- 
tary practice  limitations 
based  upon  feedback  at  the 
department  level  prior  to 
any  formal  committee  inves- 
tigation would  not  be 
reportable  to  the  National  Practitioner 
Data  Bank. 

Hospital  medical  staffs  should 
insist  that  il  a quality  peer  review  pro- 
gram is  to  be  carried  out  in  the  hospi- 
tal, the  medical  staff  must  be  able  to 
retain  independent  counsel.  Such 
counsel  would  remain  focused  on  the 
medical  staff’s  professional  interests, 
rather  than  the  hospital’s,  and  would 
ensure  the  peer  review  process  is  based 
purely  on  professional  issues. 

Given  the  increasing  number  of  hos- 
pital peer  review  cases  facing  physi- 
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cians,  it  seems  timely  for  physicians  and 
their  representatives  to  begin  discus- 
sions with  medical  liability  carriers 
regarding  coverage  for  peer  review 
defense,  either  through  “riders”  to  exist- 
ing policies  or  with  additional  policies. 

The  peer  review  process  as  it  exists 
today  is  hazardous  to  the  health  of  the 
individual  physician,  to  the  medical 
staff,  and,  ultimately,  to  the  hospital. 


It  need  not  be  this  way.  The  legal  pro- 
tections afforded  under  modern  peer 
review  can  procedurally  ensure  quality 
participation  by  dedicated  physicians. 
An  independent  medical  staff  can  sub- 
stantially improve  peer  review 
through  the  creation  of  a collegial 
environment  compatible  with  pre- 
modern peer  review.  Neutrality  on  the 
part  of  hospital  administration  will 
send  a message  of  fairness.  Energy  can 
then  efficiently  be  directed  at  the  true 
purpose  of  peer  review  — quality 
patient  care. 


Getting 

organized 

Pros  and  cons  of 
business  structures  for 
medical  practice 

By  Michael  Z.  Stern,  JD 

What  is  the  standard  way 
or  best  way  to  organize  a 
medical  practice?  Attor- 
neys who  counsel  physicians  routinely 
field  that  question,  and  to  them  it  is 
akin  to  patients  asking  their  doctors 
for  diagnoses  and  medications  over  the 
phone.  The  answer  is  that  there  is  no 
standard  or  best  way.  Because  physi- 
cians have  different  needs  and  goals, 
each  situation  must  be  individually 
analyzed  and  tailored  for  the  best  fit. 

Numerous  factors  must  be  consid- 
ered when  choosing  an  organizational 
structure,  including  the  complexity 
and  expense  of  forming,  maintaining, 
or  dissolving  it;  how  many  owners  to 
include;  how  to  limit  owner  exposure 
to  liability;  how  much  operational 
flexibility  owners  want;  and  how  to 
divide  profits  and  losses.  Questions  of 
taxation  and  transferability  of  owner- 
ship interests  come  up  as  well. 

Some  familiar  organizational  struc- 
tures, such  as  joint  ventures  and  lim- 
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ited  partnerships,  both  oL  which  are 
well-suited  for  certain  types  of  busi- 
nesses and  investments,  are  not  well- 
suited  Lor  professional  practice  situa- 
tions. Although  not  an  exhaustive 
analysis  or  substitute  Lor  legal  repre- 
sentation, the  following  overview 
describes  some  business  structures 
physicians  may  consider. 

Proprietorship 

As  unincorporated  businesses  with  a 
single  owner  or  husband  and  wife 
owners,  proprietorships  are  the  sim- 
plest kind  of  enterprise.  Starting  one 
requires  simply  getting  the  appropri- 
ate permits  and  licenses  — and  best  of 
all,  no  separate  federal  or  state  taxes 
are  levied  on  them.  But  despite  their 
simplicity,  proprietorships  have  the 
disadvantage  of  exposing  owners  to 
full  liability  Lor  the  business’s  prob- 
lems. For  example,  if  an  employee  is 
sued  for  medical  malpractice  or  causes 
some  other  kind  of  personal  injury 
such  as  an  automobile  accident  while 
on  duty,  the  owners’  assets  are  at  risk. 

Partnership 

Two  or  more  owners  may  form  a part- 
nership, which  is  also  an  unincorpo- 
rated business  and  is  often  referred  to 
as  a general  partnership.  Like  propri- 
etorships, partnerships  may  be  formed 
simply  be  getting  appropriate  permits 
and  licenses,  and  they  also  do  not  incur 
separate  federal  or  state  taxes.  However, 
partnership  owners  must  file  an  annual 
federal  “information  income  tax 
return”  listing  their  names  and  social 
security  numbers  and  detailing  the 
partnership’s  revenues  and  expenses. 


Owners  must  then  reflect  their  share  of 
business  revenues  and  expenses  on 
their  personal  income  tax  returns  each 
year,  and  pay  taxes  on  them. 

While  they  provide  great  flexibility, 
partnerships  are  similar  to  proprietor- 
ships in  that  they  expose  owners’ 
assets  to  Lull  liability  for  any  problems 
the  business  encounters,  such  as  bad 
debts  or  civil  lawsuits.  For  this  reason, 
many  physicians  are  hesitant  to  form 
partnerships. 

Although  not  required  by  law,  a 
written  partnership  agreement  clarify- 
ing rights  and  responsibilities  of  each 
partner  should  be  prepared.  Issues  to 
consider  include  how  to  manage  the 
partnership,  divide  profits  and  losses, 
transfer  interests,  add  other  partners, 
make  capital  contributions  and  with- 
drawals, and  establish  voting  proce- 
dures. Forming  a partnership  can 
sometimes  become  more  expensive 
and  complicated  than  forming  a cor- 
poration. 

Professional  association 

Corporations  are  entities  separate  and 
distinct  from  their  owner  or  owners. 
Physician-owned  medical  practices 
structured  like  corporations  are  called 
professional  associations  (PAs).  The 
only  difference  between  a corporation 
and  a PA  is  that  only  physicians  may 
own  PA  stock. 

Corporations,  or  PAs,  are  widely 
used  because  they  afford  owners  cer- 
tain liability  protections.  While  the 
PA  structure  will  not  shield  practi- 
tioners from  their  own  acts  of  negli- 
gence or  for  negligent  supervision  of 
subordinates,  in  general,  if  a PA  incurs 


a debt  or  if  an  employee  or  other  PA 
owner  commits  a personal  injury,  the 
PA  itself  is  liable  — but  not  other 
noninvolved  owners.  This  is  one  dis- 
tinct advantage  PAs  have  over  propri- 
etorships and  partnerships. 

Shares  of  stock  in  corporations  or 
PAs  are  generally  freely  transferable, 
which  is  a desirable  feature  Lor  raising 
capital  and  is  used  more  frequently  by 
large  companies.  However,  in  some 
instances,  usually  in  small,  private 
PAs,  owners  may  want  to  restrict  who 
can  purchase  stock  through  the  selec- 
tive use  of  buy-sell  provisions,  to  keep 
tighter  control  of  the  PA. 

For  federal  income  tax  purposes, 
there  are  two  types  of  corporations, 
“C”  corporations  and  “S”  corporations. 
When  forming  a PA,  physicians  may 
choose  one  of  either  type  of  corpora- 
tion structure. 

C corporation.  C corporations  are 
taxable  entities,  subject  to  both  federal 
corporate  income  taxes  and  state  Lran- 
chise  taxes.  When  corporations  realize 
profits,  they  must  pay  taxes  on  them. 
Then  when  profits  are  distributed  to 
shareholders  as  dividends,  sharehold- 
ers must  again  pay  taxes  on  them. 
Often,  strategies  such  as  distributing 
profits  as  salaries  or  bonuses  beLore  the 
year’s  end  can  eliminate  some  or  all  of 
this  double  taxation. 

S corporation.  Although  they  are 
subject  to  state  Lranchise  taxes,  S cor- 
porations are  treated  like  partnerships 
for  federal  income  tax  purposes,  mean- 
ing they  do  not  suffer  the  double  taxa- 
tion of  C corporations.  Profits  Lrom  S 
corporations  are  taxed  just  once, 
through  owners’  personal  income  tax. 
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Law 


But  S corporations  have  some  limita- 
tions C corporations  do  not  have.  For 
example,  the  Internal  Revenue  Code 
restricts  S corporations  to  a maximum 
of  35  shareholders,  who  must  all  be 
US  citizens,  and  limits  them  to  using 
one  class  of  stock.  Even  with  these  lim- 
itations, most  professional  associations 
could  structure  themselves  as  S corpo- 
rations and  escape  the  double  taxation 
of  C corporations. 

Limited  liability  company 

The  Texas  Legislature  created  limited 
liability  companies  (LLCs)  in  1991, 
and  Texas  is  one  of  about  a dozen 
states  that  have  them.  These  hybrid 
entities,  which  are  subject  to  state 
franchise  taxes,  have  certain  attributes 
of  corporations  and  certain  attributes 
of  partnerships.  They  offer  the  liabil- 
ity protections  of  corporations  and  the 
federal  income  tax  benefits  of  S corpo- 
rations, but  are  free  from  some  of  the 
strict  organizational  requirements  the 
Internal  Revenue  Code  imposes  on  S 
corporations. 

For  example,  il  several  individual 
physicians  practicing  in  different  pro- 
fessional associations  chose  to  merge 
their  practices,  they  would  not  be 
allowed  to  form  an  S corporation 
because  only  individuals  — not  cor- 
porations — may  be  shareholders  in  S 
corporations.  But  they  could  form  an 
LLC  and  structure  it  to  gain  the  same 
federal  tax  benefits  of  S corporations. 
Limited  liability  companies  afford 
more  flexibility  than  corporations  in 
management,  capital  contributions, 
and  withdrawals,  and  also  in  divisions 
of  profits  and  losses. 
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However,  exercise  caution  when 
creating  LLCs  because  they  are  not 
strictly  recognized  by  the  Internal 
Revenue  Service.  Depending  on  how 
they  are  structured,  the  IRS  will  treat 
LLCs  as  either  partnerships,  where 
just  owners  are  taxed,  or  as  C corpora- 
tions, with  their  double  taxation.  The 
risk  ol  the  IRS  retroactively  determin- 
ing that  a particular  LLC  is  a corpora- 
tion, and  liable  for  corporate  level 
taxes,  should  not  be  ignored.  Since  in 
most  instances  S corporation  status  is 
available  to  physicians  who  want  to 
organize  as  a professional  association, 
LLCs  are  not  usually  necessary. 

Limited  liability  partnership 

Limited  liability  partnerships  (LLPs) 
are  also  a 1991  creation  of  the  Texas 
Legislature.  In  LLPs,  individual  physi- 
cian partners  are  insulated  from  the 
liability  for  personal  injuries  caused  by 
other  partners,  except  when  a nonin- 
volved  partner  had  supervisory  con- 
trol or  direction  over  the  involved 
partner,  or  if  a noninvolved  partner 
had  an  opportunity  to  intervene  and 
prevent  the  negligent  act  but  didn’t. 

Partners  in  LLPs  must  annually  file 
registration  forms  with  the  Secretary  of 
State  along  with  an  annual  fee,  which 
is  now  $200  per  partner.  LLPs  must 
also  maintain  a minimum  of  $ 1 00,000 
liability  insurance.  While  LLPs  pro- 
vide physicians  some  liability  protec- 
tion from  another  partner’s  negligence, 
they  do  not  provide  protection  as 
broad  as  that  of  professional  associa- 
tions or  limited  liability  corporations. 
LLPs  only  shield  owners  from  mal- 
practice liability  for  other  partners’ 
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negligence,  not  from  certain  kinds  of 
business  problems  such  as  bad  debts. 

Nonprofit  health  corporation 

Section  5.01(a)  of  the  Medical  Practice 
Act  of  Texas  authorizes  a physician  or 
group  ol  physicians  to  establish  certi- 
fied nonprofit  health  corporations 
(NPHCs).  The  board  of  trustees  of 
NPHCs  must  be  composed  entirely  of 
licensed,  practicing  physicians,  but 
members  of  NPHCs  may  be  non- 
physicians. Generally,  Texas  law  pro- 
hibits nonphysicians  from  directly 
employing  physicians,  thereby  com- 
promising their  clinical  independence. 
Whereas  the  typical  nonprofit  corpo- 
ration is  often  organized  to  avoid  taxes, 
NPHCs  are  being  organized  to  permit 
nonphysician  funding  and  control  of 
integrated  physician/hospital  net- 
works, because  NPHCs  may  contract 
with  or  hire  physicians. 

In  order  to  be  classified  as  a tax- 
exempt  organization,  the  practice  must 
be  established  as  a nonprofit  entity 
under  state  law.  But  merely  establishing 
a practice  as  a nonprofit  entity  under 
state  law  doesn’t  guarantee  it  federal 
tax-exempt  status.  Nonprofit  entities 
must  apply  for  such  status,  and  most 
physician  practices  do  not  qualify.  ★ 


Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  informa- 
tion on  selected  topics.  These  articles  are  published  with  the 
understanding  that  TMA  is  not  engaged  in  providing  legal 
advice.  When  dealing  with  specific  legal  matters,  readers 
should  seek  assistance  from  their  attorneys. 


Anyone  can  build  a hospital. 


Building  a tradition  takes  a little  longer. 

Seventy-eight  years  of  tradition  and  a continuing  commitment  to  excellence. 

For  patient  referrals  call  (2 1 4)  38 1 -7 1 8 1 . 


THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 

(214)  767-1640 
Captain  Cheryl  Carson 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE: 
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“The  secret  source  of  humor  itself  is  not  joy,  but  sorrow.”  ~ Mark  Twain 


The  physician  looked  at  the  laboratory  results  of  tests  done  on 
his  middle-aged  patient  and  ivas  greatly  disturbed  by  what  he 
saw.  The  mans  cholesterol  level  was  off  the  chart,  his  blood 
pressure  was  verging  on  stroke  level,  and  his  diabetes  was  about 
to  rage  out  of  control. 

He  picked  up  the  telephone  and  called  the  patient’s  wife.  “I 
just  got  your  husband’s  lab  test  results  back,  ” he  said.  “ But 
before  I give  them  to  him,  I need  to  speak  with  you  privately. 
Your  husband  is  a very  sick  man,  and  unless  you  do  what  I say 
he  will  be  dead  in  6 months.  ” 

“What  can  I do,  doctor?”  the  woman  asked. 

“You  must  remove  all  sources  of  stress  in  his  life,  ” he  said. 
“You  have  to  keep  the  house  spotlessly  clean,  you’ve  got  to  cook 
him  a nutritious  meal  three  times  a day,  and  you  must  wash 
and  iron  his  clothes  every  day.  I can t stress  too  much  that  if  you 
don’t  follow  my  instructions  to  the  letter,  your  husband  will  be 
dead  in  6 months.  ” 

The  woman  hung  up  the  telephone  and  turned  to  her  hus- 
band. “That  was  your  doctor  with  your  lab  test  results,  ’’she  said. 

“What  did  he  say ? ” 

“He  said  you’re  going  to  die  in  6 months.  ” 

It’s  not  the  greatest  joke  in  the  world  and,  in  fact,  is  a 
variation  of  an  off-color  one  involving  two  prospectors  and 
a rattlesnake,  but  it’s  popular  in  the  doctors’  lounges. 

Every  profession  has  its  own  brand  ol  humor,  and 
although  some  may  find  them  offensive,  people  in  the  par- 
ticular profession  under  attack  usually  enjoy  them  the 
most.  A lew  examples: 

Lawyers:  What  do  you  get  when  you  cross  a lawyer  with  a pit 
bull ? A dishonest  pit  bull.  Or,  what  do  you  call  a busload  of 
lawyers  driving  off  a cliff  A beginning. 

Accountants:  What’s  the  definition  of  an  economist ? Someone 
who  doesn’t  have  enough  personality  to  be  an  accountant. 

Morticians:  The  greatest  actor  in  the  world  is  an  undertaker 
looking  sad  at  a $25,000 funeral. 

Consultants:  A consultant  is  someone  who  knows  1,000  ways 
to  make  love  but  doesn’t  know  any  women. 

Journalists:  What’s  the  definition  of  a movie  critic ? A guy 
whose  girlfriend  ran  off  with  an  actor. 

Medical  humor  is  unique,  however,  because  its  subject 
matter  is  universal.  Everyone,  even  physicians,  gets  sick 
and  has  to  see  a doctor  at  some  point  in  life.  That  makes 
doctor  jokes  popular  because  people  can  relate  to  them  in 
terms  of  their  own  experiences. 


Comedians  say  there  is  a fine  line  between  tragedy  and 
comedy,  and  people  often  laugh  the  hardest  at  the  worst 
tragedies.  If  you  have  any  doubt,  remember  the  jokes  that 
sprang  up  virtually  overnight  after  the  space  shuttle  Chal- 
lenger disaster,  the  O.J.  Simpson  double  murder  case,  and 
even  the  bombing  of  the  Oklahoma  City  federal  building. 

“Everything  is  funny  as  long  as  it  is  happening  to  some- 
body else,”  Will  Rogers  once  said.  Lenny  Bruce,  the  original 
“shock"  comedian,  said  his  humor  “is  based  on  destruction 
and  despair.  If  the  whole  word  were  tranquil,  without  dis- 
ease and  violence,  I’d  be  standing  in  the  bread  line.” 

Good  news/bad  news  jokes  and  medical  humor  are  a 
perfect  match.  The  bad  news  is  that  having  to  give  patients 
bad  news  is  a part  ol  practicing  medicine.  The  good  news  is 
that  it  serves  as  a rich  source  of  humor,  both  to  help  patients 
deal  with  unhappy  circumstances  and  to  help  physicians 
cope  with  the  stress  that  delivering  bad  news  can  bring. 
Cracking  a joke,  reading  a funny  story,  or  just  looking  at  a 
cartoon  can  help  ease  some  of  the  tension  that  builds  up  in 
a physician  as  he  or  she  goes  through  the  daily  grind. 

“I  have  bad  news,  ” the  doctor  says.  “You  have  an  incurable 
disease,  and  you  only  have  6 months  to  live.  ” 

“Six  months?  I want  to  live  100  years,  ’’the  woman  protests. 

“In  that  case,  I recommend  you  marry  a man  who’s  out  of 
work,  goes  drinking  every  night  with  strange  women,  and  lets 
his  mother  move  into  your  mobile  home.  ” 

“That  will  make  me  live  100 years?” 

“No,  but  it  will  seem  like  it.  ” 

“I  have  good  news  and  bad  news,  ” the  doctor  says  to  his 
patient. 

“What’s  the  good  news?” 

“My  son  has  been  accepted  by  Harvard  Medical  School.  ” 

“ What’s  the  bad  news?” 

“You’re  going  to  pay  for  it.  ” 

“I  don’t  quite  know  how  to  tell  you  this,  Mr  Smith,  but  I 
accidentally  amputated  the  wrongfoot.  But  there  is  good  news.  ” 

“ What  could  that  possibly  be?” 

“ Your  other  foot  is  getting  better.  ” 

Sometimes  there  is  no  good  news,  only  bad  news.  That 
brings  up  the  bad  news/bad  news  scenario: 

“I  have  bad  news  and  bad  news,  ” the  doctor  says.  “You 
have  incurable  cancer  and  Alzheimer’s  disease.  ” 

“Thank  God,  "says  the  patient.  “At  least  I don’t  have  cancer.  ” 

Unlike  jokes  about  most  other  professions,  doctor  jokes 
can  be  broken  down  by  specialties.  For  example: 
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Because  of  the  nature  of  our  work, 
some  of  our  jokes  tend  to  be 

awfully  sick 

by  the  standards  of  other  people. 

When  you  work  with 

death  and  dying 

and  life-and-death  situations  w w 

day  in  and  day  out,  you  get  a little 

jaded  or  insensitive. 
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An  internist,  a pathologist,  and  a surgeon 
are  duck  hunting  when  a flock  of  birds  flies 
over.  The  internist  grabs  his  gun,  shouts  “rule 
out  quail,  rule  out  pheasant,  ” and  blasts  one 
out  of  the  sky.  By  this  time  the  birds  are  just 
tiny  specks  on  the  horizon.  The  surgeon  aims 
and  fires,  sending  one  plummeting  to  the  earth. 

He  turns  to  the  pathologist  and  says,  “Make 
sure  that’s  a duck.  ” 

A variation  of  that  one  has  a family  prac- 
titioner along  on  the  hunting  trip.  Accord- 
ing to  this  version,  he  riddles  the  poor 
creature  with  30  rounds  irom  an  AK-47 
and  says,  “I’m  not  sure  what  that  was,  but  I 
sure  as  hell  got  it.” 

Psychiatrists  seem  to  get  more  than  their 
share  of  attention  from  medical  humor: 

I went  to  see  a psychiatrist,  and  he  told 
me  I was  crazy.  I told  him  I wanted  a second 
opinion  and  he  said,  “ You're  ugly,  too.  ” 

My  psychiatrist  said  I’m  paranoid,  but  he  only  said  that 
because  he  hates  me. 

How  many  psychiatrists  does  it  take  to  change  a light  bulb? 
One,  but  the  bulb  really  has  to  want  to  change. 

A man  with  a duck  on  his  head  walks  into  a psychiatrist’s 
office.  “Doc,”  says  the  duck,  “how  do  I get  this  guy  off  my  butt?” 

Take  my  HMO  ...  please! 

Lately,  many  physicians  have  been  on  the  receiving  end  of 
bad  news  in  the  form  of  constraints  placed  on  their  prac- 
tices by  managed  care.  This  has  led  to  a new  genre  of 
humor  — the  managed  care  joke  — and  one  Austin  physi- 
cian says  it  stems  from  the  feeling  of  helplessness. 

“You  get  to  the  point  where  you’re  powerless,  and  when 
you  get  to  be  powerless,  you  either  get  frustrated  and  quit 
or  you  laugh  and  try  to  move  on,”  said  Austin  gastroen- 
terologist George  Willeford  III,  MD.  “I  think  more  and 
more  people  are  feeling  powerless.” 

A medical  malpractice  lawyer,  an  HMO  utilization 
reviewer,  and  a HCFA  auditor  jump  off  the  Empire  State 
Building.  Which  one  hits  the  ground  first? 

Who  cares? 

The  chief  executive  officer  of  an  HMO  dies  and  goes  to 
heaven,  where  he  meets  St  Peter  at  the  Pearly  Gates. 

“ I want  to  be  admitted  to  heaven,  ” the  CEO  demands. 


“Eve  lived  a good  life,  and  Eve  made  health  care  affordable.  ” 

“You  can  come  in,”  St  Peter  answers,  “but  you’re  only 
authorized  for  2 days.  ” 

Why  was  Jesus  born  in  a manger? 

Because  the  Virgin  Mary  belonged  to  an  HMO. 

Those  last  two  jokes  are  courtesy  of  Kent  Trinkle,  MD, 
professor  of  cardiothoracic  surgery  at  The  University  of 
Texas  Health  Science  Center  at  San  Antonio.  A transplant 
pioneer  and  a noted  humorous  public  speaker,  he  says  those 
jokes  draw  chuckles  because  they  sum  up  what  many  physi- 
cians are  feeling.  “You  laugh,  but  if  you  stop  and  think 
about  it  for  a minute,  you’re  going  to  cry,”  he  said.  “They 
put  it  all  into  focus.  It’s  humor,  but  it  really  makes  a point.” 

Humor,  like  beauty,  is  in  the  eye  of  the  beholder,  and 
the  average  person  may  not  understand  or  appreciate  some 
of  the  jokes  physicians  tell.  Ask  someone  if  they  know  the 
difference  between  actor  Christopher  Reeve  and  O.J. 
Simpson,  and  then  tell  them  the  difference  is  that  O.J.  is 
going  to  walk.  They  may  laugh,  but  they’ll  probably  won- 
der how  you  could  tell  such  a joke. 

“Because  of  the  nature  of  our  work,  some  of  our  jokes 
tend  to  be  awfully  sick  by  the  standards  of  other  people,” 
Dr  Trinkle  admitted.  “When  you  work  with  death  and 
dying  and  life-and-death  situations  day  in  and  day  out,  you 
get  a little  jaded  or  insensitive.” 

Dr  Trinkle  does  very  serious  work.  He  performed  the 
first  heart  transplant  in  South  Texas  in  1986,  and  he  is 
widely  recognized  for  his  expertise  in  the  field,  so  much  so 
that  University  Hospital  at  UT-San  Antonio  recently 
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named  its  new  $9.7  million  transplantation  unit  in  his 
honor.  But  his  sense  of  humor  has  not  been  dulled.  He  has 
been  known  to  ask  surgical  nurses  why  they  didn’t  put 
water  on  the  floor  for  him  to  walk  on. 

Humor,  says  DrTrinkle,  not  only  helps  patients,  it  helps 
the  physicians  and  their  coworkers.  “I  noticed  in  the  past 
that  a lot  of  the  screaming  and  swearing  and  throwing 
instruments  in  operating  rooms  was  not  only  obnoxious 
and  obscene,  but  it  also  was  very  counterproductive.  I like 
to  listen  to  country  music  and  tell  a few  Aggie  jokes.  It 
keeps  everybody  relaxed  and  working  more  efficiently.  It’s 
not  only  a more  pleasant  atmosphere  for  people  to  work  in, 
but  I think  it’s  more  productive.” 

He  must  be  pretty  funny.  His  patients  leave  the  operat- 
ing room  in  stitches. 

DrTrinkle  adds  that  he  has  found  humor  to  be  useful  in 
the  educational  talks  on  heart  disease  and  prevention  that 
he  makes  to  lay  groups  throughout  the  state.  He  is  con- 
vinced his  audiences  pay  more  attention  and  learn  more 
from  his  joking  remarks  than  they  would  if  he  just  stood 
up  and  offered  a dull  recitation  of  the  facts. 

It  is  likely  his  audiences  do  not  expect  to  hear  that  while 
it’s  good  news  that  healthier  lifestyles  are  leading  to  decreases 
in  illnesses  related  to  heart  disease,  it’s  bad  news  for  him 
because  his  wife  just  redecorated  their  home,  his  son  bought 
a new  truck,  and  his  daughter  has  been  inducted  into  the 
MasterCard  Hall  of  Fame.  Furthermore,  he  tells  them,  go 
ahead  and  smoke,  eat  fattening  foods,  and  refuse  to  exercise 
“because  sooner  or  later  I’m  going  to  get  you.” 

Dr  Trinkle  says  more  physicians  need  to  lighten  up  and 
jettison  the  image  as  the  all-powerful,  all-knowing  healer, 
an  attitude  he  believes  is  often  developed  in  medical  school 
and  is  fostered  by  insecurity. 

“Let’s  face  it,  we  probably  have  had  more  pompous  asses 
per  square  individual  in  medicine  than  in  any  other  given 
field,  other  than  law  and  politics,”  he  said.  “Relax  and  have 
fun  practicing  medicine.  It  doesn’t  have  to  feel  like  a prolapsed 
hemorrhoid  or  a root  canal  to  practice  good  medicine.” 

Washington,  DC,  pediatrician  and  medical  humor  expert 
Howard  J.  Bennett,  MD,  agrees  that  the  “gallows  humor”  to 
which  DrTrinkle  refers  relieves  tension  and  helps  physicians 
stay  sane.  However,  Dr  Bennett,  a regular  writer  and  editor 
on  the  subject  of  medical  humor  and  the  humor  editor  for 
The  Journal  of  Family  Practice,  believes  that  doctors  poking 
fun  at  themselves  may  help  even  more.  The  self-deprecating 
humor  of  doctors  making  fun  of  medicine  and  the  profes- 
sion can  be  used  as  a public  relations  tool,  he  says.  “It  creates 
a little  humility  and  humbleness  about  what  we  do.  It  makes 
us  seem  more  fragile  and  vulnerable.” 

That’s  why  Dr  Bennett,  an  associate  clinical  professor  at 
The  George  Washington  University  Medical  School,  wrote 
“How  to  Survive  a Case  Presentation”  for  Chest  magazine  in 
1985.  Basing  it  on  actual  experiences  and  physicians  he  has 
run  across  during  his  years  of  practice,  Dr  Bennett  satirized 


the  ritual  of  case  presentations.  Part  of  that  story  is  reprinted 
below  with  permission  from  Chest: 

Quibble’s  classification  of  case  presenters 

Medical  student:  Presents  too  much  information,  only  half  of 
which  is  relevant,  and  does  not  know  what  any  of  it  means. 

Intern:  Obtains  most  of  the  information  and  probably  knows 
what  some  of  it  means,  but  falls  asleep  presenting  it. 

Resident:  Presents  all  of  the  information  and  knows  what  most  of 
it  means,  but  prefers  arguing  about  the  night  call  schedule. 

Chief  resident:  Obtains  all  of  the  information  and  knows 
what  all  of  it  means,  but  is  too  busy  making  out  schedules  to 
present  it. 

Research  professor:  Has  forgotten  what  a case  presentation  is, 
but  will  find  a reference  on  it  and  get  back  to  you. 

Clinical  professor:  Could  obtain  all  of  the  information  if  he 
wanted  to,  but  prefers  to  have  others  do  it  for  him.  Yes,  he 
knows  what  all  of  it  means,  too. 

Chief  of  medicine:  Does  not  have  time  for  case  presentations.  He 
is  too  busy  editing  the  definitive  text  on  differential  diagnosis. 

Laughing  yourself  well 

When  Willie  Nelson  sang  about  having  to  get  drunk  and 
dreading  the  thought  of  it,  he  noted  that  his  doctor  had  told 
him  to  quit  drinking.  He  didn’t  take  the  advice,  reasoning 
that  there  are  more  old  drunks  than  old  doctors.  That  may 
be  true,  but  there  are  a lot  of  old  comedians,  too.  Maybe  it’s 
because  they  laugh  a lot.  George  Burns,  for  instance,  is 
booked  to  play  Las  Vegas  on  his  100th  birthday. 

The  Journal  of  the  National  Cancer  Institute  reported  in 
March  that  Loma  Linda  (Calif)  University  neurologist  Lee 
Berk,  MD,  and  other  researchers  have  found  that  laughter 
“decreases  or  attenuates  neuroendocrine  and  stress-related 
hormones.  It  also  affects  the  immune  system,  increasing 
the  number  of  activated  T-cells  and  natural  killer  cells,  nat- 
ural killer  cell  activity,  and  immunoglobulins  and  B cells.” 
According  to  the  journal,  Dr  Berk’s  research  “demonstrates 
that  mirthful  laughter  also  increases  production  and  activ- 
ity of  interferon-gamma.” 

Dr  Berk’s  findings  are  the  latest  in  research  into  the  effects 
of  laughter  that  dates  back  to  the  1 930s.  In  the  April  1 , 1 992, 
issue  of  The  Journal  of  the  American  Medical  Association,  Stan- 
ford University  Medical  School  professor  William  F.  Fry, 
MD,  reviewed  that  research  and  concluded  that  humor  and 
laughter  have  specific  benefits  for  certain  patients. 
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Hearty  laughter  involves  a large  mass  of  tissue  and  cre- 
ates a total  body  response  that  provides  bedridden  or 
wheelchair-bound  patients  with  some  conditioning  exer- 
cise, he  said.  Laughter  also  helps  patients  with  such  chronic 
respiratory  conditions  as  emphysema  because  it  aids  venti- 
lation and  clears  mucous  plugs. 

“ I he  increase  in  heart  rate  and  blood  pressure  that 
occur  during  laughter  can  exercise  the  myocardium  and 
increase  arterial  and  venous  circulation,  causing  an 
increased  movement  of  immune  elements  and  phagocytes 
throughout  the  system,  helping  the  body  fight  infections. 
The  enhanced  venous  return  — in  part  activated  by  the 
venous  milking  action  of  the  active  muscles  and  by  the  bel- 
lows action  ol  the  laughing  thoracic  cavity  — helps  reduce 
vascular  stasis  and  diminishes  the  risk  of  thrombus  forma- 
tion,” Dr  Fry  wrote. 

How  humor  helps 

There  is  an  old  joke  about  a man  whose  luck  was  so  bad  he 
bought  a suit  with  two  pairs  of  pants  and  burned  a hole  in 
the  coat.  Mike  Cox  can  sympathize  with  that  fellow.  Mr 
Cox,  chief  of  media  relations  for  the  Texas  Department  of 
Public  Safety,  has  had  some  very  bad  luck  in  the  past  2 
years.  Cancer  has  intruded  on  his  family’s  life,  but  he  says 
humor  has  helped  him  cope  with  it. 

In  1993,  shortly  after  returning  to  Austin  from  the  after- 
math  of  the  infamous  Branch  Davidian  siege  in  Waco,  he  was 
diagnosed  with  cancer  of  the  esophagus.  That  turned  what 
should  have  been  the  celebration  of  his  wife 
Linda’s  pregnancy  into  an  ordeal  of  radia- 
tion and  chemotherapy  sessions.  It 
appeared  the  cancer  was  gone,  and  in  Feb- 
ruary of  1994,  he  and  his  wife  welcomed 
their  daughter  Hallie  into  the  world.  But  2 
months  later,  a follow-up  biopsy  showed 
the  cancer  was  back,  necessitating  surgery. 

"I  was  seeing  the  light  at  the  end  of 
the  proverbial  tunnel,”  he  said.  “Unfortu- 
nately, that  light  turned  out  to  be  the 
headlight  of  another  train  barreling  down 
on  my  family  and  me.” 

In  November  of  1994,  with  their  baby 
only  9 months  old,  Linda  Cox  was  diag- 
nosed with  inflammatory  breast  cancer. 

Since  then,  she  has  had  chemotherapy 
treatment,  a modified  radical  mastec- 
tomy, and  a stem  cell  transplant.  She  is 
responding  well  to  the  treatment,  and  her 
physicians  are  optimistic. 

“It’s  been  really  important  to  me  to 
try  to  laugh,”  Mr  Cox  said,  in  something 
of  an  understatement. 


“I  try  to  find  the  humor  in  the  whole  situation,”  Ms 
Cox  said.  “It’s  such  a heavy  burden  to  carry.  It’s  so  depress- 
ing. What  are  the  odds  that  both  of  us  would  get  cancer?  If 
we’re  going  to  beat  those  kinds  of  odds,  why  couldn’t  we 
win  the  lottery?” 

Mr  Cox  says  he  has  a standard  retort  whenever  his  wife 
tells  him  something  isn’t  good  lor  him:  “What’s  it  going  to 
do,  give  me  cancer?” 

Mr  Cox  says  the  gentle  humor  used  by  his  rwo  physi- 
cians, Dr  Willeford  and  oncologist  John  Whitaker,  MD, 
has  helped  him  through  the  ordeal.  Both  are  always  ready 
to  share  a joke  or  a funny  story,  or  talk  about  hunting  and 
fishing,  two  of  Mr  Cox’s  favorite  pastimes. 

Part  of  his  follow-up  care  involves  endoscopy  every  6 
months,  what  he  calls  the  ultimate  pass/fail  course.  He 
always  tells  a joke  or  asks  to  hear  one  just  before  the  proce- 
dure begins.  “It  seems  to  help  me  relax  to  hear  a joke  when 
Fm  about  to  have  a procedure  like  that,  even  if  I’m  the  one 
telling  the  joke  and  even  if  it’s  one  I’ve  heard  a jillion  times. 
It  just  helps  to  get  my  mind  off  the  possible  consequences.” 

Mr  Cox  says  the  battle  against  cancer  that  he  and  his 
wife  are  waging  has  made  them  both  appreciate  life  more 
than  ever  and  made  them  realize  how  important  it  is  to 
keep  their  senses  of  humor.  He  urges  physicians  to  do  what 
they  can  to  lighten  their  patients’  burdens. 

“It’s  an  important  direction  for  medicine  to  look,”  he 
said.  “I  think  it  really  helps.  Do  anything  you  can  to  be 
upbeat  and  funny.  Laughter  may  not  be  the  best  medicine, 
but  it  doesn’t  make  your  hair  fall  out  and  it’s  a lot  cheaper 
than  Zofran.” 
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But  seriously,  folks 

A man  on  a business  trip  calls  his  wife  to  see  how  things  are  at 
home.  At  the  end  of  the  conversation,  he  asks  about  the  family 
cat.  “He’s  dead,  ” the  wife  answers  abruptly.  That  sends  him 
into  a tirade  about  her  insensitivity.  What  she  should  have 
done,  he  says,  is  tell  him  the  cat  is  on  the  roof.  The  next  time  he 
calls  she  could  say  the  cat  is  sick.  Then  on  the  next  call  she 
should  say  the  cat  passed  away.  That  way  the  news  could  have 
been  broken  to  him  gently. 

The  wife  apologizes  and  tells  her  husband  he  was  right,  she 
was  too  insensitive.  After  calming  down,  he  asks,  “By  the  way, 
how’s  Mom?" 

“She’s  on  the  roof,”  the  wife  answers. 

Physicians  who  try  to  use  humor  should  keep  that  story 
in  mind,  as  well  as  the  cardi- 
nal rule  of  comedy  that  tim- 
ing is  everything.  Make  sure 
the  situation  is  appropriate 
and  that  the  patient  is  recep- 
tive to  humor. 

“You  would  never  crack  a 
joke  while  telling  parents 
you’re  going  to  have  to  do  a 
spinal  tap  on  their  2-year-old 
daughter  because  you  think 
she  may  have  meningitis,” 

Dr  Bennett  said.  “The  whole 
thing  about  humor  with 
patients  is  that  you  never 
laugh  at  the  patient.  The  joke 
you  make  is  with  the  patient. 

To  be  able  to  make  jokes 
with  patients,  you  have  to 
understand  very  intimately 
where  they  are.  You  have  to  share  their  universe.” 

Another  humor  expert,  Joel  Goodman,  EdD,  says  there 
is  no  doubt  humor  “can  help  promote  a better  doctor- 
patient  relationship.”  He  is  the  director  of  The  Humor 
Project  in  Saratoga  Springs,  NY,  an  organization  he 
founded  to  develop  and  promote  methods  for  using  humor 
in  the  workplace  to  relieve  stress,  prevent  burnout,  and 
improve  performance. 

“Just  the  simple  act  of  smiling  can  warm  people  up, 
open  them  up  to  at  least  hear  information  they  need  to  deal 
with,”  he  said.  His  organization  has  awarded  grants  to 
more  than  200  hospitals  and  human  services  organizations 
in  the  United  States  and  Canada  to  help  them  develop 
ways  to  use  humor  in  treating  patients. 

Dr  Goodman  speaks  from  personal  experience.  He 
started  The  Humor  Project  in  1977  after  the  driver  of  a 
shuttle  bus  between  a Houston  hotel  and  the  Texas  Medical 


Center  helped  him  and  his  mother  cope  with  the  stress  of 
his  father’s  heart  surgery  with  an  endless  stream  of  jokes, 
wisecracks,  and  gentle  teasing.  “In  the  short  4 minutes  it 
took  us  to  go  from  the  hotel  to  the  hospital,  he  magically 
transformed  uptight,  scared,  stressed-out  people  in  pain 
into  people  who  were  able  to  laugh  and  chuckle  and  let  go 
of  that  terrible  tension,”  he  recalled. 

Humor,  along  with  good  communication,  can  also  help 
physicians  build  close  relationships  with  their  patients,  and 
that  can  lessen  the  chances  of  malpractice  suits,  Dr  Good- 
man says.  Several  risk  management  studies  have  shown 
patients  are  less  likely  to  sue  physicians  with  whom  they  have 
close  relationships  if  something  goes  wrong.  “If  a patient 
feels  a human  connection  with  his  or  her  physician  and 
things  do  not  go  as  hoped  or  planned,  the  patient  thinks, 
‘hey,  the  guy  tried,”’  he  said.  But  a patient  who  perceives  the 
physician  as  cold  or  uncaring  may  be  more  likely  to  sue. 


Leave  ’em  laughing 

Canadian  physician  Charles  Webb,  MD,  recently  submit- 
ted the  following  collection  of  gaffes  from  hospital  medical 
records  to  Stitches,  a medical  humor  journal.  It  is  reprinted 
with  permission. 

“Repeat  x-rays  revealed  no  fracture  to  my  eye.  ” 

History:  “.  . . too  large  for  his  size  ...” 

Physician  dictation:  “Since  the  patient  is  sensitive  to 
Nafcillin,  I woidd  recommend  to  continue  with  Nafcillin.  ” 
Admission  diagnosis:  “Allergic  to  water  bill.  ” 

“The patient  has  been  experiencing  vertical  symptoms.  ” 
Discharge  summary:  “.  . . patient  died  very  well  in  the 
hospital.  ” 
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TEXAS  LOCUM  TENENS 


Physician  and  Mid-Level 
Providers  needed  to  provide 
temporary  coverage  across 
the  state  in  the  following 
specialties:  Family  Medicine, 
Internal  Medicine,  Pediatrics, 
and  Mid-Level  Providers 
(all  specialties).  Competitive 
remuneration,  paid  expenses, 
choice  of  assignment,  short 
term,  long  term,  temp  to  perm 
available.  For  more  information 
about  these  and  National 
opportunities  call  1-800-476- 
3275  or  fax  your  CV  to 
1-919-493-3993. 

MEDSTAFF 

National  Medical  Staffing,  Inc.™ 


PRISM  RADIOLOGY  NETWORK 


Put  your  part-time  Radiologist 
on  the  Network 

To  provide  full-time  coverage  including: 

* Every  study  performed  at  the  hospital  between 
7 a.m.  and  5 p.m.  weekdays  will  be  read  that  day 
(usually  within  two  hours). 

*An  immediate  reading  may  be  requested  on  any 
study  24  hours  a day. 

♦All  STAT  studies  are  read  immediately. 

♦The  Radiologist  will  have  access  to  a growing 
number  of  services  on-line  such  as  subspecialty 
consultation  and  coverage  for  new  modalities 
he/she  has  not  yet  mastered. 

Call  or  ask  your  hospital  administrator 
to  call  for  more  information 


David  A.  Nicol,  MD 

800-49-PRISM  ♦ 512-329-8844  ♦ FAX  512-327-6305 
2201  Plumbrook  Drive  ♦ Austin,  Texas  78746-6233 


RUN  A SPECIAL 
PRACTICE. 

Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 
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Women  in  medicine 

Women  faculty,  students  develop 
support  systems  at  Texas  medical  schools 

By  Johanna  Franke,  Editorial  associate 


It  happened  at  Yale,  Harvard,  and  Johns  Hopkins  for 
the  first  time  in  the  histories  of  those  prestigious 
medical  schools  last  fall.  Now  the  trend  has  reached 
Texas.  This  September,  Women  in  Medicine  Month, 
women  will  outnumber  men  in  the  first-year  class  at  The 
University  of  Texas-Houston  Medical  School. 

As  of  late  July,  107  women  and  91  men  had  been 
accepted  to  attend  the  medical  school  at  UT-Houston 
Health  Science  Center  this  fall.  The  number  of  female  fac- 
ulty at  the  health  science  center  has  increased  from  128  in 
1989  to  253  in  1995.  So  what  makes  this  particular  insti- 
tution so  female  friendly? 


M.  David  Low,  MD,  PhD,  presi- 
dent of  the  UT-Houston  Health  Sci- 
ence Center  since  1989,  says  creating 
a comfortable  and  supportive  environ- 
ment for  everyone  is  the  bottom  line. 
“We  try  very  hard  to  avoid  the  marine 
boot  camp  genre  because  we  don’t 
think  that’s  conducive  to  becoming  a 
healer,”  Dr  Low  said. 

But  the  increase  in  women  faculty 
and  students  didn’t  happen  by  acci- 
dent. Major  changes  in  sexual  harass- 
ment and  salary  equity  policies  over  the 
past  5 years  account  for  some  of  the 
gains  for  women  at  UT-Houston. 
These  changes  took  place  with  the  help 
of  the  Committee  on  the  Status  of 
Women,  which  is  composed  of  UT- 
Houston  faculty,  students,  and  staff.  In 
1990,  UT-Houston  adopted  a “zero 
tolerance”  sexual  harassment  policy 
that  resulted  in  the  discharge  of  “two  or 
three  very  senior  people,”  Dr  Low  said. 
“It’s  not  something  you  brag  about,  but 
we  really  meant  it.” 

In  1992,  UT-Houston  faculty  com- 


pleted detailed  salary  surveys  that  asked 
the  question,  “Are  there  inequities  that 
are  based  on  either  gender  or  ethnic- 
ity?” The  answers  came  back  in  the 
affirmative.  “We  did  find  inequities, 
although  the  statisticians  concluded 
there  was  nothing  resembling  system- 
atic discrimination,”  Dr  Low  said.  The 
administration  sets  aside  funds  to 
adjust  salaries  and  continues  to  take 
salary  surveys  every  2 years. 

Achievements  like  these  for  women 
in  medicine,  both  professional  and  per- 
sonal, come  to  fruition  not  only 
because  of  a supportive  administration, 
but  also  because  of  grassroots  women’s 
organizations.  These  groups  are  mak- 
ing a difference  for  women  faculty  and 
students  on  medical  school  campuses 
all  over  the  state. 

The  secrets  of  success 

“One  of  the  things  I discovered  a long 
time  ago  is  that  men  tend  to  learn  the 
rules  of  the  profession  game  fairly  early 
on,”  Dr  Low  said.  “The  big  problem 


for  a lot  of  people,  women  especially,  is 
that  a lot  of  the  rules  were  never  writ- 
ten down  and  never  will  be.” 

This  is  becoming  less  of  a problem, 
thanks  to  organizations  such  as  the 
Association  of  Women  Faculty  at  UT- 
Houston,  the  Association  of  Women 
Faculty  at  Baylor  College  of  Medicine, 
and  the  Women’s  Faculty  Association  at 
The  University  of  Texas  Health  Science 
Center  at  San  Antonio. 

“You  need  women  grassroots  orga- 
nizations that  can  recognize  the  prob- 
lem, have  the  data,  and  explain  what  it 
really  means,”  said  Dianna  Redburn, 
PhD,  immediate  past  president  of  the 
Association  of  Women  Faculty  and  the 
Jules  and  Doris  Stein  Professor  of  Oph- 
thalmology at  UT-Houston.  “But  the 
other  half,  or  60%  or  70%,  requires 
support  from  the  top,  and  we  have  had 
that  in  spades.” 

In  an  effort  to  hire  more  women 
administrators,  UT-Houston  notifies 
the  Association  of  Women  Faculty  and 
the  Committee  on  the  Status  of  Women 
of  all  vacancies  for  these  positions,  and 
members  are  asked  to  nominate  quali- 
fied women.  “We  still  have  a long  way  to 
go  at  UT-Houston,”  said  Dr  Redburn, 
who  is  also  assistant  dean  of  research 
training.  “We  have  never  recruited  a 
woman  chair  for  any  department.” 

Suzanne  Bruce,  MD,  associate  pro- 
fessor of  dermatology  at  Baylor, 
remembers  when  she  was  hired  for  her 
former  job  as  assistant  dean  of  student 
affairs.  “Part  of  the  reason  I was 
selected  for  the  job  was  the  fact  that 
with  an  increasing  number  of  women 
in  medical  school,  the  administration 
felt  it  would  be  advantageous  to  have 
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a woman  physician  to  help  female  stu- 
dents deal  with  some  of  the  issues 
women  in  medicine  face.” 

Dr  Bruce  founded  the  Association 
of  Women  Faculty  at  Baylor  in  1992  to 
help  women  faculty  get  to  know  each 
other  socially  at  a large  institution,  but 
its  main  purpose  is  to  address  career 
development  in  academic  medicine.  “I 
think  we’ve  been  a major  stimulus  for 
the  administration  to  get  more  com- 
munication going  between  the  division 
heads  or  the  chairs  and  their  junior  fac- 
ulty,” Dr  Bruce  said.  “We’ve  stressed 
the  importance  of  mentoring  and 
meeting  regularly  with  your  supervisor 
about  where  you  are  in  your  career  and 
if  you’re  on  track  for  promotion.  ” 

The  Women’s  Faculty  Association 
(WFA)  at  UTHSC-San  Antonio  has 
made  learning  the  secrets  to  grant  writ- 
ing and  to  promotion  and  tenure  a 
high  priority,  says  Janet  F.  Williams, 
MD,  associate  professor  of  pediatrics 
and  past  president  of  WFA.  The  WFA 
holds  programs  on  these  topics  and 
other  general-interest  issues  for  both 
men  and  women.  The  group  was 
instrumental  in  forming  an  ad  hoc 
committee  of  former  members  of  UT- 
San  Antonio’s  Promotion  and  Tenure 
Committee.  The  new  committee  serves 
everyone  on  campus  — men  and 
women  — by  reviewing  curricula  vitae 
and  giving  advice,  Dr  Williams  says. 

One  woman  who  has  successfully 
made  it  to  a leadership  position  at  the 
medical  school  at  The  University  of 
Texas  Medical  Branch  at  Galveston 
(UTMB)  is  Linda  Phillips,  MD,  chief 
ol  plastic  surgery.  As  past  president  of 
the  Association  of  Women  Surgeons 


(AWS),  a 2,000-member  national 
organization,  she  has  tried  to  help 
women  break  into  surgery,  a field  that 
traditionally  has  eluded  them. 

“When  I went  through,  6%  of  all 
general  surgeons  were  women,  so  there 
weren’t  too  many  ol  us,”  Dr  Phillips 
said.  “Now  we’re  up  to  about  13%.” 
The  AWS  mentoring  handbook,  The 
Pocket  Mentor,  contains  the  unwritten 
rules  of  politics  on  rounds,  fellowships 
for  which  to  apply,  and  the  proper 
process  for  becoming  a member  oi  the 
American  College  of  Surgeons.  Dr 
Phillips  says  UTMB  women  faculty 
who  are  surgeons  “take  this  seriously  as 
our  chance  to  encourage  each  other 
and  not  let  each  other  get  burnt  out.” 

Blending  the  personal  and  professional 

The  women  in  these  groups  bring 
together  years  of  personal  and  profes- 
sional experience  of  succeeding  in  the 
male-dominated  field  ol  medicine. 
Though  many  of  these  women  never 
had  mentors  to  lead  the  way  through 
tough  decisions,  they  are  offering 
helping  hands  to  future  generations  of 
women  doctors  through  mentorship 
programs.  They  are  also  supporting 
student  chapters  ol  national  groups 
such  as  the  American  Medical 
Women’s  Association  (AMWA)  and 
the  National  Osteopathic  Women 
Physicians  Association  (NOWPA). 

“When  I applied  for  medical 
school,  I was  asked  if  I realized  1 
would  be  taking  the  place  of  a man 
and  was  I really  serious  about  that,” 
said  Monique  Kunkel,  MD,  assistant 
professor  of  psychiatry  at  The  Univer- 
sity of  Texas  Southwestern  Medical 
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School.  “That  kind  of  attitude  doesn’t 
exist  anymore,  but  I think  women  still 
face  different  issues  in  terms  of  life, 
practice,  and  adjustments.” 

Dr  Kunkel  is  involved  with  a pro- 
gram for  first-  and  second-year  students 
called  Women  Medical  Student 
Lunches.  Every  week  during  the  acade- 
mic year,  medical  students  can  attend 
lunches  subsidized  in  part  by  the  Med- 
ical Center  Womens  Club,  an  organiza- 
tion dating  back  to  World  War  II  times, 
and  listen  to  women  physicians  who 
speak  candidly  and  answer  questions 
about  their  personal  lives,  professional 
lives,  and  how  they  integrate  the  two. 

The  topics  that  come  up 
the  most  at  these  lunches 
concern  family,  Dr  Kunkel 
says.  “Students  want  to 
know  how  to  raise  children 
and  lead  professional  lives.” 

Carol  Browne,  DO, 
assistant  professor  of  family 
medicine  and  NOWPA 
adviser  at  the  University  of 
North  Texas  Health  Science 
Center  at  Fort  Worth, 
arranges  speakers  to  address 
the  balance  between  family  and  med- 
ical practice  at  one  of  the  NOWPA 
meetings  every  year.  The  speakers  range 
from  fourth-year  students  to  practicing 
physicians  with  families.  Dr  Browne, 
who  is  married  with  three  children,  is  a 
role  model  to  many  of  the  women  stu- 
dents at  North  Texas  because  of  her 
successful  family  life. 

Dr  Browne  taught  classes  last  fall 
while  she  was  pregnant  with  her 
youngest  child  and  found  it  had  a pro- 
found effect  on  her  students.  “Once 
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last  year,  I had  a second-year  student 
in  tears  wanting  to  talk  to  me.  She 
said,  ‘I  just  can’t  stand  it.  I want  kids 
so  bad.  I don’t  know  if  you  know  this, 
but  about  half  the  women  in  our  class 
are  living  vicariously  through  you  and 
your  pregnancy!”’ 

AMWA  chapters  exist  at  UTMB, 
UT-San  Antonio,  UT-Houston,  and 
Baylor.  Dr  Bruce,  faculty  sponsor  to 
the  Baylor  AMWA  chapter,  says  one 
of  the  group’s  most  popular  panel  dis- 
cussions focused  on  the  male-domi- 
nated arena  of  surgery.  More  women 
medical  students  are  considering 
careers  in  surgery  but  are  worried 


about  juggling  family  along  with 
surgery  residency,  and  with  good  rea- 
son, says  UTMB’s  Dr  Phillips. 

“Women  around  50  and  older  who 
went  into  surgery  didn’t  feel  that  they 
could  do  both,”  said  Dr  Phillips,  who 
has  four  children  of  her  own.  “Now 
AWS  members  are  trying  to  encourage 
future  women  surgeons  to  do  a variety 
of  things  and  to  be  whole  people,  so 
that  they  can  be  better  physicians  as 
well.  We  take  it  seriously  to  be  role 
models  and  support  younger  women.” 
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The  Gulf  Coast  Chapter  of  the 
Association  for  Women  in  Science 
(AWIS)  also  has  been  particularly 
strong  for  students,  says  UT-Hous- 
ton’s  Dr  Redburn,  who  helped  start 
the  organization  in  1974.  AWIS  pro- 
vides career  workshops,  big  sister  pro- 
grams, and  scholarships. 

And  women  students  are  getting  a 
lot  out  of  what  the  women’s  faculty 
associations  and  other  groups  are 
putting  in,  says  Hannah  Fouts,  sec- 
ond-year student  and  basic  science 
coordinator  for  the  Baylor  AMWA. 
She  got  involved  with  AMWA  to  meet 
women  faculty  and  peers  as  well  as  to 
tap  into  a national  network  of 
resources  for  women.  Ms  Fouts  says 
she  appreciates  what  her  predecessors 
are  doing  for  her.  “It’s  harder  for 
women  to  be  mentors  to  other  women 
because  there  may  be  more  of  a time 
crunch.  It’s  usually  every  woman  for 
herself,  but  we  re  trying  to  team  up.” 

Hope  for  the  future 

With  support  systems  like  these, 
women  have  a better  chance  of  suc- 
ceeding in  the  field  of  medicine,  and 
they  have  earned  their  right  to  be  there. 

“Studies  have  shown  that  we  spend 
more  time  with  our  patients,  explain 
things  more,  and  are  sued  less  fre- 
quently,” said  UTMB’s  Dr  Phillips. 
“Our  leadership  style  is  very  different, 
and  that  spills  over  into  the  operating 
room  as  well.  We  tend  to  lead  by  con- 
sensus as  opposed  to  dictatorship.” 

Women’s  interpersonal  and  organi- 
zational skills,  both  professional  and 
personal,  also  make  them  good  physi- 
cians, says  UT-San  Antonio’s  Dr 


“Studies  have  shown 
that  we  spend  more 
time  with  our  patients, 
explain  things  more, 
and  are  sued  less 
frequently.” 
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Williams.  But  her  stint  in  academics 
has  opened  her  eyes  to  the  struggle  for 
women  in  medicine  — especially  aca- 
demic medicine.  She  says  she  is  hope- 
ful for  the  future  mainly  because  of 
the  creation  of  The  University  of 
Texas  System  Committee  on  the 
Advancement  of  Women,  which  is 
investigating  the  lack  of  women  in 
leadership  roles  in  the  UT  System. 

Dr  Williams  is  one  of  two  represen- 
tatives from  UTHSC-San  Antonio  on 
the  committee,  which  will  make  rec- 
ommendations to  the  UT  regents  and 
chancellor  to  open  up  more  opportuni- 
ties for  women  in  academics,  including 
medicine.  “If  women  and  enlightened 
others  don't  stand  up  or  put  the  help- 
ing hand  down,  things  will  continue. 
These  grassroots  things  are  fine,  but  if 
you  want  to  change  something,  it  has 
to  come  from  the  top.” 

The  man  at  the  top  at  UT-Hous- 
ton,  Dr  Low,  says  he  recognizes  the 
problem.  “Looking  at  the  senior  posi- 
tions in  administration  and  seeing 
how  few  women  there  have  been  pro- 
moted to  department  chairs  — virtu- 
ally none  in  the  medical  school  — 
makes  me  realize  that  it  just  doesn’t 
make  sense  not  to  employ  that  pool  of 
talent  as  thoroughly  and  as  effectively 
as  you  can.  It’s  like  trying  to  do  an 
extremely  difficult  job  with  one  of 
your  hands  cut  off.”  ★ 


/.  Menna  & Company  has  built  a 
reputation  for  our  integrity  and 
strong  knowledge  of  coverages 
and  the  current  marketplace. 

Whether  you  are  in  solo  or  group 
practice,  we  have  the  solution  to 
your  insurance  needs  regardless 
of  specialty  or  loss  history  at  the 
most  reasonable  price. 


James  T Rubino 
Executive  Director 

Vickie  Phillips,  BSN 
The  Woodlands 

Donald  Jowers 
Beaumont 

J.  Menna  & Company 
(713)  358-9782 
(800)  856-9782 

Internet  jmenna@malpractice.com 
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Douglas  C.  McNabb 
Federal  Criminal  Defense  Attorney 

Recognized  as  one  of  Texas'  leading 
federal  criminal  defense  attorneys, 
Douglas  C.  McNabb  has  earned  a reputa- 
tion for  his  aggressive  representation  and 
knowledgeable  preparation  in  defending 
the  rights  of  individuals  charged  with 
federal  crimes.  He  limits  his  practice  to 
defending  people  who  are  being  investi- 
gated by  federal  agencies  such  as  the  FBI, 
DEA,  ATF,  IRS,  Secret  Service,  or 
Customs. 

Mr.  McNabb  has  been  involved  in 
numerous  high  profile  cases  that  have 
been  the  subject  of  several  books  and 
movies.  He  is  licensed  to  practice  before 
the  U.S.  Supreme  Court  and  other  federal 
courts  throughout  the  United  States. 

•Health  Care  Fraud  Crimes 
•Tax  Crimes 

•Mail/ Wire  Fraud  Crimes 
•Conspiracy  Crimes 
•Money  Laundering  Crimes 
•Export/Import  Crimes 
•Drug  Crimes 
•Environmental  Crimes 

Douglas  C.  McNabb 

Texas  Commerce  Tower 
600  Travis  - 62nd  Floor 
Houston,  Texas  77002 

(713)  237-0011 

Not  certified  by  the  Texas  Board  of  Legal  Specialization 
No  designation  has  been  made  by  the  Texas  Board  of 
Legal  Specialization  for  a Certificate  of  Special 
Competence  in  these  areas. 


Equipment  Financing:  More 
For  Your  Money  With  HPSC 


A few  of  the  benefits  you  can  expect  from  HPSC: 


1.  Financing  of  new  practices,  equipment,  leasehold  improvements, 
working  capital,  merchandise  contracts  - plus  computers  and 
other  office  equipment. 

2.  Competitive  fixed  rates  - no  points,  no  variables,  no  hidden  fees. 

3.  Quick  response,  phone  or  fax:  up  to  $125,000,  1 hour. 

Over  $125,000,  all  documents  in  place,  24-48  hours. 

4.  Options:  deferred  payment;  no  down  payment;  graduated  payments  up 
to  72  months;  10%  or  $1  purchase  option  on  equipment  at  end  of  lease. 

5.  Terms:  12  to  72  months.  Lease  or  loan. 

6.  Easy  add-on  to  existing  lease  as  practice  grows. 

7.  Financing  of  practice  acquisitions  up  to  100%  of  purchase  price 
at  competitive  rates  (no  points,  variables  or  hidden  fees). 

8.  All  programs  geared  to  cash  flow.  Tax  benefits. 

9.  Funding,  servicing  of  all  contracts  in-house. 

10.  Over  60,000  doctors  financed  since  1975. 


Innovative  Financing  for 
Healthcare  Professionals 


Sixty  State  Street,  Boston,  MA  02109 
800-225-2488  Fax  800-526-0259 


Complete  and  mail  this  simple  credit  application  today.  We’ll  move  fast 


Business  Street  Address: 


Business  Telephone  Number: 


City/State/Zip  Code: 


Home  Street  Address: 


( 


Home  Telephone  Number: 


( 

City/State/Zip  Code: 


Practice  Gross  Income: 


Years  in  Practice: 


Spouse's  Name: 


) 


License  Number: 


Spouse’s  Social  Security  Number: 


Release:  This  will  be  your  authority  and  my  request  for  you  to  obtain  any  information 
requested  concerning  personal  or  company  credit  standing. 


Applicant’s  Signature: 

□ I need  financing  for  approximately: 

$ in  1995-96. 

Approximate  amount  needed  for: 

Equipment  $ 

Working  Capital  $ 

Leasehold 

Improvements  | 

Type  of  equipment  to  be  purchased: 


□ Setting  up  new  practice 

Approximate  date 

Location 

Amount  (if  known) 

□ Acquiring  practice 

Approximate  date 

Location 

Amount  (if  known) 


□ Other  

Amount  (if  known) 

□ Please  have  an  HPSC  representative  □ Dealer  or  Distributor  (if  known): 

call  me. 


L 


Mail  completed  credit  application  to  HPSC,  Sixty  State  Street, 
Boston,  MA  02109-1803,  or  fax  1-800-526-0259.  Q9 


Medicine’s 


Exhibit  recounts 
radiology  history 


IONG  BEFORE  SUPERMAN  WAS 
given  the  power  of  x-ray  vision,  Wil- 
helm Roentgen,  professor  of  physics 
at  Wurzburg,  Germany,  brought 
that  power  to  mere  mortals.  Dr  Roent- 
gen won  a Nobel  Prize  in  1901  for  his 
1895  discovery  of  the  x-ray,  or  short- 
wave electromagnetic  radiation. 

A photo  collection  of  pioneering 
radiologists  and  artifacts  will  be  fea- 
tured along  with  early  x-ray  tubes  from 
the  Austin  Radiological  Association 
during  the  “The  History  of  Radiology” 
exhibit,  which  will  run  through 
November  3 in  the  Texas  Medical  Asso- 
ciation History  of  Medicine  Gallery. 

Visitors  to  the  exhibit  can  walk 
through  a visual  time  line  from  x-ray 
to  nuclear  medicine  that  includes 
photographs  of  Marie  Curie  driving 
her  “radiologic”  Renault  during 
World  War  I as  well  as  pictures  of 
computerized  tomography,  MRI,  and 
PET  SCAN.  The  exhibit  also  contains 
information  on  Texas’  pioneer  radiol- 
ogists and  the  Texas  Roentgen  Ray 
Society,  which  became  the  Texas  Radi- 
ological Society  in  1923. 

The  gallery  is  located  on  the  first 
floor  of  the  TMA  building  at  401  W 
15th  St  in  Austin.  The  exhibit  can  be 
viewed  from  8:15  am  to  7 pm,  Mon- 
day through  Friday,  and  9 am  to  1 pm 
on  Saturday.  The  TMA  building  is 
closed  on  major  holidays.  For  more 
information,  contact  Patty  Mullins  or 
Susan  Brock  in  the  TMA  Fibrary  at 
(800)  880-1300,  or  (512)  370-1300. 


Mihran  Kassabian  (1870—1910)  works  in  his 
roentgen  lab. 
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During  World  War  I,  Marie  Curie  went  from 
hospital  to  hospital  in  her  “radiologic  ” Renault. 


This  enhanced  image  of  a hand  shot  with  gun 
pellets  was  done  by  Michael  Pupin  in  1896. 


Speakers  added  to 
leadership  conference 


National  leaders  in  med- 
icine  and  government,  as  well  as 
state  experts  in  medical  law,  have 
joined  the  list  of  confirmed 
speakers  who  will  address  the  Texas 
Medical  Association’s  1995  Fall  Fead- 
ership  Conference  to  be  held  Satur- 
day, September  16,  in  Austin. 

Representative  Tom  A.  Coburn, 
MD,  (R-Okla)  will  speak  on  medical 
developments  in  the  104th  Congress, 
and  Richard  M.  Fauve,  MD,  medical 
director  ol  the  Fouisiana  State  Univer- 
sity Professional  Practice  Association  in 
New  Orleans,  will  discuss  ethical  issues 
in  managed  care.  Neal  D.  Rhoades,  JD, 
vice  president  of  political  and  public 
affairs  at  The  Wirthlin  Group  in 
McFean,  Va,  and  George  C.  Shipley, 
PhD,  president  of  Shipley  & Associates 
in  Austin,  will  address  the  public’s  per- 
spective on  medicine. 

With  the  theme  “Mastering  Medi- 
cine’s Challenges,”  the  leadership  con- 
ference will  feature  presentations  by 
AMA  President  Fonnie  R.  Bristow, 
MD,  and  Fernando  M.  Trevino,  PhD, 
MPH,  executive  director  of  the  Amer- 
ican Public  Health  Association. 

The  conference  is  free  and  open  to 
all  TMA  members,  and  will  be  held  at 
the  Stouffer  Renaissance  Austin  Hotel. 
TMA  members  can  earn  up  to  4.5 
hours  of  AMA  PRA  Category  1 con- 
tinuing medical  education  credit.  For 
information,  call  the  TMA  special  ser- 
vices office  at  (800)  880-1300,  ext 
1346,  or  (512)  370-1346. 
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Medicine’s  View 


Call  for  exhibits 
and  posters 


Commentary 

A physician’s  dilemma:  a parody* 

By  Mark  A.Turrentine,  MD 


CELLS,  PSYCHOPATHOLOGY, 
and  cycling  safety  were  the  topics 
of  award-winning  science  exhibits 
at  the  Texas  Medical  Association 
Annual  Session  in  May. 

In  the  medical  student  or  resident 
category,  Craig  M.  McMullen  of  Texas 
Tech  University  Health  Sciences  Center 
in  Lubbock  received  the  $300  first  prize 
for  “Histological,  Radiographic,  and 
Flow  Cytometric  Evaluation  of  Two 
Metastatic  Osteosarcoma  Cell  Lines.’’ 
The  $200  second-place  award  went  to 
Paulo  Jacomo  Negro,  Jr,  MD,  ol  1 he 
University  ofTexas  Health  Science  Cen- 
ter at  San  Antonio  for  “The  Concept  ol 
Delusion  and  the  Relevance  of  Karl 
Jaspers’  Psychopathological  Approach.’’ 

San  Angelo  anesthesiologist  Larry 
C.  Driver,  MD,  earned  two  awards  for 
his  exhibit  “Hard  Hats  for  Little 
Heads  — A Bicycle  Safety  Program.” 
Dr  Driver  received  first  place  in  the 
individual  exhibits  group  as  well  as  the 
$250  Aesculapius  Award,  which  is 
presented  to  the  most  outstanding  sci- 
entific exhibit  at  annual  session. 

Physicians  and  allied  health-care 
providers  are  invited  to  submit  scien- 
tific exhibits,  while  medical  students 
and  residents  are  invited  to  submit  sci- 
entific poster  exhibits  for  display  dur- 
ing the  1996  TMA  Annual  Session 
May  9-12  in  San  Antonio.  Posters 
need  not  be  elaborate.  For  more  infor- 
mation, contact  Dale  R.  Werner, 
exhibits  manager,  at  (800)  880-1300, 

ext  1455,  or  (512)  370-1455. 


To  join  managed  care,  or  not  to  join, 

That  is  the  question: 

Whether  ’tis  nobler  in  the  mind  to  suffer 
The  paperwork  and  unknowns  of  capitation, 
or  to  take  arms  against  a sea  of  regulations, 

And  by  opposing,  end  them.  To  quit,  to  join  — 

Yes,  and  by  joining  to  say  we  end 
The  patient-physician  relationship 
That  medicine  is  heir  to;  'tis  a consummation 
Devoutly  to  be  despised.  To  quit,  to  join  — 

To  join,  perchance  to  practice  — ay,  there’s  the  rub, 
For  despite  the  chance  to  practice,  what  may  come, 
When  we  have  no  tolerance  for  this  mortal  coil, 
Must  give  us  pause;  there’s  the  respect 
that  makes  the  study  of  medicine  of  so  long  life: 

For  who  would  bear  the  years  of  study, 

Th’  financial  debt,  the  hours  of  cramming, 

The  fears  of  malpractice,  the  nights  on  call, 

The  unrelenting  beeper,  and  the  spurns 
That  patient  merit  of  th’  unworthy  takes, 

When  he  himself  might  his  quietus  make 
With  a mere  9 to  5 job;  who  would  fardels  bear, 

To  grunt  and  sweat  as  a weary  physician, 

But  that  the  dread  of  something  after  quitting, 

The  undiscover’d  country,  from  whose  bourn 
No  traveller  returns,  puzzles  the  will, 

And  makes  us  rather  bear  those  ills  we  have, 

Than  fly  to  others  that  we  know  not  of? 

Thus  economics  does  make  cowards  of  us  all, 

And  thus  the  native  hue  of  resolution 
Is  sicklied  o’er  with  the  pale  cast  of  finance 
And  enterprises  of  great  pitch  and  moment 
With  this  regard  their  currents,  turn  awry, 

And  lose  the  name  of  action. 


Mark  A. 

Turrentine,  MD, 
is  an  assistant  professor  in 
the  Department  of 
Obstetrics,  Gynecology, 
and  Reproductive  Sciences 
at  The  University 
of  Texas-Houston 
Medical  School. 


*Shakespeare  WH.  Hamlet,  Prince  of  Denmark.  Act  III,  Scene  I.  In:  Evans  GB,  ed.  The  River- 
side Shakespeare.  6th  ed.  Boston:  Houghton  Mifflin;  1974: 1 160. 
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BORATORIES 


Nominations  sought  for 
country  doctor  award 


Nominations  are  being 

accepted  for  an  award  honoring 
the  nation’s  quintessential  coun- 
try doctor.  The  Country  Doctor 
of  the  Year  Award  is  bestowed  on  the 
rural  physician  who  best  exemplifies 
the  spirit,  skill,  and  dedication  of 
America’s  country  doctors. 

Now  in  its  third  year,  the  award  is 
presented  by  Staff  Care,  an  Irving- 
based  interim  physician  staffing  ser- 
vice, and  the  Country  Doctor 
Museum  in  Bailey,  NC. 

The  winning  physician,  who  must 
practice  in  a community  of  20,000 
people  or  fewer,  will  receive  a person- 
alized bronze  plaque  depicting  a coun- 
try doctor  making  rounds  on  a horse 
and  buggy.  In  addition,  Staff  Care  will 
provide  an  interim  physician  for  1 
week  at  no  charge,  a service  valued  at 
about  $10,000,  to  cover  the  doctor’s 
patients  so  he  or  she  can  take  a well- 
deserved  rest. 

Nominations  may  be  submitted  by 
colleagues,  patients,  relatives,  or  friends 
of  rural  physicians,  and  must  be 
received  by  Staff  Care  by  September 
30,  1995.  For  more  information  or  to 
order  nomination  forms,  call  Staff  Care 
at  (800)  685-2272. 


■ Diagnostic  Dermatopathology 

■ Evaluation  of  Margins 

■ Immunofluorescence 

■ Immunohistochemistry 

■ Clinicopathologic  Correlation 

24  Hour  Service 
Courier 
Air  Freight 
Fax  Reports 
Stat  Pick-up 


■ Frozen  Sections 

■ Diagnostic  Consultation 

® Slide  Processing 

® Rush  2 Hour 

Permanent  Sections 


214/638-2222 
800/309-0000 
Fax  214/630-5210 


ROBERT  G.  FREEMAN,  M.D.  CLAYJ.  COCKERELL,  M.D. 


2330  BUTLER  STREET  ■ SUITE  115  ■ DALLAS,  TEXAS  75235 
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WANTAGE  AUTOLEASE 


The  prescription  for 
painless  auto  leasing  is: 

Advantage  Auto  Lease 
MEDICAL  DIVISION 
Marie  Szczesny  (Sesny) 

250  Chisholm  Place.  Plano,  TX  75075 
(214)  422-1960 


• Maximum  value  for  trade-in 
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AMA  snapshots 


Top:  At  the  American  Medical  Association  Annual  Meeting  in  Chicago  in  June,  Fort  Worth 
allergist  Susan  Rudd  Wynn,  MD,  a member  of  the  Texas  delegation  to  the  AMA,  spoke  in  sup- 
port of  a resolution  calling  for  the  AMA  to  express  concern  about  the  destructive  themes 
depicted  in  the  lyrics  of  some  music  and  to  work  with  the  music  recording  industry  to  develop  a 
rating  system.  Bottom:  J.  James  Rohack,  MD,  a College  Station  cardiologist,  discusses  physician 
work  force  needs  during  the  AMA  meeting  in  Chicago.  Dr  Rohack  was  elected  to  the  AMA 
Council  on  Medical  Education. 


Commentary 

Physician  strategies 
for  the  21st  century 

By  Robert  W.  Sloane,  Jr,  MD 


WE  ALL  ARE  OVERWHELMED 
by  the  movement  in  health  care 
that  seems  to  generate  new  pay- 
ment structures,  new  practice 
alliances,  and  new  care  delivery  systems 
every  month,  if  not  every  day.  Scenar- 
ios and  strategies  abound  and  seem  to 
provide  more  discussion  fodder  than 
does  simple  patient  care.  We  don’t 
know  the  end  point  in  this  movement, 
and  so  I feel  we  need  some  principles. 

While  you  might  accuse  me  of 
oversimplification  or  naivete,  I would 
like  to  propose  three  strategies  to 
guide  us  as  we  move  forward:  do  good 
work;  work  together;  and  keep  the 
patient  foremost. 

Do  good  work 

To  do  good  work  means,  of  course,  to 
do  quality  work  and  to  devote  the 
time  and  thought  to  each  patient  so 
that  the  outcome  is  good  as  viewed 

Robert  W.  Sloane,  Jr,  MD,  is  a 
Fort  Worth  thoracic  surgeon.  This  commentary 
was  adapted  from  a speech  Dr  Sloane  delivered 
April  29,  1995,  at  his  installation  as  president 
of  the  Tarrant  County  Medical  Society. 
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not  only  by  your  peers  as  regards  cog- 
nitive or  technical  expertise,  but  also 
by  your  patient  and  his  or  her  family 
as  regards  their  individual  situation. 
Quality  work  takes  an  incredible 
amount  of  time,  but  that's  what  med- 
icine is  all  about. 

I want  you  to  put  a second  spin  on 
“do  good  work”  and  emphasize  good. 
Move  into  your  community  and  take 
an  active  role  in  all  aspects  of  charita- 
ble endeavor.  The  vast  majority  of  you 
have  already  volunteered  your  time, 
talent,  and  money  to  numerous  efforts 
in  your  communities.  Many  of  you 
very  capably  lead  these  efforts. 

I submit  to  you  that  we  have  a fur- 
ther obligation  to  lead  as  a moral  and 
ethical  force.  We  enjoy  a closeness  with 
our  patients  and  their  families  that 
often  even  the  clergy  and  friends  lack, 
and  because  of  that  we  have  the  oblig- 
ation to  develop  a philosophy  of 
ethics,  of  life  and  death,  and  to 
demonstrate  and  articulate  that  to  our 
patients  and  their  families. 

Work  together 

Work  together  as  specialty  groups. 
Pressures  are  rampant  to  divide  the 
medical  community  into  camps  of  gen- 
eralists and  specialists,  and  into  even 
further  subdivisions.  These  pressures 
come  from  without  and  within.  For 
medicine  to  sustain  and  advance  itself, 
physicians  need  unity,  with  the  ability 
to  solve  differences  internally  and  to 
face  external  pressures  together.  Orga- 
nized medicine,  our  Texas  Medical 
Association  and  our  American  Medical 
Association,  can  assist  tremendously  in 
this  area. 


Opportunity  doesn’t  just 
knock  anymore, 

It  stays  in  contact 


with 


people  like  us. 
oulan’t  vou? 
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• Physician  Search  • Locum  Tenens  • Contract  Management 
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EmCare 

Physician  Staffing  Services 

The  Choice  Is  Yours 

1717  Main  Street  • Suite  5200  • Dallas,  Texas  75201  • 800/535-9535 
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Physicians 

Capital 

Source 


Investors  are  standing  by 

Want  to  start  your  own  managed  care  network  but 
don’t  know  how  to  raise  the  capital?  Looking  for 
funding  for  a new  medical  group,  IPA  or  surgi- 
center?  Call  the  American  Medical  Association’s 
Managed  Care  Help  Line  and  request  Physicians 
Capital  Source.  If  you  need  money,  we’ll  introduce 
you  to  investors  who  are  interested  in  financing 
physician-directed  plans.  If  you’re  just  getting 
started,  we’ll  help  you  put  together  a business  plan 
or  provide  consultation  on  a wide  range  of  managed 
care  issues. 

Call  800  AMA-1066  and  press  2 for  Physicians 
Capital  Source  today.  And  get  the  help  you  need  to 
stand  on  your  own  tomorrow. 

American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 

American  Medical  Association’s  Physicians  Capital  Source 
is  co-sponsored  by:  Coastal  Healthcare  Group,  Inc., 

Pacific  Physician  Services,  Inc., 

The  Associated  Group,  and  Medimetrix  Group,  Inc. 


Work  together  with  other  health-care 
professionals.  Medicine,  as  we  know,  is 
becoming  increasingly  complex  to  the 
point  that  the  physician  cannot  possibly 
know  all  the  information  contained  in 
related  disciplines.  Given  the  training 
that  we  have  to  be  personally  responsible 
for  the  patient’s  care,  the  formation  of  a 
treatment  team  is  for  some  quite  diffi- 
cult. There  is,  however,  a skill  involved 
in  soliciting  and  listening  to  the  advice 
of  other  professionals,  which,  at  the 
same  time,  validates  the  physician’s  role 
in  caring  for  his  or  her  patients  and 
expands  the  knowledge  base  brought  to 
bear  on  that  care  delivery. 

Keep  the  patient  foremost 

We’ve  all  had  the  admonition  to  keep 
the  patient  foremost  put  to  us  from 
our  beginnings  in  medicine.  Cur- 
rently we  practice  in  a changing  envi- 
ronment that  includes  incentives  and 
directives  seemingly  in  conflict  with 
the  patient’s  best  interests.  Gatekeep- 
ing, capitation,  withholds,  rebates, 
and  so  forth  often  confound  us  as  we 
try  to  do  what  is  right.  Business  ethics 
get  confused  with  medical  ethics,  and 
the  practical  aspects  of  survival  of 
one’s  practice  enter  in.  We  are  in  med- 
icine, however,  to  care  for  the  patient. 
No  one  has  given  clearer  guidelines 
than  Francis  Peabody  more  than  100 
years  ago  when  he  said,  “The  secret  of 
caring  for  the  patient  is  in  caring  for 
the  patient.”  What  did  he  mean  by 
caring?  For  me,  this  story  told  of 
Mother  Teresa  says  it  all: 

A young  reporter  went  to  spend 
time  with  Mother  Teresa  and  dis- 
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cover  what  she  actually  did.  He 
arose  early  and  followed  her  first  to 
a hospital  for  sick  children,  where 
she  spent  time  comforting  and 
cheering  each  child.  From  there  she 
went  to  an  acute  care  hospital  with 
countless  seriously  ill  patients.  She 
moved  among  them,  changing 
dressings  and  calming  their  fears. 
Next,  on  to  a hospital  for  the  termi- 
nally ill,  where  she  cleansed  their 
wounds,  held  their  hands,  changed 
soiled  linens,  and  prayed  with  them. 

At  the  end  of  a very  long  day,  as 
they  shared  a cup  of  tea,  the  reporter 
looked  at  Mother  Teresa  and  said 
simply,  “I  wouldn’t  do  what  you  do 
for  a million  dollars.”  Without  hesi- 
tation, Mother  Teresa  replied,  “Nei- 
ther would  I,  neither  would  I.” 

Caring  for  the  patient.  That’s  what 
it  takes  to  keep  the  patient  foremost. 
And  that,  along  with  doing  good  work 
and  working  together,  are  the  strate- 
gies we  physicians  must  embrace  as  we 
move  toward  the  2 1 st  century. 


50  Years  Ago  in  Texas  Medicine 

September  1945 

Front  line  psychiatry  effective 

Approximately  90  per  cent  of  combat  exhaustion  cases  are 
returned  to  duty  largely  as  a result  of  prompt  detection  of  symptoms 
and  skilled  handling  of  the  patient,  it  was  announced  by  the  com- 
mission of  outstanding  civilian  psychiatrists  which  recently  com- 
pleted an  1 1-week  survey  of  psychiatric  conditions  in  the  European  theater 
of  operations. 

Members  of  the  commission  expressed  their  “greatest  admiration  for 
the  courage,  ingenuity  and  accomplishments”  of  their  colleagues  overseas 
working  sometimes  under  fire  and  in  the  face  of  other  serious  handicaps 
and  hazards. 

Combat  exhaustion  cases,  known  as  shell  shock  in  the  last  war,  and 
sometimes  referred  to  as  combat  fatigue  or  operational  fatigue,  are  being 
treated  more  successfully  in  this  war  because  of  the  high  quality  of  per- 
sonnel in  the  field  and  better  methods  and  techniques.  Of  the  greatest 
importance  is  the  fact  that  our  psychiatrists  are  doing  some  of  their  most 
effective  work  right  up  near  the  front  at  the  clearing  stations. 

Dr  Karl  Menninger,  a member  of  the  commission  and  Director,  Men- 
ninger  Clinic,  Topeka,  Kansas,  pointed  out  that  alert  and  understanding 
sergeants  and  lieutenants  in  the  front  lines  are  anticipating  cases  of  com- 
bat exhaustion.  Symptoms  are  increasing  irritability,  lack  of  interest  in  let- 
ters from  home  and  in  comrades,  and  general  lassitude  and  moroseness.  A 
man  who  has  reached  this  stage  but  who  has  not  yet  come  to  the  breaking 
point  can  usually  be  brought  back  to  normal  by  prompt  evacuation  to  rest 
camps  for  relief  from  stress  of  battle. 

Other  findings  were:  There  is  a direct  ratio  between  the  number  of 
exhaustion  cases  and  the  intensity  of  combat;  combat  exhaustion  emphat- 
ically does  not  mean  a soldier  is  “yellow”;  every  man  has  his  breaking 
point;  a martyr  situation  more  quickly  induces  combat  exhaustion.  . . . 

— SCO  Notes,  July  31,1  945. 

(Texas  State  Journal  of  Medicine.  1945;4l  [5]  :270) 
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Ethnic  differences  in  causes  of  infant  mortality:  Texas 
births,  1989  through  1991 


The  mortality  rate  of  African-American 
infants  in  Texas  is  about  twice  those  of 
Anglo  and  Hispanic  infants,  due  at  least 
partly  to  their  increased  risk  of  preterm 
and  loiv-weight  birth.  We  examined  the 
underlying  causes  of  infant  deaths  from 
1989  through  1991  for  specific  causes 
that  accounted  for  the  racial  difference 
and  for  those  that  were  associated  with 
those  adverse  pregnancy  outcomes.  The 
overall  infant  mortality  rate  was  8.27 
per  1000  live  births  (6.80  for  Anglo, 
7.72  for  Hispanic,  and  15.32  for 
African-American  infants).  About  37% 
of  all  infant  deaths  (but  48%  of 
African-American  deaths)  were  associ- 
ated with  adverse  pregnancy  outcomes; 
excluding  these  deaths  reduced  the  over- 
all rate  to  5.20  per  1000  (4.59  for 
Anglo,  5. 03  for  Hispanic,  and  8. 05  for 
African-American  infants).  Accordingly, 
reducing  adverse  pregnancy  outcomes  in 
African-American  women  will  reduce 
but  not  resolve  the  discrepancy  in  racial 
infant  mortality  rates.  Infant  mortality 
rates  for  30  of  the  top  59  causes  of  death 
were  at  least  1.5  times  higher  in 
African-American  than  in  Anglo  and 
Hispanic  infants,  while  a comparable 
excess  in  Hispanic  infants  was  noted 
only  for  anencephaly;  Anglo  infants  did 
not  have  an  excessive  mortality  rate  for 
any  of  the  59  causes.  Reduction  of  the 
racial  infant  mortality  rate  discrepancy 
in  Texas  will  require  clarification  and 
correction  of  factors  that  place  pregnan- 
cies of  African-American  women  at 
increased  risk  for  adverse  pregnancy  out- 
comes and  those  that  place  their  infants 
at  increased  risk  for  death  from  a wide 
range  of  causes. 


From  the  School  of  Public  Health,  The  Uni- 
versity of  Texas-Houston  Health  Science  Cen- 
ter, Houston,  TX  77225. 


George  R.  Kerr,  MD 
Jeremy  Ying,  MS 
William  Spears,  PhD 

The  infant  mortality 
rate  (IMR)  indicates  the  stage 
of  development,  health,  and 
well-being  of  a population  (1).  In 
1990,  the  IMR  in  the  United  States 
was  9.1  per  1000  live  births,  higher 
than  the  rates  of  20  other  industrial- 
ized nations  (2).  In  1991,  the  IMR  in 
Texas  was  7.7  per  1000  live  births, 
higher  than  the  rates  of  15  other 
states  (2). 

One  factor  associated  with  the  ele- 
vated IMRs  of  the  United  States  and 
Texas  is  their  relatively  large  number 
of  African-American  births.  For  rea- 
sons not  yet  understood,  the  IMR  ol 
African-American  infants  in  the 
United  States  has  always  been  about 
twice  that  of  white  infants  (3,4)  and, 
in  Texas,  is  about  twice  the  rates  of 
Anglo  and  Hispanic  infants  (5).  A 
major  reason  for  the  increased  mor- 
tality among  African-Americans  is 
the  systematic  trend  for  their  infants 
to  be  born  sooner  and  smaller  than 
Anglo  and  Hispanic  infants  (6,7), 
increasing  the  risk  for  the  complica- 
tions of  preterm  birth.  However,  the 
elevated  IMRs  also  reflect  increases 
in  numerous  causes  unrelated  to 
pregnancy  outcomes  (8-10).  In  this 
study,  we  examined  the  ethnic-  and 
cause-specific  deaths  of  all  infants 
who  died  in  Texas  from  1989 
through  1991  to  determine  the 
extent  to  which  improving  pregnancy 
outcomes  of  African-American 
women  might  reduce  the  racial  dis- 
crepancy in  IMR. 

Methods 

The  International  Classification  of 
Diseases  (ICD)  codes  1000  causes  of 
death,  many  with  10  or  more  sub- 
codes (11).  The  Bureau  of  Vital  Statis- 


tics of  the  Texas  Department  of 
Health  records  all  death  certificate 
data  in  a multiple  cause  of  death  file, 
which  includes  the  immediate  cause 
of  death,  the  underlying  or  primary 
cause,  and  any  contributory  causes.  To 
assist  in  this  project,  the  Bureau  of 
Vital  Statistics  prepared  a computer 
tape  containing  data  on  multiple 
causes  of  death  for  all  infants  who  had 
been  born  in  Texas  and  who  died  in 
the  state  during  calendar  years  1989 
through  1991. 

The  underlying  cause  of  death 
reported  on  death  certificates  system- 
atically underestimates  the  impor- 
tance of  preterm  birth  (12),  and  the 
file  on  multiple  causes  of  death  was 
examined  for  any  deaths  in  which 
ICD  765.0  (extreme  immaturity, 
birth  weights  less  than  1000  g,  and/or 
gestational  ages  less  than  28  com- 
pleted weeks)  was  listed  as  a contribu- 
tory cause.  Such  deaths  were  then 
reclassified  to  make  ICD  765.0  the 
underlying  cause  of  death.  All  under- 
lying causes  were  then  rank  ordered  by 
number  of  deaths  and  classified  in  the 
following  categories: 

• Predominant  causes:  100  or  more 
infant  deaths  per  3 years; 

• Major  causes:  50  through  99  infant 
deaths  per  3 years; 

• Minor  causes:  18  through  49 
infant  deaths  per  3 years;  and 

• Occasional  causes:  1 through  17 
infant  deaths  per  3 years. 

The  infant  deaths  were  separated 
by  ethnicity  and  converted  into  eth- 
nic-specific IMRs.  Those  IMRs  that 
were  at  least  1.5  times  greater  than 
those  of  the  other  two  ethnic  groups 
were  considered  to  represent  excess 
ethnic  mortality. 
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Table  1.  Texas  births  and  infant  deaths,  by  ethnicity,  1989  through  1991. 


Anglo 

Hispanic 

African- 

American 

Other 

Total 

Births 

Year 

1989 

164,891 

93,071 

42,935 

6,643 

307,540 

1990 

150,461 

115,576 

43,342 

6,878 

316,257 

1991 

146,221 

120,996 

43,057 

7,406 

317,680 

3-year  totals 

461,573 

329,643 

129,334 

20,927 

941,477 

Percents 

49.03 

35.01 

13.74 

2.22 

100 

Infant  deaths 

Year 

1989 

1,153 

883 

723 

46 

2,805 

1990 

1,022 

843 

632 

39 

2,536 

1991 

964 

819 

626 

34 

2,443 

3-year  totals 

3,139 

2,545 

1,981 

119 

7,784 

Percents 

40.03 

32.70 

25.45 

1.53 

100 

Infant  mortality 

rates  (per  1000  resident  live  births) 

Year 

1989 

6.99 

9.49 

16.84 

6.92 

9.12 

1990 

6.79 

7.29 

14.58 

5.67 

8.02 

1991 

6.59 

6.77 

14.54 

4.59 

7.69 

3-year  totals 

6.80 

7.72 

15.32 

5.69 

8.27 

Results 

Births  and  infant  deaths 
Resident  births  totaled  941,477  dur- 
ing the  3-year  period  from  1989 
through  1991;  of  these,  49.03%  were 
of  Anglo  ethnicity,  35.01%  were  of 
Hispanic  ethnicity,  and  13.74%  were 
of  African-American  ethnicity  (Table 
1).  Of  those  births,  there  were  7,784 
infant  deaths  (40.33%,  Anglo; 
32.70%,  Hispanic;  and  25.45%, 
African-American).  This  resulted  in 


an  overall  3-year  IMR  of  8.27  per 
1000  live  births  and  in  ethnic-specific 
IMRs  per  1000  births  of  6.80 
(Anglo),  7.72  (Hispanic),  and  15.32 
(African-  American). 

Underlying  causes  of  infant  mortality 
A total  of  505  ICD  codes  were  listed 
as  the  underlying  causes  of  death.  The 
greatest  single  cause  was  ICD  798.0 
(sudden  infant  death  syndrome,  1027 
deaths).  The  code  ICD  765.0 
(extreme  immaturity,  484  deaths) 


ranked  third  in  frequency.  But  an 
additional  1336  death  certificates 
included  extreme  immaturity  as  a 
contributory  cause,  and  reclassifying 
those  deaths  to  make  extreme  imma- 
turity the  underlying  case  made  it  the 
greatest  single  cause  of  infant  mortal- 
ity with  1820  deaths. 

Predominant  causes  of  infant  mortality 
After  this  reclassification,  9 ICD  codes 
were  each  reported  to  be  the  underly- 
ing cause  of  100  or  more  infant  deaths 
during  the  3-year  period  (Table  2). 
Collectively,  these  accounted  for  4169 
(53.56%)  of  all  infant  deaths.  The 
IMRs  calculated  for  these  deaths  indi- 
cated that  the  IMR  for  anencephaly 
was  at  least  1.5  times  higher  in  His- 
panic than  in  Anglo  and  African- 
American  infants.  But  5 of  the  other  8 
causes  were  at  least  1.5  times  higher  in 
African-American  infants,  with  the 
IMR  from  extreme  immaturity  being 
3 to  4 times  higher.  The  total  IMR  for 
all  9 causes  was  4.43  per  1000  resident 
live  births,  and  3.64,  3.92,  and  8.84 
in  Anglo,  Hispanic,  and  African- 
American  infants,  respectively. 

Major  causes  of  infant  mortality 
Another  15  ICD  codes  were  each 
reported  to  be  the  underlying  cause  of 
50  through  99  infant  deaths  during 
the  3-year  period  (Table  3).  These 
accounted  collectively  for  1118 
(14.36%)  of  all  infant  deaths.  The 
IMRs  calculated  for  these  deaths  indi- 
cated that  IMRs  were  at  least  1.5  times 
higher  in  African-American  than  in 
Anglo  and  Hispanic  infants  for  9 of 
the  1 5 causes,  whereas  none  of  the 
causes  were  elevated  comparably  in  the 
other  two  ethnic  groups.  The  total 
IMR  of  all  15  major  causes  was  1.19 
per  1000  live  births,  and  0.97,  1.20, 
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Table  2.  Predominant  causes*  of  infant  deaths  by  ethnicity,  Texas,  1989  through  1991. 


Rank 

ICD  Code* 

No.  of 
Deaths 

Anglo 

Infant  Mortality  Rate 
(per  1000  resident  live  births) 

African- 

Hispanic  American 

Total* 

1 

765.0 

Extreme  immaturity§ 

1,820 

1.35 

1.67 

4.83 

1.93 

2 

798.0 

Sudden  infant  death  syndrome 

1,027 

1.08 

.85 

1.82 

1.09 

3 

769 

Respiratory  distress  syndrome 

290 

.24 

.29 

ii 

.31 

4 

748.5 

Agenesis/hypoplasia  of  lung 

229 

.20 

.22 

A2 

.24 

5 

746.9 

Unspecified  anomaly  of  heart 

222 

.22 

.23 

.29 

.24 

6 

765.1 

Moderate  immaturity§ 

200 

.16 

.18 

A2. 

.21 

7 

740.0 

Anencephaly 

127 

.11 

.20 

.08 

.13 

8 

746.7 

Hypoplastic  left  heart  syndrome 

127 

.15 

.13 

.12 

.13 

9 

771.8 

Other  perinatal  infections 

127 

.12 

.15 

.18 

.13 

Total 

IMR  for  9 predominant  causes: 

3.64 

3.92 

8.84 

4.43 

IMR  = infant  mortality  rate 

*Listed  as  the  underlying  causes  of  death  for  at  least  100  infant  deaths  during  the  3-year  period, 
tlnternational  Classification  of  Diseases  codes  for  underlying  causes  of  death, 
i Total  includes  “other”  racial/ethnic  groups 

§Extreme  immaturity:  birth  weights  usually  less  than  1000  g and/or  gestational  ages  less  than  28  completed  weeks.  Moderate  immaturity:  birth 
weights  1000  through  2499  g and/or  gestational  ages  28  through  37  completed  weeks. 

Underlined  figures  indicate  IMRs  at  least  1.5  times  greater  than  those  of  both  of  the  other  ethnic  groups. 


Table  3.  Major  causes*  of  infant  mortality,  by  ethnicity,  Texas,  1989  through  1991. 


Infant  Mortality  Rate 
(per  1000  resident  live  births) 


Rank 

ICD  code* 

No.  of 
Deaths 

Anglo 

Hispanic 

African- 

American 

Total* 

10 

758.2 

Edwards’  syndrome,  trisomy  18 

94 

.09 

.12 

.06 

.10 

11 

427.5 

Cardiorespiratory  arrest 

89 

.09 

.08 

T6 

.09 

12 

799.9 

Other  unknown,  unspecified  cause 

89 

.07 

.10 

T2 

.09 

13 

753.0 

Renal  agenesis 

82 

.08 

.09 

.09 

.09 

14 

759.7 

Multiple  congenital  anomalies 

82 

.08 

.08 

.12 

.09 

15 

770.7 

Bronchopulmonary  dysplasia 

81 

.05 

.07 

26 

.09 

16 

770.8 

Other  perinatal  respiratory  problems 

78 

.06 

.08 

2 2. 

.08 

17 

758.1 

Patau’s  syndrome,  trisomy  13 

76 

.08 

.08 

.09 

.08 

18 

779.8 

Other  specified  perinatal  conditions 

76 

.07 

.08 

T2 

.08 

19 

756.6 

Anomalies  of  diaphragm 

72 

.09 

.08 

.04 

.08 

20 

777.5 

Necrotizing  enterocolitis 

69 

.03 

.08 

20 

.07 

21 

768.9 

Unspecified  birth  asphyxia 

64 

.06 

.05 

22 

.07 

22 

486 

Pneumonia,  unspecified  organism 

59 

.04 

.08 

A2 

.06 

23 

746.8 

Other  specified  anomalies,  heart 

57 

.05 

.07 

.09 

.06 

24 

485 

Bronchopneumonia,  unspecified  organism 

50 

.04 

.05 

Mi 

.05 

Total  IMR  of  1 5 

major  causes: 

0.97 

1.20 

1.98 

1.19 

IMR  = infant  mortality  rate 

*Listed  as  the  underlying  causes  of  death  for  50  through  99  infant  deaths  during  the  3-year  period, 
tlnternational  Classification  of  Diseases  codes  for  the  underlying  causes  of  death. 

^Includes  “other”  racial/ethnic  groups. 

Underlined  figures  indicate  IMRs  at  least  1.5  times  greater  than  those  of  both  of  the  other  ethnic  groups. 
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and  1.98  in  Anglo,  Hispanic,  and 
African-American  infants,  respectively. 

Minor  causes  of  infant  mortality 
Another  35  ICD  codes  were  each 
reported  to  be  the  underlying  cause  of 
18  through  49  infant  deaths  during  the 
3-year  period  (Table  4).  These 
accounted  collectively  for  1011 
(12.99%)  of  all  infant  deaths.  The  IMRs 
calculated  for  these  deaths  indicated  that 
the  IMRs  were  not  elevated  significantly 
for  any  cause  in  Hispanic  and  Anglo 
infants.  However,  they  were  at  least  1.5 
times  higher  in  African-American 
infants  for  16  of  the  35  causes,  and  the 
total  IMR  for  all  35  causes  was  1.07  per 
1000  live  births,  and  0.92,  1.03,  and 
1.74  in  Anglo,  Hispanic,  and  African- 
American  infants,  respectively. 

Occasional  causes  of  infant  mortality 
Another  439  ICD  codes  were  each 
reported  as  the  underlying  cause  of  1 
through  17  deaths  during  the  3-year 
period.  They  accounted  collectively  for 
i486  (19.09%)  of  all  infant  deaths. 
They  are  not  presented  as  individual 
causes  because  the  numbers  of  deaths 
were  too  small  to  allow  meaningful  eth- 
nic comparisons.  However,  the  total 
IMR  for  all  439  causes  was  1.58  per 
1000  live  births,  and  1.26,  1.60,  and 
2.78  in  Anglo,  Hispanic,  and  African- 
American  infants,  respectively  (Table  5). 

Discussion 

The  IMR  reflects  the  net  effect  of  a 
number  of  biologic  and  sociologic  fac- 
tors that  influence  mortality  rates  from 
specific  causes.  Some  of  the  earliest 
reports  attributed  an  elevated  IMR  to 
adverse  sociologic  factors  such  as 
poverty,  alcoholism,  illegitimacy,  and 
inadequate  parenting  skills  (13,14), 


and  these  societal  predictors  are  still 
valid  (15).  For  example,  Stockwell  et  al 
have  shown  that  low  economic  status 
of  the  area  of  residence  is  predictive  of 
increased  IMRs  from  all  major  causes 
for  both  African-American  and  white 
infants  (16).  Reduction  of  these  risk 
factors  contributes  to  the  secular 
decline  in  IMRs  that  accompanies  soci- 
etal development.  Despite  the  declines, 
the  IMR  of  African-American  infants 
remains  at  least  two  times  greater  than 
the  rates  of  Anglo  and  Hispanic  infants 
at  all  levels  of  maternal  age,  parity,  and 
adequacy  of  prenatal  care  (5). 

In  contrast  to  the  sociologic  predic- 
tors, vital  statistics  report  biological 
causes  of  mortality,  with  the  earliest 
reports  in  the  United  States  identifying 
diarrhea,  croup,  convulsions,  “hoop- 
ing cough,”  pneumonia,  cephalitis, 
consumption,  bronchitis,  scarlet  fever, 
and  teething  as  the  major  causes  (17). 
With  advances  in  the  public  health 
and  medical  sciences,  these  biological 
causes  of  infant  mortality  have  become 
increasingly  preventable  or  treatable, 
also  contributing  to  the  secular  decline 
in  the  IMRs  (18). 

During  recent  years,  preterm  and 
low-weight  births  have  become  the 
main  biological  predictors  of  elevated 
IMRs  in  the  United  States  (19-21),  in 
all  racial  and  ethnic  groups,  and  from 
virtually  all  neonatal  and  postneonatal 
causes  (22).  The  rates  of  these  adverse 
pregnancy  outcomes  are  highest  in 
low-income  populations  and,  espe- 
cially, in  African-Americans  (23-25). 
However,  the  increased  risk  of 
African-American  women  for  preterm 
and  low-weight  birth  does  not  appear 
to  be  limited  only  to  the  socially  dis- 
advantaged (26-27). 

Appreciation  of  the  importance  of 
adverse  pregnancy  outcomes  in  deter- 


mining the  IMR  has  been  facilitated  by 
the  approach  of  Dollfus  et  al  (28), 
which  grouped  causes  of  related  origin 
and  showed  that  causes  of  death  associ- 
ated with  preterm  and  low- weight 
births  accounted  for  37.5%  of  all  infant 
deaths.  In  the  present  study,  such  con- 
ditions (extreme  and  moderate  imma- 
turity, respiratory  distress  syndrome, 
other  specified  perinatal  conditions, 
necrotizing  enterocolitis,  birth 
asphyxia,  premature  rupture  of  the 
membranes,  intraventricular  hemor- 
rhage, incompetent  cervix,  abruptio 
placenta,  bronchopulmonary  dysplasia, 
other  neonatal  respiratory  conditions, 
primary  atelectasis,  interstitial  emphy- 
sema, and  pulmonary  hemorrhage) 
accounted  collectively  for  37.26%  of  all 
infant  deaths  (32.72%  of  Anglo  deaths, 
35.09%  of  Hispanic  deaths,  and 
47.80%  of  African-American  deaths). 

Iyasu  et  al  concluded  that  compli- 
cations of  preterm  and/or  low-weight 
birth  accounted  for  almost  two  thirds 
of  the  African-American-to-white 
IMR  discrepancy  in  the  United  States 
(29).  Deleting  such  deaths  from  the 
present  analyses  reduced  the  Anglo 
IMR  from  6.80  to  4.57  per  1000,  the 
Hispanic  IMR  from  7.72  to  5.03,  and 
the  African-American  IMR  from 
1 5.32  to  8.05.  The  African-American- 
to-Anglo  IMR  difference  fell  from 
8.52  to  3.48  per  1000  live  births, 
indicating  that  deaths  associated  with 
preterm  and  low-weight  births 
accounted  for  about  60%  of  the  dis- 
crepancy between  African-American 
and  Anglo  IMRs  in  Texas. 

But  excluding  causes  of  infant 
death  associated  with  adverse  preg- 
nancy outcomes  only  reduced  the  ratio 
of  African-American-to-Anglo  IMRs 
from  2.25  to  1.76,  because  deaths 
from  causes  unrelated  to  pregnancy 
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Table  4.  Minor  causes*  of  infant  deaths  by  ethnicity,  Texas,  1989  through  1991. 


Rank 

ICD  Code* 

No.  of 
Deaths 

Anglo 

Infant  Mortality  Rate 
(per  1000  resident  live  births) 

African- 

Hispanic  American 

Total* 

25 

38.9 

Unspecified  septicemia 

41 

.03 

.05 

.06 

.04 

26 

516.8 

Other  specified  pneumopathies 

41 

.03 

.04 

dO 

.04 

27 

E968.9 

Assault,  unspecified  means 

39 

.04 

.02 

A 1 

.04 

28 

770.4 

Primary  atelectasis 

39 

.04 

.02 

A2 

.04 

29 

742.3 

Congenital  hydrocephalus 

37 

.03 

.05 

.04 

.04 

30 

745.1 

Transposition  of  great  vessels 

37 

.04 

.03 

.05 

.04 

31 

759.8 

Other  specified  anomaly  syndromes 

37 

.04 

.05 

.03 

.04 

32 

762.1 

Placental  separation  (abruptio) 

37 

.04 

.03 

M 

.04 

33 

00 

Other  noninfectious  gastroenteritis  ; 

and  colitis  36 

.02 

.04 

A0 

.04 

34 

762.7 

Chorioamnionitis 

36 

.04 

.03 

M 

.04 

35 

416.0 

Primary  pulmonary  hypertension 

35 

.02 

.05 

.07 

.04 

36 

E913.0 

Accidental  suffocation  in  bed 

34 

.04 

.03 

.06 

.04 

37 

778.0 

Hydrops,  not  isoimmunization 

34 

.04 

.02 

M 

.04 

38 

770.1 

Massive  aspiration  syndrome 

33 

.01 

.05 

.06 

.04 

39 

761.1 

Premature  rupture  of  membranes 

31 

.02 

.03 

T9 

.03 

40 

742.9 

Unspecified  anomalies  of  CNS 

30 

.03 

.03 

.03 

.03 

41 

E812.1 

Motor  vehicle  collision 

29 

.03 

.03 

.04 

.03 

42 

E91 1 

Suffocation/food  inhalation 

29 

.02 

.04 

M 

.03 

43 

761.5 

Multiple  pregnancy 

29 

.04 

.01 

.04 

.03 

44 

745.6 

Endocardial  cushion  defect 

28 

.03 

.02 

.03 

.03 

45 

767.0 

Birth  trauma/cerebral  hemorrhage 

26 

.02 

.03 

m 

.03 

46 

747.1 

Coarctation  of  aorta 

25 

.03 

.02 

.03 

.03 

47 

742.2 

Reduction  deformity  of  brain 

24 

.02 

.02 

M 

.03 

48 

747.3 

Anomalies  of  pulmonary  artery 

24 

.03 

.02 

.02 

.03 

49 

E912 

Suffocation,  nonfood  inhalation 

23 

.01 

.04 

.04 

.02 

50 

772.1 

Intraventricular  hemorrhage 

22 

.02 

.03 

.02 

.02 

51 

335.0 

Werdnig-Hoffmann  syndrome 

21 

.02 

.03 

— 

.02 

52 

761.0 

Incompetent  cervix 

21 

.02 

.01 

M 

.02 

53 

745.4 

Ventricular  septal  detect 

20 

.02 

.02 

m 

.02 

54 

276.2 

Acidosis 

19 

.02 

.03 

.02 

.02 

55 

480.9 

Unspecified  viral  pneumonia 

19 

.02 

.02 

M 

.02 

56 

745.0 

Common  truncus 

19 

.02 

.02 

.02 

.02 

57 

745.2 

Tetralogy  of  Fallot 

19 

.03 

.01 

.02 

.02 

58 

758.0 

Down’s  syndrome 

19 

.02 

.02 

— 

.02 

59 

E890.2 

House  fire,  smoke,  fumes 

18 

.02 

.01 

M 

.02 

Total  IMR  of  35 

minor  causes 

0.92 

1.03 

LZ4 

1.07 

IMR  = infant  mortality  rate 
CNS  = central  nervous  system 

*Listed  as  the  underlying  causes  of  death  for  18  through  49  infants  during  the  3-year  period. 
■(International  Classification  of  Diseases  codes  for  the  underlying  causes  of  death. 

^Includes  “other”  racial/ethnic  groups. 

Underlined  figures  indicate  IMRs  at  least  1.5  times  greater  than  those  of  both  of  the  other  ethnic  groups. 
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Table  5-  Occasional  causes*  of  infant  mortality,  by  ethnicity,  Texas,  1989  through  1991. 

Infant  Mortality  Rate 
(per  1000  resident  live  births) 


African- 

Anglo  Hispanic  American  Total  "I" 

ICD  codes  ^ 1.26  1.60  2.78  1.58 


*Listed  as  underlying  causes  of  death  for  1 through  17  infants  during  the  3-year  period. 
f439  International  Classification  of  Diseases  codes  for  the  underlying  causes  of  i486  deaths, 
f Includes  “other”  racial/ethnic  groups. 

Underlined  figures  indicate  infant  mortality  rates  at  least  1.5  times  greater  than  those  of  both  of 
the  other  ethnic  groups. 


Table  6.  Elevated  ratios  between  infant  mortality  rates  in  African-Americans  and  Anglos:  causes 
not  usually  associated  with  adverse  pregnancy  outcome. 


ICD  Code 

African- American/Anglo 
IMR  Ratio 

558 

Other  noninfectious  gastroenteritis  and  colitis 

4.6 

E91 1 

Suffiocation/food  inhalation 

4.6 

322.9 

Meningitis,  unspecified  bacteria 

4.4 

E890.2 

House  fire,  smoke,  fumes 

4.1 

416.0 

Primary  pulmonary  hypertension 

3.6 

485 

Bronchopneumonia,  unspecified  organism 

3.4 

E968.9 

Assault,  unspecified  means 

3.1 

E912 

Sufifocation/inhalation  of  nonfood  material 

3.0 

516.8 

Other  specified  pneumopathies 

3.6 

486 

Pneumonia,  unspecified  organism 

2.8 

799.9 

Other,  unknown,  unspecified  causes 

2.7 

756.7 

Anomalies  of  abdominal  wall 

2.4 

38.9 

Unspecified  septicemia 

2.0 

480.9 

Viral  pneumonia,  unspecified 

2.0 

IMR  = infant  mortality  rate 

ICD  = International  Classification  of  Diseases 


outcome  were  also  excessive  in 
African-Americans.  Among  the  59 
ICD  codes  for  the  top  causes  of  infant 
mortality  during  the  3-year  period,  the 
ratio  of  African-American-to-Anglo 
IMRs  was  greater  than  1.5  for  30 
causes,  while  a comparable  Anglo 
excess  was  not  found  for  any  cause, 
and  a Hispanic  excess  was  noted  only 
for  anencephaly.  Examples  of  the  ele- 
vated risks  for  African-American 
infants  that  are  not  obviously  related 
to  adverse  pregnancy  outcomes  are 
presented  in  Table  6. 

One  of  the  Health  Objectives  for 
the  Year  2000,  for  both  the  United 
States  and  Texas,  is  to  reduce  the  IMR 
to  no  more  than  7 per  1000  live  births 
(30,  31).  Continued  societal  develop- 
ment will  contribute  to  achieving  this 
objective,  but  such  developments  have 
not  reduced  the  racial  IMR  discrep- 
ancy during  the  past  few  decades; 
whether  they  will  do  so  in  the  future  is 
uncertain.  Moreover,  the  extent  to 
which  the  sociologic  risk  factors  con- 
tribute to  the  racial  IMR  discrepancy 
is  not  established,  as  they  do  not  pre- 
dict comparable  IMRs  in  the  His- 
panic Texas  population. 

Continued  advances  in  the  pre- 
ventive and  health-care  sciences  will 
also  continue  to  reduce  infant  deaths 
from  specific  causes,  and  through 
them,  the  overall  IMR.  But  whether 
such  advances  will  reduce  the  racial 
IMR  discrepancy  is  also  uncertain.  In 
fact,  evidence  shows  that  the  discrep- 
ancy may  be  increasing  (32).  If  the 
IMR  in  Texas  is  to  approach  that  of 
states  with  the  lowest  rates,  we  must 
increase  efforts  to  clarify  the  biologi- 
cal and/or  sociological  factors  that 


place  African-American  women  at 
increased  risk  for  adverse  pregnancy 
outcomes  as  well  as  those  factors  that 
place  their  infants  at  increased  risk 
for  death  from  a wide  range  of 


causes.  Until  these  factors  can  be 
clarified  and  corrected,  we  have  little 
hope  for  the  Year  2000  Objective  to 
be  realized  by  all  racial  and  ethnic 
groups  in  Texas. 
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WARNING:  Insufficient  Medical  Research 
Can  Be  Hazardous  To  Your  Health 


Too  many  Americans  are  suffering  and  dying  Take  action!  Let  your  voice  be  heard  in  support 

needlessly  because,  as  a nation,  we  don’t  invest  of  medical  research  as  the  nation's  No.  1 

enough  in  medical  research.  national  priority. 


That’s  why  former  Surgeon  General  C.  Everett 

i 4 

Koop  is  joining  RESEARCHIAMERICA,  an 
alliance  for  discoveries  in  health,  in  making 


his  simple  request: 


CALL  1-800-366'CURE  for  information  on  how 
to  deliver  your  WARNING. 


Research  I America 

AN  ALLIANCE  FOR  DISCOVERIES  IN  HEALTH  . 


Texas  Physicians’  Directory 


Texas  Medicine 


Allergy 

HEADACHE  & MIGRAINE  CLINIC  (Established  1984) 

(Rhinology-Allergy- Nutrition -St  rev.) 

S.  Hoover,  MD,  Director  (Oto-RhinoIaryngologist-allergist) 

Concept  of  treatment  outlined  & published  in  International  Rhinology  Supp.  2 1987,  J of 
Japan  Rhinolog  Soc  Vol.  30-  1 (1991),  The  New  Frontiers  of  ORL  in  Europe  II  (1992) 
Menduzzi  Editore. 

All  Chronic  recurrent  headaches  are  treated  (namely  Migraines,  Cluster  Headaches,  Ten- 
sion, sinus,  everyday  headaches,  exercise  & Premenstrual  headaches). 

We  treat  the  CAUSES  that  trigger  the  trigiminal  vascular  system  medically  & surgically;  we 
do  NOT  give  narcotics,  analgesics,  antidepressants,  sedatives,  muscle  relaxants.  Nor  amit- 
ryptalines,  cafe-ergot,  methylesergide,  limitrex  (sumariptan)  nor  B Blockers. 

1/45  N.  Frwy.  Hermann  Prof.  Building  7324  SW  Frwy  <®  Fondren 

150  W.  Parker  Rd.  6410  Fannin  ArenaTower  II  #755 

Houston  77076  Houston  77030  Houston  77074 

Tel.  713  MIGRAINE  or  713  694-8188,  FAX  713  691-3312 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 

GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

XOCHITL  B.  SANCHEZ,  MD 

Pain  Management  - Anesthesiology  - Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Intraspinal  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (2 1 4)  66 1 -4890 

Dallas,  Texas  75230  Answered  24  hours 


TX-AN  PAIN  MANAGEMENT,  L.L.P. 

Diplomate  American  Board  of  Anesthesiology 
A.B.A.  Certified  in  Pain  Management 
Neil  J.  Atlin,  DO 
Jacob  Roffe,  MD 

9 Medical  Parkway,  Suite  103,  Dallas,  Texas  75234 
Telephone  (214)  488-8926 
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Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B 1 1 6,  Dallas,  Texas  752^0; 

214  661-7010 


Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS 

George  F.  Cravens,  MD,  PA 
Thomas  R.  Donner,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  817  336-0551 

DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 
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Ophthalmology 

LOUIS  M.ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


Orthopedic  Oncology 


RICHARD  G.  BUCH,  MD,  FAAOS,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Fellowship  Trained  Orthopedic  Oncology 
Limb  Salvage  Surgery 

Musculoskeletal  Tumors,  Chronic  Infections,  Complex  Joint  Reconstructions 

5939  Harry  Hines,  Suite  530 
St.  Paul  Professional  Bldg.  II 
Dallas,  Texas  75235 
214  879-6299 


Orthopedic  Surgery 

W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 

Robert  D.  Vandermeer,  MD 

R.  Stephen  Curtis,  MD 

William  A.  Bruck,  MD 

W.Z.  Burkhead,  Jr.,  MD 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-23 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 

214  220-2468;  FAX  214  720-1982 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B 1 1 6 
Dallas,  Texas  75230;  214  661-7010 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Suite  600,  Dallas,  TX  75235,  214-350-7500 


Samuel  M.  Bierner,  MD 
Charles  E.  Cook,  MD 
Kenneth  Driggs,  MD 
Kevin  Gill,  MD 
Phillip  M.  Graehl,  MD 
Joseph  G.  Jacko,  MD 
L.T.  Johnson,  MD,  FACS 
Richard  E.  Jones,  MD 


Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Charles  E.  Neagle  III,  MD 
James  L.  Ough,  MD 
Scott  O.  Paschal,  MD 
R.  Craig  Saunders,  MD 
Marvin  E.  Van  Hal,  MD 


2001  N.  MacArthur  Boulevard,  #540,  Irving,  TX  75061,  214-254-8000 
Robert  E.  Bayless,  MD  Mark  S.  Greenberg,  MD 

Charles  E.  Cook,  MD  Marvin  E.  Van  Hal,  MD 

Bruce  M.  Faust,  MD  George  G.  Susat,  MD 

4333  N.  Josey,  Plaza  I-Suite  102,  Carrollton,  TX  75010,  214-492-1334 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 

9 Medical  Parkway,  Plaza  IV-Suite  308,  Farmers  Branch,  TX  75234,  214-241-5446 

Craig  W.  Goodhart,  MD  Glenn  S.  Wheeless,  MD 

Phillip  M.  Graehl,  MD 

3500  130,  Bldg  C # 1 0 1 , Mesquite,  TX  75 1 50,  2 1 4-682- 1 307 

Charles  Mitchell,  MD  L.  T.  Johnson,  MD 

1010  N Belt  Line  Road,  Suite  101,  Mesquite,  TX  75149,  214-288-4429 
Cary  Tanamachi,  MD  Terry  M.  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76201 , 817-545-2596 
R.  Craig  Saunders,  MD 
8680  E.  Main  Street,  Firsco,  TX  75234 
Bruce  Douthit,  MD 


1441  Redbud,  Suite  #121,  McKinney,  TX  75069 

Bruce  Douthit,  MD  John  Prudich,  MD 

Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  210  226-2424 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80 per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of 5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Denise  Kotson, 
TEXAS  MEDICINE,  401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the  month 
preceding  publication  month. 
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Texas  Medicine 


Classified  Directory 


Opportunities  Available 

Cardiology 

INVASIVE  CARDIOLOGY  - Northeast  Texas.  Multi- 
specialty group,  echo,  nuclear,  pacemakers,  cath.  limited 
interventional.  Excellent  hospitals  with  cath  labs,  CCUs 
and  open  heart.  Call  coverage,  mid-size  town  with  400,000 
draw,  cultural  amenities  and  outdoor  recreation.  Call 
Melissa  McMurray  at  1-800-765-3055  for  details.  This 
won  t last  long! 

Dermatology 

Plastic  Surgery  Clinic  wishes  to  affiliate  with  an  aes- 
thetically oriented  Dermatologist  in  Austin,  TX.  Contact: 
Dr.  Robert  Ersek,  PSCA,  630  West  34th  Street,  Suite  201; 
Austin,  Texas  78705. 

Emergency  Medicine 


EMERGENCY 

MEDICINE 

OPPORTUNITIES 


WEST  TEXAS 

Medical  Directorship.  115-bed  facili- 
ty just  north  of  Amarillo  seeks 
strong  director.  Clinical  remunera- 
tion starting  at  $118,700  with  mal- 
practice procurement.  Stipend,  ben- 
efits, CME  reimbursement  program. 
Volume  at  8,000  annually;  back-up 
excellent. 

FORT  WORTH  AREA 

Staff  position  opening  in  solid  E.D. 
at  98-bed  facility  65  miles  west  of 
Fort  Worth.  Excellent  group  of 
physicians,  supportive  staff.  College 
town.  Steady  volume,  remuneration 
from  $127,900. 

Flexible  scheduling 
No  on-call 

Malpractice  insurance 
procurement  assistance 

For  details,  call  Cheryl  Armstrong  at 
1-800-745-5402  or  Fax:  214-484-4395 

©Costal  Physician  Services 
of  the  West,  Inc. 

3010  LBJ  Freeway,  Suite  1300 
Dallas,  TX  75234 


EXPERIENCE 

THE  STERLING  ADVANTAGE 


Highly 

competitive 

compensation 

packages 


Paid  Malpractice 
with  extended  coverage 

Discounted  Disability 

Continuing  Medical 
Education 

No  Restrictive  Covenants 


CALL 

800-874- 

Pat  Smith 


DEL  RIO  1 
FRED  RICKS  BURG  2 
NEW  BRAUNFELS  3 
SAN  ANTONIO  4 
LEWISVILLE  5 
DALLAS 
FT.  WORTH  6 
TERRELL  7 
CLEVELAND  8 
HOUSTON  9 
PASADENA  lO 
ANCLETON  11 
LAKE  JACKSON  12 
PORT  LAVACA  13 
ARANSAS  PASS  14 
WESLACO  15 
ARLINGTON16 
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Emergency  Medicine 


TEXAS:  Well  established  regional 
group  has  opportunities  available  in  EDs 
ranging  from  12,000  to  50,000  visits 
annually.  Earn  the  industry’s  maximum 
compensation  as  an  independent  con- 
tractor without  the  day-to-day  hassles  of 
managing  your  own  practice. 


Send  CV  to  Emergency  Medicine  Consultants, 
PA,  1525  Merrimac  Circle,  Suite  107,  Fort 
Worth,  TX  76107;  or  call  (817)  336-8600. 


EMERGENCY  MEDICINE 


Corsicana,  Texas 
Immediate  full-t  ime  position  for  BE/BC 
EM  physician.  12-15  shifts/month. 
Productivity  based  income  at  $90-120+ 
an  hour!  Fast  track,  continuity  clinic  in 
place.  Well  trained  PAs  and  nursing 
staff.  Town  of  25,000  less  than  one 
hour  SE  of  Dallas.  23,000+  volume, 
level  II  trauma. 

Rebecca  Turley,  (800)  338-71707 
Fax  (414)  785-0895 
E-Mail:  fha@execpc.com 


Family/General  Practice 

FP’S  BEST  OPPORTUNITY!  BEST  demand-regional 
hospital!  BEST  schools-# 1 rating!  BEST  lakes/recreational 
areas!  BEST  access  to  culture  and  metro.  $140K+,  loan 
repayment.  Call  Mary  Latter  at  1-800-520-2028!  Job 
#0143FAF 


CONSIDERING  YOUR  NEXT 
CAREER  MOVE??  Contact: 

Professional  Healthcare  Insource 
6900  Fannin,  Ste  250, 
Houston,  TX  77030 
800-289-5902;  fax  (713)  790-9333 

We  provide  recruitment  and  relocation 
assistance  nationally!! 

► Family  Practice 

► Internal  Medicine 

► Pediatrics 

Excellent  compensation  packages  with 
incentives,  marketing  support,  and 
more.  Other  openings  include  ORS, 
OB/GYN,  and  Neurosurgery. 

Call  us  TODAY  for  help  in  reaching 
your  career  objectives! 


Methodist 

Hospitals  of  Dallas 

FAMILY  PRACTICE 

A variety  of  exciting  opportunities  for 
family  practitioners  to  staff  new  Family 
Health  Centers  as  well  as  join  estab- 
lished practitioners.  Base  salary  plus 
incentive  bonus  and  a comprehensive 
benefit  package  offered.  Facilities  and 
medical  equipment  provided. 
Appointment-based,  urgent-care,  fee-for- 
service,  and  participation  in  managed 
care  plans. 

INTERNAL  MEDICINE 

Excellent  opportunity  for  BC  Internist  to 
join  progressive  four-person  Methodist 
affiliated  group.  Competitive  salary  with 
comprehensive  benefit  package  and 
rotating  call  coverage. 

Please  forward  CV  to  Susan  Cogburn, 
Physician  Recruiter,  Methodist  Hospitals 
of  Dallas,  PO.  Box  655999,  Dallas,  TX 
75265  or  call  (800)  727-6131  or  (214) 
947-4579.  Fax:  (214)  947-4501. 


AUSTIN,  TEXAS 

Ambulatory  Care  Clinic 

$70  hour 

25  minutes  from  U.T.  Austin. 
Part  or  full  time. 

Send  CV  to  Elgin  Family 
Medical  Center,  209  E.  2nd 
Street,  Elgin,  TX  78621. 
Fax:  (512)  285-2872. 


GREAT  TEXAS  FP  OPPORTUNITY! 

Slow  paced  lifestyle/convenient  to 
metro.  Great  payer  mix  and  hospital 
support.  Excellent  income  guarantee, 
1 :4  call.  Call  Mary  Latter  today  - 
800-520-2028.  Job  #M137FAF 


| AUSTIN,  TEXAS  1 


The  City  of  Austin, 
Texas/Travis  County 
Health  and  Human 
Services  Department 


Has  excellent  opportunities  for  Family 
Physicians  to  provide  care  in  Women’s 
Health,  Pediatric,  and  Adult  in  commu- 
nity based  clinics.  Benefits  include 
vacation,  sick,  and  holiday  pay,  paid 
malpractice  insurance,  memberships 
and  CME  allowance.  Contact: 

Phil  Brown,  Recruiter 
2100  E.  St.  Elmo 
Austin,  TX  78744 
512-707-3288 
512-707-5403  FAX 
1-800-299-0265 


FAMILY  MEDICINE  PHYSICIAN 

Board  Certified 
Needed  in  private  multidisciplinary 
practice  in  Humble,  Texas;  Excellent 
opportunity  for  Texas  licensed  physi- 
cian includes  benefit  package. 

Contact:  Georgia  Watts, 
International  Family  Medical  Center 
(713)  446-9333;  FAX  (713)  446-6143 


S AIM  ANTONIO,  TEXAS  Outstanding 
opportunity  for  BC/BE  general  surgeon  and/or 
internist  in  beautiful  San  Antonio.  Presently 
adding  to  staff  of  multispecialty  clinic  with  satel- 
lite office.  Adjacent  to  major  hospital  center. 
Fee-for-service  and  several  managed  care  plans. 
Contact:  Leroy  Kitch,  Skinner  Clinic,  124  Dallas 
S.,  San  Antonio,  TX  78205.  PH:  210-224-1771. 


UNIVERSITY  HEALTH  SERVICES 
PHYSICIAN  for  Stephen  F.  Austin  State 
University  — serving  12,000  students  with 
outpatient  care,  Monday  thru  Friday,  8 am-5 
pm.  Prefer  applicants  with  1)  MD  or  DO  from 
approved  Medical  College,  2)  Health  educa- 
tion, and  3 year  primary  care  experience,  3) 
Sports  medicine  subspecialty.  Must  have  cur- 
rent Texas  license.  Send  inquiries  to:  Dr. 
Robert  Eanes,  P.O.  Box  13058,  SFA  Station, 
Nacogdoches,  TX  75962  or  call  409-0468-4008, 
409-468-1058  TDD/V.  EO/AAE. 
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Family/General  Practice 


Family  Practice 

IF  YOU  WANT  TEXAS...  new,  attractive  FP 
group  openings  in  Denton,  Corpus  Christi, 
Plano;  major  hospital  affiliations;  attractive 
income  guarantees;  reply  confidentially  to 
Phil  Kelbe,  Fox  Hill  Associates,  250  Regency, 
Brookfield,  WI  53045.  (800)  338-7107; 
Fax:  (414)  785-0895. 


If  you  want  to  be  in  Texas,  you  should  be  talking  to  us. 

Over  100  opportunities  available  throughout  the  state.  For 
specifics  about  opportunities  in  your  location  of  interest, 
contact  Practice  Dynamics,  11222  Richmond,  Suite  125, 
Houston,  TX  77082;  800/933-0911  or  (713)  531-0911. 

INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an  affili- 
ate of  The  University  of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas.  Must  be  board  certified  or  have  met  the  edu- 
cational requirements  to  be  certified  by  the  American  Board 
of  Family  Practice.  Obstetrical  training  (or  experience) 
desired.  Duties  may  include  teaching,  direct  patient  care, 
and  research.  Send  C.V.,  cover  letter,  and  3 letters  of  refer- 
ence to  D.  Clifford  Burross,  MD,  Wichita  Falls  Family 
Practice  Residency  Program,  1301  Third  St.,  Wichita  Falls, 
TX  76301.  An  Equal  Opportunity  Employer. 

Physician  Opportunity  is  available  in  Dallas/Fort  Worth. 
Low  stress,  office  based  practice.  No  nights,  no  emergen- 
cies, and  no  hospital  work.  Paid  malpractice.  M-F.  Lucra- 
tive salary  and  benefits.  Call  Lisa  Cole  at  1-800-254-6425, 
or  fax  CV  to  2 1 4-256- 1181. 

Spanish-speaking  FP’s  needed  throughout  Texas,  Okla- 
homa, Florida,  Arizona,  Ohio,  and  Chicago.  High  income 
guarantees,  full  benefits,  call  coverage.  Call  Mary  Latter- 
800-520-2028.  Job  #M  1 15FAF 

EAST  TEXAS-BC/BE  family  physicians  needed  for 
expanding  primary  care  group.  Salaried  position,  plus 
incentives  and  benefits.  Community  hospital  adjacent  to 
medical  office.  Congenial,  board-certified  colleagues.  Fam- 
ily-oriented area,  university,  airport,  good  schools,  plus 
great  hunting  and  fishing.  Call  or  send  CV  to  Jane  Vogt,  1- 
800-765-3055,  222  So.  Central,  Ste  700,  St.  Louis,  MO 
63105,  FAX  314-726-3009. 


GENERAL  PHYSICIAN  III 

Mexia  State  School,  TXMHMR,  Mexia,  TX. 

Seeking  well  trained,  experienced  physicians 
to  join  six  physician  group  practice;  out- 
patient duties  mainly;  few  Infirmary  patients; 
654  patients/clients  in  residence,  beautiful 
park-like  setting.  Reference  hospital  - Scott  & 
White  Clinic/Hospital,  Temple,  TX;  light  call 
duty  (rotational);  starting  salary  approximately 
$96,000;  excellent  benefits.  Please  telephone 
Dr.  Frederick  W Grover  @ 8 1 7-562-282 1 ext. 
400  OR  fax  to  8 1 7-562-7932 


ATTENTION  FAMILY  PRACTITIONERS!!  You  may 

also  be  qualified  for  Emergency  Medicine  positions.  Con- 
tact the  advertisers  listed  under  Emergency  Medicine  for 
more  information. 


FAMILY  PRACTICE  PHYSICIAN  NEEDED  full- 
time to  share  prime  office  space  in  North 
Dallas.  B/E,  B/C  preferred:  HM0/PP0  affilia- 
tion a plus.  Reasonable  Rent;  Excellent  Staff; 
X-Ray/Lab/  and  Call  Coverage.  No  O.B.  Call: 
Gabriel  Fried,  MD  at  (214)  387-0155  or  mail 
C.V.  to:  Family  Medical  Center,  15111 
Preston  Road,  Ste  103,  Dallas,  TX  75248. 


Family  Practice  physicians  needed. 

Up  to  $120,000  guaranteed,  excellent 
benefits,  signing  bonuses  at  some  sites 
Opportunities  throughout  Texas  and 
nationally.  Job  #M123FAF 

Call  Mary  Latter  800-520-2028! 


Family  Practitioners, 
Pediatricians,  Internists 


University  Medical  Group  is  a 
national  physician-owned  and 
physician-operated  primary  care 
medical  practice  with  offices  oper- 
ating in  Houston,  Dallas,  Chicago, 
New  York,  New  Jersey,  and  the 
District  of  Columbia.  The  Dallas- 
Ft.  Worth  Region  seeks  full-time 
and  part-time  physicians.  We 
have  7 health  care  centers 
throughout  the  region,  with  future 
sites  planned  for  1995-96. 

✓ Must  be  board  certified  or  eligible. 

✓ Salary  ranges  from  $100  - 160K. 

✓ CME  stipend  and  leave 

✓ Paid  vacation 

✓ Malpractice  with  tail  coverage 

✓ Flexible  schedule 

...  and  much  more.  To  arrange  for 
an  interview,  call  Robert  A.  Lloyd, 
MD  at  (214)  570-5505. 


THE  - 

UNIVERSITY  J 


MEDICAL  GROUP 


TEXAS  MEDICINE 
CLASSIFIED  DIRECTORY 
DEADLINES 


November  1995  September  29, 1995 
December  1995  November  1, 1995 
January  1996  December  1, 1995 
February  1996  December  29, 1995 
March  1996  February  1, 1996 


SEE  WHAT  TAKES  SHAPE. 
EXERCISE. 

American  Heart 
Association 

) 1992,  American  Heart  Association 
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Family/General  Practice 


For  Excellent  Practice  Opportunities 

Contact  the  TEXAS  Specialists 


Academic  Positions  (in 
Family  Practice  and 
Internal  Medicine) 
Correctional  Medicine 
Dermatology 
Family  Practice 


Physician 
Resource 
Network 


Hematology/Oncology 
Internal  Medicine 
Pediatrics 
Physiatry  (PM  & R) 
Psychiatry 

Pulmonary  Medicine 


Endorsed  by  the  TEXAS  MEDICAL  ASSOCIATION 

(817)  431-9679  • (800)  525-6055  • Fax  (817)  431-2317 
1342  Johnson  Road  • Keller,  Texas  76248-4205 


PHYSICIAN  SEARCH  AND  PLACEMENT 
EDUCATIONAL  LECTURES 
PHYSICIAN  MANPOWER  NEEDS  ANALYSIS 


Internal  Medicine 

IM’S  BEST  OPPORTUNITY!  BEST  demand  regional 
hospital!  BEST  schools  - #1  rating!  BEST  lakes/recreational 
areas!  BEST  access  to  culture  and  metro.  $120K+,  loan 
repayment.  Call  Mary  Latter  at  1-800-520-2028!  Job 
#01441 IAF 

EAST  TEXAS  - P remier  internal  medicine  group. 
$110,000  guarantee  plus  benefits.  Call  of  1 in  8.  Partner- 
ship after  2 years.  Top-notch  schools.  Safe  family  commu- 
nity. Lakes  and  outdoor  activities.  90  miles  to  Dallas.  Con- 
tact Patience  Schock,  1-800-765-3055;  (314)  725-1892. 

BC/BE  Family  Practice  or  Internal  Medicine  to  join 
5-member  multi-specialty  group  in  San  Antonio,  TX. 
Mild  weather,  good  benefits.  Contact:  Mr.  Leroy  Kitch 
(210)  224-1771. 


METRO  TEXAS:  BC  IM  needed 
immediately.  Take  over  established 
practice.  Full  hospital  support  and 
call  coverage,  $150,000  guarantee. 
Call  Mary  Latter  today  - 800-520-2028. 
Job  #1 83IAF 

EAST  TEXAS  - BC/BE  general  internists  needed  for 
expanding  primary  care  group.  Salaried  position,  plus 
incentives  and  benefits.  Community  hospital  adjacent  to 
medical  office.  Congenial,  board-certified  colleagues.  Fam- 
ily-oriented area,  university,  airport,  good  schools,  plus 
great  hunting  and  fishing.  Call  or  send  CV  to  Jane  Vogt,  1- 
800-765-3055,  222  So.  Central,  Ste  700,  St.  Louis,  MO 
63105,  FAX  314-726-3009. 


HOUSTON,  TX  - SUBURBS:  Strong  community  based 
hospital  forming  private  practice  SS  group,  balance  of 
autonomy  with  security.  Call  1:7  (share  with  existing  prac- 
tice), competitive  income  and  full  benefits.  Bi-lingual  a 
plus!  Call  Melissa  McMurray  at  1-800-765-3055  for  details. 
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Internal  Medicine 


Locum  Tenens 


INTERNAL  MEDICINE,  FAMILY 
PRACTICE,  AND  PEDIATRICS, 
BOARD  CERTIFIED  OR  BOARD 
ELIGIBLE,  UNIQUE  OPPORTUNITY 
WITH  PRIMARY  CARE  GROUP  to 
provide  hospital  inpatient  care  (Baylor 
University  Medical  Center,  Dallas)  or  office 
outpatient  services,  depending  on  physi- 
cian preference  for  hospital  or  office  prac- 
tice. Other  attractive  opportunities  in  subur- 
ban areas  of  Dallas/Fort  Worth.  Very 
attractive  compensation  package  includes 
salary,  plus  benefits  to  include  professional 
liability  insurance,  major  medical  and  term 
life  insurance,  paid  vacation,  one-week 
paid  CME  time,  a $2000  CME  allowance, 
a retirement  program,  and  financial  incen- 
tives to  promote  individual  achievement 
and  group  goals.  This  is  a physician-man- 
aged  group.  For  additional  information, 
contact  Brenda  Lancaster,  Texas  Primary 
Care,  1717  Main  Street,  Suite  5200, 
Dallas,  TX  75201;  214/712-2018  or 
800/527-2145. 


Internal  Medicine  physicians  needed. 

Up  to  $140,000  guaranteed,  excellent 
benefits,  signing  bonuses  at  some  sites. 
Opportunities  throughout  Texas  and 
nationally.  Job  #M125IAF 

Call  Mary  Latter  800-520-2028! 


SAVE  YOUR  LEAP  OF  FAITH  FOR  THE  BUNGEE  JUMP. 


When  you  practice  medicine  as  part  of  the  CompHealth  locum  tenens  physician  network,  all 
the  options  are  yours.  Because  we  have  more  practice  opportunities  in  more  places  than  any- 
one else.  Full-time  or  part-time.  For  a week  or  a year.  To  seriously  explore  your  oppor 
tunities,  or  just  enjoy  sidestepping  the  administrative  headaches  and  politics  that  can  take  all 
the  fun  out  of  practicing  medicine. 

We  have  outstanding  short-  and  long-term  locum  tenens  assignments,  trial  practice  options, 
and  permanent  placement  opportunities  available  all  across 
the  countrv.  And  our  personal  service  makes  it  easy.  Call 
today  to  hear  more  about  your  options.  Take  the  plunge! 

800-328-305  I 


CompHeaiih 

Your  Health  Care  Resource 


CLASSIFIED  ADVERTISING  CATEGORIES 

Aller.  & Immuno. 

Hematology 

Ophthalmology 

Entertainment 

Anesthesiology 

Internal  Medicine 

Ortho/Ortho  Surg 

Medical  Equip. 

Cardiology 

Locum  Tenens 

Otolaryngology 

Office  Space 

Dermatology 

Neonatology 

Pathology 

Practices 

Emergency  Medicine 

Neurology 

Pediatrics 

Property 

Endocrinology 

Neurosurgery 

Phys.  Med. /Rehab 

Travel 

Family/Gen  Pract. 

Occup  Medicine 

Plastic  Surgery 

Vacation  Homes 

Gastroenterology 

Ob/Gyn 

Psychiatry 

Cont.  Education 

Geriatrics 

Oncology 

Radiology 

Business  & Financial 

Rheumatology 

Services 

Urology 

The  New  Food  Label 


The  new  food  label  makes  it  easier  to 
find  out  what's  in  the  food  you  eat. 
Look  for  "Nutrition  Facts"  on  the  side 
or  back  of  the  package-that's  how  you 
know  it's  the  new  food  label. 

CM  It  Out! 

A public  service  of  this  publication  and 
the  U.S.  Food  and  Drug  Administration. 
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Locum  Tenens 

In#  rim 

Physicians® 

In  Texas  since  1982 

Helping 

provide  continuity 
of  patient  care. 

\^f  Locum  Tenens 

I Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/QYn 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Flan  ahead,  call  todayl 

1-800-531-1122 


HELP  NEEDED  FOR  AID 
TRIP  TO  THAILAND 
AND/OR  IRAN  JAVA 

Physicians,  Dentists,  and  Nurses  are 

being  recruited  for  November  10-25, 
1995,  North  Thailand,  Queens  project. 
Also,  February  10-25,  1996  to  Iran  Java. 
For  more  information  or  to  donate 
money  for  medical  supplies  for  the 
needy,  write  to: 

Christian  Medical  Association 
P.O.  Box  3501 
Seal  Beach,  CA  90740 
Phone  (310)  592-3791 


PHYSICIANS 

K^JIrdintited 


• Nationwide  Locum 
Tenens  Stalling. 


• Highly  qualified,  dedicated 
physicians. 


• Personal  attention  from 
our  experienced  locum 
tenens  professionals. 


• Fair  client  rates  & excellent 
physician  compensation. 


1-800-227-0316 
H6uston  - 867-8510 
Fax  - 713-867-8591 


Orthopedics 

SOUTH  TEXAS:  General  Orthopedics/Sports  Med- 

cine.  Fastest  growing  area  in  TX.  University,  diverse  cul- 
tural/recreational activities.  Guarantee,  incentives,  coverage. 
Call  or  send  C.V.  to  Jane  Vogt,  800-765-3055,  222  S.  Cen- 
tral, Suite  700,  St.  Louis,  MO  63105.  FAX:  314-726-3009. 


Pediatrics 

Houston,  TX  SSG  in  suburban  location  seeks  pediatri- 
cian. Competitive  compensation  package.  For  details,  con- 
tact Practice  Dynamics,  11222  Richmond,  Suite  125, 
Houston,  TX  77082;  800/933-091 1 or  (713)  531-0911. 


THE  BEST  PEDIATRIC  JOB  IN  TEXAS, 

Best  access  to  metro-Austin,  Best 
income  potential,  SS  sroup,  1:4  call, 
800  newborns/year,  Best  hospital 
support.  Best  call  Mary  Latter  today  - 
800-520-2028.  Job  #M139PAF 


Pediatricians  needed. 

Up  to  $115,000,  excellent  benefits, 
signing  bonuses  at  some  sites. 
Opportunities  throughout  Texas  and 
nationally.  Job  #M124PAF 

Call  Mary  Latter  800-520-2028! 

Radiology 


We  cover  youK 


RADIOLOGY 


1-800-523-9955 


Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  1-800-284-4560  / Houston  713-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  4l3JL, Bronstein 

Houston,  TX  77242-23  14  

FAX  71  3-493-2234 & Associates 
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Other  Opportunities 


r 

/ 

s 

1 

m 

1 Hendrick  Medical  Center 

Leading  medical  center  in 
Texas  Midwest  offers  you  an  excit- 
ing opportunity  in  the 
following  specialties: 

• Family  Practice 

• Pediatrics 

• Internal  Medicine 

• Rheumatology 

• Medical  Oncology 

• Nephrology 

• Neurosurgery 

• Physiatry 

Send  C.V.  to  Laura  Minor 
Physician  Recruitment 
Coordinator 

Hendrick  Medical  Center 
Abilene,  Texas  79601 
(915)  670-3528  /fax  (915)  670-2293 


University  Health  Service  Campus 

of  25,000  seeks  physician  to  join  an  eight- 
member  medical  staff  to  provide  health  care 
to  students.  On-site  laboratory,  x-ray,  and 
pharmacy  facilities.  Nutritional, 
orthopaedics,  dermatology,  gynecology, 
and  health  education  services  also  avail- 
able. 40  hour  work  week  with  no  call  or 
weekends.  Salary  is  $75,000  - $80,000 
plus  benefits,  based  on  years  of  experience. 
BC/BE  preferred  but  not  essential.  Contact 
Dee  Jackson,  Associate  Director,  3601  4th 
Street,  Thompson  Hall,  Lubbock,  TX  79430 
(806)  743-2860,  FAX  (806)  743-1  071 ' 
EEO/AA  EMPLOYER 


PRACTICE  OPPORTUNITIES 

Openings  nationally  in  ALL  specializa- 
tions. Excellent  salary  and  benefit  pack- 
ages including  partnership  opportunities, 
100%  paid  malpractice,  moving  and  relo- 
cation expenses,  license  assistance,  up  to 
six  weeks  paid  vacation.  On-site  interview 
expenses  paid.  Toll  free  24  hours:  (800) 
759-0104.  Send  CV  to:  La  Salle  Medical 
Group,  2708  N.  68th  Street,  #2-357, 
Scottsdale,  Arizona  85257  or  FAX  to:  (602) 
242-2298. 


Ambulatory 
Preventive  Medicine 


The  Tarrant  County  Health 
Department  is  seeking  board  eli- 
gible/certified physicians  in  the 
fields  of  public  health  & preven- 
tive medicine  and  family  medi- 
cine with  public  health  experi- 
ence. This  position  entails  clinical 
practice  and  program  manage- 
ment/oversight. Research 
opportunities  are  available. 

A generous  compensation 
package  is  provided  with  over 
30-days  paid  leave.  The  Fort 
Worth/Tarrant  County  Health 
Departments  are  the  most  inno- 
vative and  dynamic  in  Texas. 
Join  our  dedicated  health 
teams  for  a rewarding  career  in 
serving  the  community. 

Send  CV  to: 

Alecia  Hathaway,  MD,  MPH 
Fort  Worth/Tarrant  County 
Health  Departments 
1800  University  Drive 
Fort  Worth,  TX  76107 
(817)  871-7208 

© 

Fort  Worth/Tarrant  County  Health  Department 


EXCITING  PHYSICIAN 
OPPORTUNITIES  AVAILABLE 


We  are  seeking  Board  Certified  or  Board 
Eligible  Family  Practice,  Internal 
Medicine,  and  Pediatric  Physicians  to 
join  our  team  in  San  Antonio.  San 
Antonio,  one  of  the  nation’s  10  largest 
cities,  has  a wide  variety  of  benefits  to 
offer:  warm  climate,  friendly  people, 
numerous  theme  parks,  beautiful  lakes 
and  hill  country  within  minutes  from  met- 
ropolitan area;  all  the  advantages  of  a 
large  city  but  with  a small  town  atmos- 
phere. We  offer  the  opportunity  for  you 
to  practice  medicine  while  we  take  care 
of  the  administrative  hassles.  We  provide 
the  setting,  employees,  and  equipment.  If 
you  have  previous  experience  in  Primary 
Care/Preventive  Medicine  setting  and 
would  like  a schedule  that  includes  mini- 
mal nights,  weekends  or  holidays,  an 
excellent  salary  and  strong  benefits  pack- 
age, please  fax  your  curriculum  vitae  to 
ATTN:  Wally  Rich,  Physician  Recruiter 
(210)  617-1940  or  mail  C.V.  to:  Humana 
Health  Care  Plans,  Suite  370,  8431 
Fredericksburg  Road,  San  Antonio,  Texas 
78229.  We  hope  to  hear  from  you  soon. 

FOR  SALE  OR  LEASE 

Hunting 

San  Saba  County  Hunting.  Abundant 
deer,  turkey,  and  hogs.  Good  cover  and 
water.  Fishing  in  nearby  Colorado  River. 
TP&W  game  management,  lightly  hunted 
past  years.  2 bedroom  rock  house  (sleeps 
8),  kitchen,  hot  water,  & bathroom.  3000 
acres.  10  hunters.  $15,000.  (214)  902-9553. 


Medical  Equipment 

ENT  MEDICAL  & OFFICE  EQUIPMENT  AVAIL- 
ABLE. Single  practice.  40%  current  price.  SMR  cabinets 
and  chairs,  microscope,  audiometer  & booth,  typewriters, 
copier,  filing  cabinets,  etc.  Leave  message.  (713)  482-6330. 
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FOR  SALE  OR  LEASE 

Office  Space 

PLANO:  URGENT  CARE/FP  PRACTICEhas  extra 
space.  Part-time/Full-time  space  available.  Staff,  Utilities. 
Dr.  Rakkar  (214)  596-1003. 

DUNCANVILLE/DE  SOTO  - For  Lease:  1500  square 
foot,  executive  medical  suite,  fully  furnished.  Full  or  part 
time  sub-lease.  Directly  across  from  Charlton  Methodist 
ER.  (214)  747-8662. 

Recently  vacated  medical  suite  available  in  W. 
Houston/Bear  Creek  area.  1910  square  feet  at  Competitive 
Rate.  Vickie  Lyons  (713)  558-001 1 . 

Practices 

Medical  Practice  for  sale  (North  Dallas).  General  prac- 
tice for  more  than  10  years.  Retirement.  Gross  income 
200K  per  year.  Call  (214)  243-2828;  (214)  248-4350. 

Business  and  Financial  Services 


ViriLife  Medical  Clinics 
Houston,  Texas 

Seek  joint  venture  partners;  $25K  - 
$400K  investment.  For  business  plan, 
call  the  L.V.  Cinquemani  Group  at: 
(800)  880-3615 


FINANCIAL  SERVICES 


PHYSICIAN’S  SIGNATURE  Loans 

Borrow  up  to  $50,000  unsecured  through 
Physicians  Services  Association,  a division 
of  Trust  Company  Bank.  Since  1891,  Trust 
Company  has  continued  its  heritage  of 
steady  growth  by  extending  consistently 
prompt,  courteous  and  professional  service 
to  our  customers.  Simply  call  to  check  the 
features  of  our  Physicians  Signature  Loan 
Program.  (Special  interest  only  payments 
for  in-training  and  new  practitioners:  may 
qualify  for  up  to  6 years  to  repay).  TOLL 
FREE  (800)241-6905  ATLANTA,  GA. 


Ambulatory  Surgical 
Center  Consultants 


Team  of  physician,  architect  and  medical 
consultant  will  help  you  develop  your  own 
Medicare  approved  Ambulatory  Surgical  or 
Specialty  Facility.  Contact  Connie  Burk  @ 
(817)  338-4637  or  write  420  S.  Henderson, 
Ft.  Worth,  TX  76104.  


LAW  OFFICES  OF 
ROBERT  V.  WEST,  M.D. 
ATTORNEY  AT  LAW 


1250  N.E.  LOOP  410,  #805 
SAN  ANTONIO,  TEXAS  78209 
(210)  828-4218 
FAX  (210)  822-5557 


910  LAVACA 
AUSTIN,  TEXAS  78701 
(512) 479-1399 
(800)  999-9177 
FAX  (512)  478-7731 


Workers’  Comp  Solutions 
for  Medical  Professionals 


Software:  Workers’  Comp  Solutions  (WCS)  is  a 
powerful  windows  based  package  that  produces 
all  the  TWCC  medical  reports  using  on-screen 
forms  (TWCC  61’s,  63’s,  64’s,  69’s,  and  70’s.) 

Other  Features: 


» Patient  Tracking 

* Management 
Analysis  Reports 

» 800#  Software 
Support 

• TWCC  Approved 
Forms 


► On-Line  Help 

• Patient  Summary 
Reports 

• Windows 
Environment 

• All  Printers 
Compatible 


For  more  information,  call  PI  S.  for  a free  brochure: 

(800)  747-7135 


Travel  & Leisure 

Join  TMA  members  on  a new  journey  offered  by  the 

Association  Discovering  the  Magic  of  Portugal  will  take 
you  to  Portuguese  castles  that  are  as  fine  as  any  found  in 
Spain,  Gothic  abbeys  that  rival  those  of  France  and 
medieval  villages  that  are  beautiful  and  unspoiled.  Depar- 
ture Date:  October  20-28,  1995.  Contact  Jeanette  Prentice, 
800  880-1300,  extension  1565  for  details. 

Traveling  physicians:  Keep  watching  this  section  for  a 

growing  list  of  special  “getaways.”  We  are  endeavoring  to 
provide  you  with  unusual  travel  opportunities  - from  the 
luxurious  and  exotic  to  the  adventurous  and  bargain-priced! 
Advertisers:  to  list  your  travel  buy  here,  call  the  Advertising 
Department  at  (800)  880-1300. 


If  We  Can  Teach  the  Pros 


ACADEMY  OF 
GOLF  DYNAMICS 
CAN  TEACH  YOU! 

You  will  learn  to  play  your  best  golf 
everytime.  Bill  Moretti,  honored  as  South 
Texas  PGA  Teaching  Pro  of  the  Year,  and 
his  staff  are  among  the  country’s  most 
recognized  golf  instructors.  They  teach 
PGA  and  LPGA  pros,  top  amateur,  junior, 
and  hundreds  of  low,  mid,  and  high 
handicap  golfers.  They  all  improve!! 


4 14  years  of  success 
4 Individual  on-course  instruction 
4 3:1  (or  lower)  Student/Teacher  ratio 
4 Jack  Nicklaus  designed  ultimate 
teaching  facility 
4 Hi-Tech  analysis  equipment 
4 Take-home  video  & manual 
4 Very  cost  effective 
4 Family  lodging  packages  including 
pool,  tennis  courts  and  workout  area 

Call  1-800-879-2008  for  a free 
brochure  about  our  golf  schools. 

ACADEMY  OF 
— GOLF 

DYNAMICS 

(512)  261-3300 
45  Club  Estates  Pkwy 
Austin,  TX78738  / 


f pHVSicmN  s vflcnno  n\ 

HOME  EXCHANGE 


Rent-Free  Home  Exchanges 
Rental  Listings  for  Second  Homes 
USA  and  Other  Countries 

Free  Brochure 

548  Mary  Esther  Cutoff,  Ste.  312 
Ft.  Walton  Beach,  FL  32548 
Phone:  800-839-8956 
Fax:  904-651-3786 


J 
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Travel  & Leisure 


The  Greenhouse  Offers.. 

**  An  exclusive  women's  spa  in  Arlington,  Texas. 
4*  State-of-the-art  programs  in  fitness,  diet, 
beauty  and  massage. 

**  Gratification,  rejuvenation,  relaxation  and 
satisfaction. 

**  Massages,  facials,  beauty  consultations,  scalp 
and  hair  treatments. 

**  Fitness  classes,  water- aerobics,  Tai  Chi,  and 
much  more  every  day. 

A nutritionist  and  a registered  nurse  on  staff 
to  assist  you. 

^ A chance  to  be  pampered! 

Choose  one  of  the  world’s  most  exceptional  and 

premier  destinations,  THE  GREENHODSE! 

Let  us  treat  you  to  luxury  in  the  best  of  spa  facilities. 

Reserve  now  for  a traditional  full-week  package. 

At  certain  times  of  the  year,  mini-week  programs 
are  also  available. 

For  brochures,  special  rates  and  promotions, 
please  call  our  Sales  and  Marketing  Office... 

817/640-4000 


TRAVELING  TO  SAN  ANTONIO?? 

IF  you're  planning  to  attend  the  American 
Society  of  Clinical  Pathologists,  the 
American  Society  of  Tropical  Medicine 
and  Hygiene,  the  Arthroscopy  Association 
of  North  America,  or  other  medical 
conferences,  why  not  stay  at  THE 
VICTORIAN  LADY  INN??  We  are  a 
historic  mansion  with  spacious  rooms, 
antiques,  private  baths,  verandas,  TVs 
and  phones,  featuring  a full  breakfast  and 
afternoon  tea.  Best  of  all,  The  Riverwalk 
and  Convention  Center  are  just  steps 
away.  Great  rates!!  (800)879-7116. 


Advertising  Rates  & Data  - Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the).  Display  classi- 
fied advertising  sells  for  $95  per  column  inch,  with  a one 
inch  minimum.  A variety  of  typefaces,  logos,  and  borders 
may  be  used  in  display  classified  ads.  Discounts  are  avail- 
able for  display  classified  ads  5 inches  and  larger. 

5 to  9 1/2  inches  $85/inch 

10  to  19  1/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising  with 
Texas  Medicine.  Ad  box  numbers  can  be  substituted  for  for- 
mal addresses  upon  request  at  no  extra  cost.  Name  and 
address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  1st  of  the 
month  (or  the  closest  business  day)  preceding  publication. 
Send  copy  to  Denise  Kotson,  Assistant  Advertising  Man- 
ager, Texas  Medicine,  401  West  1 5th,  Austin,  Texas  78701. 


TALK  TO  TEXAS 
with 

Texas  Medicine 
Classifieds 

Fax  or  phone  in  your  ad  to 
Texas  Medicine  with  your 
Visa  or  Mastercard  number. 


For  more  classified 
advertising  information  call 
the  Texas  Medical  Association 
Advertising  Department  at 
(512)  370-1382 
FAX  (512)  370-1632. 


Advertising  Directory 


Aberdeen  Medical  Insurance  Serv.  15 

Academy  of  Golf  Dynamics 68 

Access  Medical  Systems  11 

Advantage  Auto  Lease 43 

American  College  of  Allergy,  Asthma,  & 

Immunology  20 

Autoflex  Leasing Inside  Front  Cover 

Coastal  Physician  Services 61 

CompHealth  65 

Emcare  Physician  Staffing 45,  65 

Ford  and  Ferraro  15 

Freeman  & Cockerell  Dermatopathology 

43 

HPSC  40 

Hendrick  Medical  Center 67 

IPA 8 

Interim  Physicians  66 

Jay  Menna  Insurance  39 

McNabb,  Douglas  40 

Medical  Control 45 

Medical  Protective  Company 5 

Medstaff  National  Medical  Staffing  35 

North  Texas  Medical  Education  Consortium 

71 

Physician  Resource  Network  64 

Physicians  Unlimited 66 

Prism  Radiology  Network  35 

Radiology  Resources 66 

Scott  & White Back  Cover 

Tarrant  County  Health  Department 67 

Texas  Medical  Association 

Fall  Conference 6 

PSO  21 


Texas  Medical  Association  Insurance  Trust 

1 

Texas  Medical  Liability  Trust 

Inside  Back  Cover 


The  Greenhouse  Spa  69 

The  Sterling  Group  61 


The  University  of  California,  San  Francisco 

70 

The  University  of  Texas  Southwestern 


Medical  Center  at  Dallas  71 

Timberlawn  Psychiatric  Hospital  27 

U.  S.  Air  Force 35 

U.S.  Army  27 

Woodway  Financial  Advisors  20 


Publication  of  an  advertisement  in  Texas  Medicine  is  not  to 
be  considered  an  endorsement  or  approval  by  the  Texas 
Medical  Association  of  the  product  or  service  involved. 
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Educational  Opportunities 


"AGING:  REDUCING,  REVERSING  AND 
COPING  WITH  ITS  EFFECTS" 


17  Category  I Credits 


The  Broadmoor  • Colorado  Springs 
November  3-5,  1 995 


American  College  for  Advancement  in  Medicine 
23121  Verdugo  Dr.,  Suite  204  • Laguna  Hills,  CA  92653 

(800)  532-3688 


CME  Travel/Ski  Programs 


18th  Annual 

INFECTIOUS  DISEASES 
IN  CLINICAL  PRACTICE 

January  28-February  2, 1996  Vail,  Colorado 

21  Category  1 AMA  credit  hours,  21  CELTS  ACPE 

11th  Annual 

PRIMARY  CARE  MEDICINE: 
CONCEPTS  & CONTROVERSIES 

February  18-23, 1996  Snowmass,  Colorado 

20  Category  1 AMA  credit  hours. 

Sponsored  by  the  University  of  California  School  of  Medicine 
at  San  Francisco  Office  of  Continuing  Medical  Education. 

For  complete  brochures  on  these  programs  contact: 
UCSF  Postgraduate  Programs 
415/476-5208  or  fax  415/476-3542 


Department  of  Medicine 

University  of  California 

San  Francisco  School  of  Medicine 


Winter  Radiology  Meeting 
January  20-27.  1996 

ARUBA-SONESTA  RESORTS 

Sponsored  by  the  Division  of  Radiologic 
Sciences  and  the  Division  of  Continuing 
Education,  Bowman  Gray  School  of 
Medicine  of  Wake  Forest  University, 
Winston-Salem,  NC.  For  more  information, 
call  Pat  Rice  at  (800)  277-7654  or  Gigi 
Phillips  at  (800)  849-1680  Ext.  772. 

ULTRASOUND  EDUCATION,  Category  I CME:  Spe- 
cialties of  OB/GYN,  Urology,  Family  Practice,  Emergency 
Medicine,  Endocrinology,  and  Abdominal.  Contract 
courses  can  be  brought  ro  your  location,  minimum  enroll- 
ment required.  Call  1-800-239-1361  for  more  information 
and/or  a free  catalogue.  Advanced  Health  Education  Cen- 
ter, 8502  Tybor  Street,  Houston,  TX  77074. 

"Expanding  Horizons  in  Allergy,  Asthma,  & Immunol- 
ogy” - November  10-15,  Wyndham  Anatole  Hotel,  Dallas. 
Primary  Care  Physicians  Invited.  See  our  display  ad  on  page 
20  or  call  ACAAI  @ (708)  427-1200. 


TWENTY-THIRD  ANNUAL  WILLIAMSBURG  CON- 
FERENCE ON  HEART  DISEASE  Sponsored  by  the 
American  College  of  Cardiology.  December  3-6,  1995. 
Williamsburg  Conference  Center,  Williamsburg  Lodge, 
Williamsburg,  Virginia.  Program  Director:  William  C. 
Roberts,  MD,  FACC.  Inquiries:  Registration  Secretary, 
Extramural  Programs,  American  College  of  Cardiology, 
9111  Old  Georgetown  Road,  Bethesda,  MD  20814- 
1699;  1-800-257-4739;  FAX  301-897-9745. 


TMA  Practice  Management 
Seminars 

Impairment  Evaluation  Under 
Workers  ’ Compensation 
October  6 - 8 in  Dallas 
Basic  & Advanced  Course  Offered 

Managed  Care  Update:  Advanced 
Strategies  for  Your  Practice 
November  7 - Austin 
November  8 - Houston 
November  14  - Dallas 
November  15  - Fort  Worth 

To  register,  call  (800)  880-1300, 
Ext.  1421 
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ST.  JOSEPH  HOSPITAL 
HOUSTON 

Presents  Our  Fifth  Offering  Of  : 

An  Updated  Medical/Legal  Symposium: 

FETOPLACENTAL  PATHOLOGY 
AND  ASSESSMENT  OF  THE 
BRAIN  DAMAGED  INFANT 

St  Joseph  Hospital  October  20  and  21,  1995 

Houston  At  The  Westin  Galleria-Houston 

1 2 Hours  AMA,  PRA  Cat.  1 

Registration  Information:  St,  Joseph  Hospital  CME:  (713)  75 6-5685  or  756-5651 


NORTH  TEXAS  MEDICAL 
EDUCATION  CONSORTIUM 
AND 

THE  FACULTY  DEVELOPMENT 
CENTER  AT  WACO 


ANNOUNCE 

MANAGED  CARE  UNIVERSITY™ 
SYMPOSIUM  I 

"PHYSICIAN  SURVIVAL  STRATEGIES" 

September  22-23,  1995* 
Arlington  Marriott 

Curriculum  designed  for  Residency 
Faculty,  Practitioners,  and  Health 
Care  Administrators. 

Presented  by  National  Association 
of  Managed  Care  Physicians  in 
Collaboration  with  American 
College  of  Managed  Care 
Medicine. 

Cost:  $500  (Includes  $1  95 
NAMCP  Membership) 

CME:  1 4 Hours 

Contact:  Dr.  Joan  Faubion 
President,  North  Texas  Medical 
Education  Consortium,  1300  S. 
University,  Suite  305,  Fort  Worth, 
Texas  761 07. 

Internet:  faubion@dale.hsc.unt.edu 
(8 1 7)  336-6444  Fax  (8 1 7)  336-7445 

‘Rangers  vs  Angels  tickets  available 
@(817)273-5100 


I CME  IN  DALLAS  1 

Diagnostic  Radiology 
Update 

October  27  - 29, 1995 

Friday-Saturday-Sunday 

This  20th  annual  program 
focuses  on  practical  advances 
applicable  in  everyday  practice. 

Accredited  for  18  hours  Cat.  I 
AMA,  and  ASRT  approved 
credit. 

Tuition:  $360.00  physicians, 

$200.00  residents  or  technologists. 

Southwestern 

THE  UNIVERSITY  OF  TEXAS 
SOUTHWESTERN  MEDICAL  CENTER 
AT  DALLAS 

JOINTLY  SPONSORING  WITH 

Parkland  Radiology  Residents' 
Alumni  Association 

For  information  and  brochure: 
Contact  Dolly  Christensen 
214-648-8013  (or)  214-648-8018 


Get  the  credit 
you  need 
from  the  CME 
Resource  Center 

Earn  Category  1 
continuing  medical 
education  credit  with: 

• Videos,  including  The 
Network  for  Continuing 
Medical  Education  series 

• Audio  Digest  subscription 
discounts 

• Scientific  American 
DISCOTEST  and 
RxDx  software  for  loan 

• Specialty  board  review 
programs 

Hours 

Mon-Fri 8:15  a. m. -5:15  p.m. 

Sat 9 a.m.-l  p.m. 

(holiday  hours  may  vary) 

401  West  15th  Street 
Austin,  Texas  78701-1680 
(800)  880-1300 
(512)  370-1550 
(512)  370-1634  (fax) 
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Question 

What  is  your  favorite  lawyer  joke? 


hy  are  lawyers  being  used  to  replace  labora- 
tory rats  for  experimental  testing?  (1)  The 
lab  technicians  don’t  become  attached.  (2)  There  are  more 
of  them.  (3)  There  are  some  things  that  you  just  can't  get 
a rat  to  do.” 

Dennis  D.Tedford,  MD,  34 

family  practice,  Brownfield 


hat’s  the  difference  between  a personal  in- 
jury lawyer  and  a catfish?  One  is  a bottom- 
dwelling, scum-sucking  scavenger,  and  the  other  is  a fish.” 

John  L.  Wamble,  MD,  52 

psychiatry,  Baytown 


hat  is  the  difference  between  a lawyer  and  a 
dead  armadillo  in  the  road  in  Texas?  There’s 
a skid  mark  in  front  of  the  armadillo.” 

John  D.  Dunn,  MD,  JD,  49 

emergency  medicine,  Brownwood 


“A  doctor,  a dentist,  and  a lawyer  were  fishing  in 


shark-infested  waters  when  a large  wave  cap- 
sized their  boat.  Unable  to  get  back  in  the  boat,  they  decid- 
ed that  two  would  hang  on  and  the  third  would  swim  to 
the  shore  for  help.  Although  there  were  hundreds  of  sharks 
in  the  water,  the  lawyer  took  off.  As  he  swam  toward  the 
shore,  the  sharks  moved  aside.  The  dentist  said,  ‘That’s  a 
miracle!’  The  doctor  said,  ‘That’s  professional  courtesy.’” 


hat  is  black  and  brown  and  looks  good  on  a 
lawyer?  A Doberman.” 

William  P.  Shutze,  MD,  35 

vascular  surgery,  Dallas 


Joan  Richardson,  MD,  50 

neonatal-perinatal  medicine,  Galveston 


“W 


hat  is  the  difference  between  a vulture  and  a 
lawyer?  A vulture  doesn’t  get  frequent  flyer 


mileage.” 


■ t has  been  announced  that  a Middle  Eastern  ter- 
I rorist  group  has  abducted  70  lawyers  and  is  hold- 
ing them  hostage.  They  have  stated  that  unless  their  de- 
mands are  met,  they  will  release  one  every  hour.” 


Donald  F. Terry,  MD,  63 

cardiovascular  diseases,  Wichita  Falls 


Clark  C.  Watts,  MD,  JD,  57 

neurological  surgery,  Austin 


“W 


hy  do  you  bury  lawyers  6 feet  underground? 
Because  deep  down,  they’re  nice  people.” 


Charles  W.  Bailey,  Jr,  MD,  JD,  54 

plastic  surgery,  Houston 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians’  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone.  We  welcome  suggestions  for  future  topics. 
Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX  78701,  or  fax  them  to 
(512)  370-1632. 
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Prescriptive  authority  compromise  • Managing  Medicaid  • UR  mise 


r-i 


For 


Ten 


Years 


All  We’ve 


Done  Is 


Lease 


Cars. 


After  10  years  in  practice,  you're  an  expert  in  your  field.  Likewise,  Autoflex 
Leasing  is  the  recognized  expert  in  auto  leasing.  We  are  endorsed  by  both  the 
Texas  Medical  Association  and  the  Texas  Dental  Association. 

So,  call  an  Autoflex  leasing  specialist  today. 


Autoflex 

(l  e a s i n g) 

Call  1 -800-678-FLEX 
(3359) 

or  817-234-1234 


Today’s  Health  Care  is  About 

Choices 

and  Control  of  Costs. 


Now  TMAIT  offers  you 
both. 

For  40  years,  your  Texas  Medical 
Association  Insurance  Trust  has 
offered  traditional  indemnity 
insurance  products  for  TMA 
physicians,  family  members,  and  staff. 

Today,  some  of  your  patients  are  choosing 
new  forms  of  insurance  that  provide 
quality  health  care  but  at  a lower  cost. 

Now,  TMAIT  offers  you  the  same  choice. 

Introducing  Group  Plus 
Point-of-Service  Plan 

As  a TMA  physician,  you  can  choose 
traditional  indemnity  plans  or  Group  Plus 
POS.  You  get  the  cost  benefits  of  a 
contemporary  style  plan  or  the  flexibility  of 
indemnity.  Your  choice. 


Group  Plus  POS  Features: 

• Low  co-pays 

• Freedom  to  go  out-of-network  for 
physician  or  hospital 

• Immunization  and  preventive  care 

• More  control  over  costs  because  you 
choose  copays,  level  of  coverage,  and 
deductibles 

For  more  information  on  the  new  TMAIT 
Group  Plus  POS  plan,  write  or  fax  us. 

If  choice  and  control  of  health  care  costs 
are  important  to  you,  call... 

I -800-880-8 1 81. 

Underwritten  by  The  Prudential  Insurance  Company  of  America 
for  26  years  (1969 -1995) 

Prudential  Plaza,  Newark,  N.J.  07102 
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TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


P.0.  Box  1707  Austin,  TX  78767-1707 

Austin  370-1776  Houston  224-5309  Fax  512/370-1799 


The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 
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Houston  general  surgeon  Jamie  Elizabeth  Terry, 
MD,  checks  patient  records. 


2 


TEXAS  MEDICINE  ★ OCTOBER  1995 


Volume  91  No.  10 

October  1995 


COVER  STORY 


Cover  photo  /BILL  ALBRECHT 


Science  and  Education 

Rusting  and  grumbling 

They  say  it’s  the  nature  of  living  on  the  Galveston  coast.  Everybody  ! 

rusts  and  grumbles.  But  there’s  a battle  raging  now  that  threatens  to  : 

tear  through  the  hull  of  the  Galveston  medical  community.  This  • 

town-vs-gown  conflict  is  about  money,  survival,  managed  care,  big  j 

personalities.  And  perhaps  more  than  anything,  it’s  about  two  sides  : 

not  talking  to  each  other.  : 

BY  LARRY  BeSAW  : 

28 
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m 


Managing 

Medicaid 20 


The  Texas  Legislature  has  officially  authorized  the  conversion  of  the 
states  Medicaid  program  to  managed  care.  So  what  about  waivers  and 
pilots  and  block  grants?  And  whats  in  store  for  Medicaid  physicians  and 
their  patients?  Good  questions. 

BY  LARRY  BeSAW 


Legislative  Affairs 

Working  together 16 

It  could  have  been  another  ugly  scope-of-practice  fight.  Instead,  physicians  and  midlevel 
practitioners  hammered  out  a compromise  over  prescriptive  authority  that  pleases  both 
sides  and  should  expand  access  to  quality  health  care. 

BY  KEN  ORTOLON 


Medical  Economics 
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Legislative  soup, 
rule-making  salad.. 24 

The  Texas  Legislature  served  up  a couple  of 
laws  this  summer  to  try  to  clarify  scope  and 
powers  of  501(a)  nonprofit  health-care  corpo- 
rations. But  the  laws  partly  contradict  one 
another,  and  the  Board  of  Medical 
Examiners  and  the  Department  of  Insurance 
are  left  trying  to  sort  things  out. 

BY  TERI  LEE  JONES 


Science  and  Education 

Treating  violence 38 

Texas  medical  students  saw  the  need  for  more  training  about  the  causes  and  cures 
of  violence,  and  decided  to  do  something  about  it. 

BY  JOHANNA  FRANKE 
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Pathologist  Paul  Boor,  MD,  has  found  a quirky  way  to  keep  fit. 
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"The  doctor  will  be  with  you  as  soon  as  he  finishes  his  paperwork T 


You  went  to  school  to  practice  medicine, 
not  to  push  paper,  right?  Insurance  forms, 
phone  time,  billing  hassles,  red  tape,  blah, 
blah,  blah,  blah-  wouldn't  it  be  nice  if  you 
could  actually  spend  time  with  your  patients 
for  a change? 

Let's  face  it,  the  paperwork  will  probably 
never  go  away,  but  that  doesn't  mean  you  and 


your  office  staff  should  have  to  deal  with  it. 
There  is  one  organization  that's  in  the  business 
of  putting  physicians  back  in  charge  of 
medicine-Allied  Physicians  DFW.  We're  the 
only  physician-owned,  physician-controlled 
integrated  multi-specialty  group  practice  in  the 
Metroplex.  We  take  care  of  your  business,  so 
you  can  take  care  of  your  patients. 


If  you  d like  to  find  out  more , call  Allied  today. 
Feel  free  to  finish  your  paperwork  first. 


-Allied 

Physicians 

DFW 


2777  Stemmons  Freeway,  Suite  1710  • Dallas,  Texas  75207  • (214)  638-2501 

© 1995  Allied  Physicians  DFW 


Malpractice  Insurance 


Texas  Medicine 

Editor’s  Mote 


/.  Menna  & Company  has  built  a 
reputation  for  our  integrity  and 
strong  knowledge  of  coverages 
and  the  current  marketplace. 

Whether  you  are  in  solo  or  group 
practice,  we  have  the  solution  to 
your  insurance  needs  regardless 
of  specialty  or  loss  history  at  the 
most  reasonable  price. 


James  T Rubino 
Executive  Director 

Vickie  Phillips,  BSN 
The  Woodlands 

Donald  Jowers 
Beaumont 

J.  Menna  & Company 
(713)  358-9782 
(800)  856-9782 

Internet  jmenna@malpractice.com 


The  town/gown  conflict 
in  Galveston  is  easily  one  of  the 
most  contentious  issues  ever  faced 
by  the  Texas  Medical  Association. 
At  times,  by  comparison,  the  associa- 
tion’s battles  with  trial  attorneys, 
insurance  companies,  and  even  the 
Health  Care  Financing  Administra- 
tion seem  downright  civilized. 

What  sharpens  the  swords  of  this  one 
is  that  it  is  doctor  vs  doctor.  The  acade- 
mic physicians  of  The  University  of 
Texas  Medical  Branch  (UTMB)  say  they 
must  have  primary  care  satellite  clinics 
to  train  students  and  residents,  and  to 
offset  declines  in  government  funding. 
Private  Galveston  physicians  say  those 
clinics  are  stealing  their  patients  and  dri- 
ving them  out  of  business. 

In  researching  his  cover  article  on 
the  conflict,  Associate  Editor  Larry 
BeSaw  identified  several  reasons  why 
this  dispute  is  so  acrimonious:  the 
financial  squeeze  of  managed  care  and 
the  stubborn  independence  of  some 
key  players,  to  name  two.  But  the  issue 
at  the  heart  of  this  fight  is  poor  com- 
munication. In  fact,  it  was  upfront 
communication  that  helped  diffuse  at 
least  some  potential  town/gown  riffs 
elsewhere  in  the  state. 

So  as  TMA  leadership  works  tire- 
lessly to  negotiate  a settlement  in 
Galveston,  primarily  by  getting  the 
two  sides  to  talk  to  each  other,  we 
offer  a glimpse  at  both  viewpoints, 
beginning  on  p 28.  It  is  our  sincere 
hope  that  this  public  airing  will  fur- 
ther, not  hinder,  the  dialogue. 

JEAN  PIETROBONO 
Managing  Editor 
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Letters 


Another  view  of 
military  medicine 

WHILE  I'm  certain  that 
most  retired  military  physi- 
cians have  rosy  memories  of 
their  careers  and  that  many 
older  physicians  enjoy  the  lack  of 
paperwork,  I was  saddened  that  there 
was  no  mention  of  younger  physicians 
in  the  article  “Fit  to  fight”  in  the  July 
1995  issue  of  Texas  Medicine. 

I served  at  AFSC  Hospital  Edwards 
from  August  1989  to  June  1992 
immediately  after  completing  my  res- 
idency in  obstetrics/gynecology.  Dur- 
ing the  last  6 months,  I learned  the 
hard  way  that  military  medicine  has 
little  regard  for  physicians  after  they 
have  committed  to  rejoin  civilian  life. 
As  a military  physician,  you  are  con- 
sidered a “weapons  system,”  and,  as 
such,  once  spent  you  are  expendable. 

A more  balanced  look  at  military 
medicine  might  be  in  order. 

G.  Sealy  Massingill,  MD 

1500  S Main  St 
Fort  Worth,  TX  76104 


Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a Letter,  mail  or  fax  it  to  Texas  Medicine,  TMA, 
401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632. 
Please  type  letters  you  submit  for  publication,  and  keep  the 
length  to  400  words  or  less.  If  necessary,  you  may  include  a few 
references,  preferably  less  than  five.  Letters  are  published  at  the 
discretion  of  the  managing  editor  and  editorial  advisors,  and 
are  subject  to  editing  and  abridgment.  Letters  represent  the 
opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies 
of  the  Texas  Medical  Association. 


Patient  protection  rules 
a good  first  step 

I READ  WITH  INTEREST  THE 
letter  by  Robert  V.  West,  MD,  JD, 
in  the  August  issue  about  Governor 
Bushs  veto  of  House  Bill  2766.  I do 
agree  that  Texas  physicians  and  health- 
care providers  should  take  note  of  the 
governor’s  stand  in  vetoing  the  act. 
However,  unlike  Dr  West,  I believe  that 
health-care  providers  and  purchasers 
should  applaud  Governor  Bush  for  hav- 
ing the  courage  and  foresight  to  veto 
what  was  a flawed  piece  of  legislation, 
and  then  to  direct  Insurance  Commis- 
sioner Elton  Bomer  to  draft  rules  to 
truly  protect  the  patient  as  managed 
care  continues  to  expand  in  the  state. 

While  the  bill  addressed  the  issues 
(physician  due  process,  emergency  care 
services,  choice  of  physicians)  that  Dr 
West  mentioned,  the  plan  also  was 
expanded  to  include  a myriad  of 
“providers”  not  initially  covered  under 
the  legislation.  It  was  amended  to  man- 
date the  inclusion  of  a “nationally  rec- 
ognized cancer  center”  in  any  health 
plan,  to  allow  certain  health  plans  to  be 
excluded  from  some  provisions  of  the 
act,  and  to  mandate  employers  to  offer 
indemnity  products  in  addition  to 
health  maintenance  organizations  (the 
point-of-service  issue). 

While  we  may  debate  the  merits  of 
some  of  these  amendments,  the  bill 
clearly  went  beyond  the  stated  goal  of 
patient  protection  in  its  final  form. 
When  Governor  Bush  vetoed  the  bill, 
his  instruction  to  Commissioner 
Bomer  (backed  by  the  proposed  regu- 


lations) was  clear:  Don’t  put  too  much 
government  in  the  system  but  truly 
protect  the  patient. 

I believe  the  Texas  Medical  Associ- 
ation would  agree  that  the  proposed 
regulations  are  a good  step  in  achiev- 
ing the  end. 

A wise  person  once  said  that  there  are 
two  things  you  do  not  want  to  see  being 
made  — sausage  and  legislation.  I 
encourage  Texas  physicians  to  look 
beyond  the  rhetoric  and  applaud  the 
governor  for  his  actions.  I further  chal- 
lenge Texas  businesses,  providers,  and 
managed  care  organizations  to  work 
together  to  create  a managed  care  system 
in  Texas  that  is  market  based  and 
rewards  providers  for  delivering  the 
highest  quality  medicine  at  a reasonable, 
predictable  cost.  Texans  deserve  no  less. 

John  Rodrigue 

President,  Texas  Business  Group  on  Health 
123  N Post  Oak  Lane,  Ste  415 
Houston,  TX  77024 

Governor’s  veto  hurts 
physicians  and  patients 

(Editor’s  note:  This  letter  was  written  to 
Governor  George  W.  Bush  after  his  veto  of 
House  Bill  2766,  the  Patient  Protection 
Act.  The  governor’s  response  follows.) 

I WAS  SHOCKED  TO  FIND  OUT 
that  you  vetoed  the  Patient  Protec- 
tion Act.  This  piece  of  legislation 
benefited  all  parties  involved  and 
specifically  protected  the  rights  of  both 
patients  and  physicians. 
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An  IRA 

rollover  shouldn’t 
play  dead. 


Judy  C.  Bozeman 


Woodway 


FINANCIAL  ADVISORS 

A Trust  Company 


10,000  Memorial  Dr.  • Houston,  Texas  77024  • 683-7070 


Primary  Care  Physicians  invited 


Expanding  Horizons 

In 

Allergy,  Asthma  & Immunology 

November  10-15,  1995 
Wyndham  Anatole  Hotel 
Dallas 


Featuring  symposia  on: 


Detecting  Patients  with  Food  Sensitivity 
Combatting  Asthma  Morbidity  & Mortality 
Respecting  Rhinitis  and  Reducing  Rhinorrhea 
Drug  Allergy  Nuts  & Bolts 
New  Directions  in  Dermatologic  Therapy 
21st  Century  Communications:  Telemedicine 
Immunodeficiency 

Antihistamines:  The  Next  Generation 
Optimal  Management  of  Asthma 
Latex  Allergy:  The  Great  Masquerader 
And  many  others 


Plus:  78  Scientific  & Computer  Workshops, 

Roundtable  Discussions,  Special  Programs 
for  Allied  Health  Professionals  & Office 
Managers 

V 

**40  hours  of  CME  Category  /** 

For  program  and  registration  materials 
Call  (708)  427-1200 

Sponsored  by  the  American  College  of  Allergy,  Asthma  & Immunology 
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Arguments  regarding  this  bill 
claimed  that  it  only  protected  doctors. 
This  simply  is  not  true.  First  and  fore- 
most, the  bill  gave  consumers  the 
option  of  going  to  doctors  of  their 
choice  and  did  not  limit  them  to  doc- 
tors preferred  by  insurance  compa- 
nies. Second,  it  mandated  that 
insurance  companies  inform  patients 
of  their  rights  in  writing.  Finally,  it 
established  policies  and  procedures  by 
which  doctors  could  be  deselected. 

The  Patient  Protection  Act 
demanded  that  patients  and  physi- 
cians alike  be  treated  as  people  and 
not  as  profit  margins  and  assets.  This 
would  ensure  that  patients  receive  the 
quality  care  they  deserve.  As  it  stands 
now,  the  insurance  companies  deselect 
physicians  at  will  and  then  tell 
patients  they  cannot  see  their  doctors. 
One  of  the  most  fundamental  institu- 
tions of  quality  health  care  is  the  doc- 
tor-patient  relationship.  To  deny  this 
is  to  deny  quality  care. 

The  people  of  Texas  want  the 
Patient  Protection  Act,  as  evidenced 
by  its  passage  in  both  the  Idouse  and 
Senate.  We  have  spoken,  but  you  did 
not  listen.  As  a taxpayer  and  a voter,  I 
ask  why.  The  people  of  Texas  and  their 
physicians  are  tired  of  being  trampled 
on  by  insurance  companies.  Why  is  it 
that  when  there  is  legislation  pending 
that  aids  consumers  and  physicians,  it 
is  automatically  struck  down,  without 
regard  to  its  impact  on  the  people?  By 
failing  to  take  the  proper  course  of 
action,  we  all  lose. 

When  you  were  campaigning,  you 
made  a commitment  to  us,  the  voters, 
to  address  issues  such  as  lawsuit  abuse 
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and  health  care.  I commend  you  on 
your  tort  reform.  But  as  for  health 
care,  your  interest  has  gone  by  the 
wayside.  It  would  seem  that,  to  you, 
handguns  are  more  important  to  the 
people  of  Texas  than  health  care. 

I write  this  letter  as  a medical  stu- 
dent, consumer,  and  voter. 

Aashish  Kiran  Shah 

4900  Medical  Drive  #1024 
San  Antonio , TX  78229 

The  governor  responds 


Thank  you  for  your 
letter  about  House  Bill  2766, 
which  I vetoed  on  June  16,  1995. 
I believe  that  certain  protections 
for  patients  and  doctors  are  needed 
during  this  time  of  rapid  change  in 
health  care,  but  House  Bill  2766 
would  have  imposed  unnecessary  gov- 
ernment regulations  and  impacted 
health-care  providers  unfairly  while 
exempting  others. 

When  I vetoed  this  bill,  I asked 
Insurance  Commissioner  Elton 
Bomer  to  develop  regulations  to 
ensure  that  both  patients  and  doctors 
are  treated  fairly  as  the  health-care 
market  moves  to  managed  care. 

On  July  19,  1995,  Commissioner 
Bomer  issued  the  proposed  Patient  Pro- 
tection Rules.  These  rules  are  fair  to 
both  patients  and  health-care  providers. 
They  are  designed  to  ensure  quality 
health  care  at  reasonable  costs  for  Tex- 
ans. They  give  patients  access  to  the 
information  they  need  to  make  quality 
health-care  choices,  and  ensure  fair 


PRISM  RADIOLOGY 
NETWORK 


You  Will  Never  Have  To  Worn;  About 
Radiology  Coverage  Again 

► Every  study  performed  at  the  hospital  between  7 a.m.  and  5 p.m. 
weekdays  will  be  read  that  day  (usually  within  two  hours). 

► An  immediate  reading  may  be  requested  on  any  study  24  hours 
a day. 

►All  STAT  studies  are  read  immediately. 

► The  Radiologist  will  have  access  to  a growing  number  of  services 
on-line  such  as  subspecialty  consultation  and  coverage  for  new 
modalities  he/she  has  not  yet  mastered. 

Prism  Radiology  Network  works  with  your  current  Radiologist 
or  can  provide  one  if  needed. 

Call  or  ask  your  hospital  administrator  to  call 
for  more  information 

David  A.  Nicol,  MD 

800-49-PRISM  ♦ 512-329-8844  ♦ Fax  512-327-6305 
2201  Plumbrook  Drive  ♦ Austin,  Texas  78746-6233 


<A 


DVANTAGE  AUTOLEASE 


The  prescription  for 
painless  auto  leasing  is: 

Advantage  AutoLease 
MEDICAL  DIVISION 
Marie  Szczesny  (Sesny) 

250  Chisholm  Place,  Plano,  TX  75075 
(214)  422-1960 


• Maximum  value  for  trade-in 

• Simple  interest  lease  plans 

• Free  delivery  to  home 
or  office 

• Free  loan  cars  for  service 

• 24-hour  roadside 
assistance 

• GAPP  Insurance 


• Diversified  financing 
network 

• All  makes  & models 

• Wholesale  purchase 
options 

• Dealer  options 
provided  at  cost 

Mention  this  ad  for  free  window  tint! 


“Earning  your  business  for  a lifetime” 
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Don’t  Take  Chances 
With  Your  Career. 
Take  Charge  Of  It 


It’s  taken  hard  work  and  determination  to  get  where  you  are  today. 
So  don’t  take  chances  with  your  future.  For  solid  career  opportunities 
call  EmCare  Physician  Staffing  Services. 

• Hospital  Income  Guarantee 

• Group  Practice  with  Partnersh  ip  Opportunity 

• Hospital  Affiliated  ( 501 A ) Practice  with  Full  Benefits 

• Ambulatory  and  Urgent  Care  Centers 

• Community  and  Indigent  Care  Centers 

• HMD 

Take  charge  of  your  career  today.  Call  EmCare  Physician  Staffing 
Services  800/535-9535. 

EmCare 

Physician  Staffing  Services 
The  Choice  Is  Yours 

1717  Main  Street  • Suite  5200  • Dallas,  Texas  75201  • 800/535-9535 


FREEMAN B COCKERELL 


D E R M A T O P A T H O L O G Y LABORATORIES 


■ Diagnostic  DermatopatEiology 

■ Evaluation  of  Margins 

■ Immunofluorescence 

■ Immunohistochemistry 

■ Clinicopathologic  Correlation 

24  Hour  Service 
Courier 
Air  Freight 
Fax  Reports 
Stat  Pick-up 


Frozen  Sections 

Diagnostic  Consultation 

Slide  Processing 

Rush  2 Hour 
Permanent  Sections 

214/638-2222 
800/309-0000 
Fax  214/630-5210 


ROBERT  G.  FREEMAN,  M.D.  CLAY  J.  COCKERELL,  M.D. 

2330  BUTLER  STREET  ■ SUITE  115  ■ DALLAS,  TEXAS  75235 
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treatment  and  due  process  for  health- 
care professionals  in  managed  care  plans. 

I commend  Commissioner  Bomer 
and  his  staff  for  developing  rules  that 
strike  an  appropriate  balance.  They 
protect  Texans  from  unfair  practices, 
yet  do  not  intrude  unnecessarily  in  the 
free  market.  Free  and  fair  competition 
is  the  best  route  to  quality  care  at 
affordable  prices. 

George  W.  Bush 

Governor,  State  of  Texas 
PO  Box  12428 
Austin,  TX  78711 

Help  sought  on  ethics  research 


I AM  WORKING  ON  A BOOK 
on  medical  ethics  and  would  like  to 
enlist  the  help  of  other  physicians 
to  answer  this  question:  Have  you 
ever  faced  an  ethical  dilemma  and,  if 
so,  how  did  you  resolve  it? 

I am  interested  in  all  aspects  of  med- 
ical ethics  — human  experimentation; 
reproductive  technology;  abortion; 
medical  treatment  of  the  uninsured  and 
poor;  malpractice;  physician-assisted 
suicide;  the  right  to  die  (why  some  doc- 
tors do  not  honor  living  wills);  genetic 
counseling;  genetic  manipulation; 
euthanasia;  kidney,  lung,  and  heart 
transplantation;  use  of  fetal  tissue;  and 
other  ethical  dilemmas. 

Claude  A.  Frazier,  MD 

4C  Doctors  Park 
Asheville,  NC  28801 
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NEWSMAKERS 


General  surgeon  Warren  Abrameit, 
MD;  psychiatrist  Phillip  W.  Antunes, 
MD;  family  physician  William  F. 
Ligon,  Jr,  MD;  obstetrician/gynecolo- 
gist  Tristi  W.  Muir,  MD;  and  internist 
Richard  E.  Roby,  MD,  were  named  out- 
standing resident  teachers  at  Texas 
A&M  University  College  of  Medicine. 

Jeffry  J.  Andresen,  MD,  Dallas, 
received  the  Association  for  Academic 
Psychiatry  Teaching  Award  for  1995. 

Family  practitioner  Sara  J.  Apsley- 
Ambriz,  DO,  San  Antonio,  has  been 
elected  vice  president  of  the  Texas 
Society  of  the  American  College  of 
Osteopathic  Family  Physicians. 

Donald  E.  Baxter,  MD,  Houston,  was 
named  president  of  the  American 
Orthopaedic  Foot  and  Ankle  Society. 

Pediatrician  John  K.  Blevins,  MD; 
nephrologist  Charles  J.  Foulks,  MD; 
general  surgeon  Richard  C.  Frazee, 
MD;  family  physician  Robert  A. 
Henry,  Jr,  DO;  psychiatrist  William  J. 
Meek,  MD;  and  obstetrician/gynecolo- 
gist Patricia  J.  Sulak,  MD,  were  named 
outstanding  clinical  professors  at  Texas 
A&M  University  College  of  Medicine. 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership; election  or  appointment  to  an  office  of  or  honors  from, 
a national  or  state  organization;  or,  space  permitting,  recogni- 
tion at  the  local  level.  Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  editor.  Submit  items  for 
consideration,  with  photos  if  possible,  to  Johanna  Franke,  People, 
Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512) 
370-1632. 


Cardiovascular  disease  specialist  C.  Gun- 
nar  Blomquist,  MD,  Dallas,  received  the 
Louis  H.  Bauer  Founders  Award  from 
the  Aerospace  Medicine  Association. 

Recipients  of  the  Texas  College  of 
Emergency  Physicians  student  awards 
include  Teresa  Boehm,  The  University 
of  Texas  Southwestern  Medical  Center 
at  Dallas;  David  C.  Linn,  Baylor  College 
of  Medicine;  and  Tim  Neff,  Texas  Tech 
University  Health  Sciences  Center. 

George  W.  Brindley,  MD,  Temple,  was 
elected  to  the  board  of  trustees  of  the 
Southern  Orthopaedic  Association. 

Troy  Lee  Carter,  MD,  resident  at  Scott 
and  White  Memorial  Clinic,  and 
Danny  K.  McCoy,  MD,  resident  at  The 
University  of  Texas  Medical  Branch  at 
Galveston,  were  two  of  40  honorees  of 
the  AMA/Burroughs  Wellcome  Com- 
pany Leadership  Award  Program. 

Obstetrician/gynecologist  William  R. 
Gold,  MD,  Temple,  was  appointed 
examiner  for  the  1995  Commitment 
to  Quality  Award  by  The  Healthcare 
Forum  in  San  Francisco. 

M.  David  Low,  MD,  president  of  UT- 
Houston  Health  Science  Center, 
received  the  Tree  of  Life  Award  from 
the  Jewish  National  Fund. 

Sweetwater  general  practitioner  Larry 
E.  McEachern,  MD,  was  presented  with 
a proclamation  from  the  Rolling  Plains 
Memorial  Hospital  Board  of  Directors 
honoring  him  for  20  years  of  service  as 
a physician  in  the  community. 


Troy  Lee  Carter,  MD  Danny  K.  McCoy,  MD 


Texas  Medical  Foundation  officers 
include  Hondo  family  physician  John 
W.  Meyer,  MD,  president,  and  San  Anto- 
nio family  physician  Frank  Bryant,  Jr, 
MD,  secretary.  Victoria  family  physician 
Frederick  L.  Merian,  MD,  was  elected  to 
the  foundation’s  board  of  trustees. 

Dallas  cardiologist  C. Venkata  S.  Ram, 
MD,  was  installed  as  president  ol  the 
American  Association  of  Physicians 
from  India  at  a ceremony  hosted  by 
President  Bill  Clinton  and  First  Lady 
Hillary  Rodham  Clinton. 

Houston  neurologist  Victor  M.  Rivera, 
MD,  was  elected  chair  of  the  Medical 
Advisory  Committee  of  the  national 
Multiple  Sclerosis  Society,  Southeast 
Chapter. 

Cardiologist  J.  James  Rohack,  MD, 

College  Station,  was  appointed  presi- 
dent-elect of  the  American  Heart 
Association,  Texas  Affiliate,  Inc,  for 
the  1995-96  fiscal  year. 

The  National  Kidney  Foundation 
inaugurated  a commemorative  award 
named  in  honor  of  Dallas  nephrolo- 
gist Donald  W.  Seldin,  MD. 
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Houston  obstetrician/gynecologist 
Juan  H.  Serrano,  MD,  has  been  named 
to  the  March  of  Dimes’  Health  Pro- 
fessional Advisory  Committee. 


Lending  a hand  long-distance 


Houston  internist  Cheves  M.Smythe, 
MD,  was  named  dean  pro  tern  of  the 
UT-Houston  Medical  School. 

Lyle  S.Thorstenson,  MD,  Nacogdoches, 
was  named  president-elect  of  the  Texas 
Ophthalmological  Association. 

Fort  Worth  general  practitioner  Drue 
O.D.  Ware,  MD,  received  the  Texas 
Medical  Foundation  Philip  R.  Overton 
Award  for  his  many  distinguished  years 
of  service  both  to  the  foundation  and 
to  the  cause  of  medical  peer  review. 


TMA  Alliance 
makes  honor  roll 

The  Texas  Medical  Association 
Alliance  earned  a place  on  the 
Associations  Advance  America 
Honor  Roll  for  its  contributions 
to  the  Shots  Across  Texas  immu- 
nization project.  The  alliance 
helped  organize  community  coali- 
tions statewide  to  ensure  that 
Texas  children  under  2 years  old 
received  the  proper  shots. 

The  American  Society  of  Asso- 
ciation Executives  sponsors  the 
award,  which  recognizes  significant 
contributions  in  the  areas  of  educa- 
tion, project  and  safety  standards, 
research  and  statistics,  international 
activities,  and  community  service. 


Institutions  have  been  studying  and  worrying  about  the  health  needs 
of  residents  in  rural  Texas  towns  along  the  Mexican  border  for  years. 
This  research  often  raises  plenty  of  questions  but  fails  to  provide 
answers  to  the  medical  problems  of  the  colonias.  But  a group  at  The  Uni- 
versity of  Texas-Houston  Health  Science  Center  devised  a method  to  bring 
direct  patient  care  to  the  border  through  mobile  medicine. 

“People  go  down  there  and  look  at  the  population  and  say,  ‘Oh,  we 
need  to  do  this,’  but  nobody  ever  wanted  to  actually  get  dirty  and  say, 
‘Let’s  treat  these  people,  ” said  Houston  pediatrician  Margaret  C. 
McNeese,  MD. 

Dr  McNeese,  associate  dean  for  student  affairs  at  UT-Houston  Medical 
School,  helped  found  and  now  directs  the  Texas-Mexico  Border  Health 
Service  Delivery  Project.  The  project  has  been  serving  five  rural  towns, 
Progreso,  Hargill,  Sullivan  City,  Alton,  and  Las  Milpas,  for  6 years  from  a 
medical  van  provided  by  UT-Houston.  The  van  generally  parks  at  a com- 
munity center  or  a church  for  a month  in  each  town  to  screen  residents  for 
health  needs,  take  care  of  minor  problems,  and  refer  patients  to  local 
physicians  for  major  medical  care. 

UT-Houston  Health  Science  Center  provided  the  project  with  a new 
van  in  July  to  replace  the  one  originally  used  for  speech  and  hearing 
screenings  by  the  center.  A nurse  practitioner  and  two  medical  assistants 
perform  immunizations,  cholesterol  and  blood  pressure  screenings,  phys- 
ical assessments,  women’s  health  care,  and  dental  treatment  for  free  on  the 
van  1 1 months  out  of  the  year.  Dr  McNeese  says  1 month  is  taken  to 
organize  all  of  the  medical  charts.  UT-Houston  School  of  Nursing  nurse 
practitioner  students,  UT-Pan  American  nursing  students,  and  UT-Hous- 
ton dental  students  also  assist  in  the  care  of  colonia  residents  as  part  of 
their  education. 

Though  she  doesn’t  make  it  to  the  border  as  much  as  she’d  like  to,  Dr 
McNeese  tries  to  take  care  of  any  pediatric  medical  problems  that  arise 
during  the  van’s  rotations.  “We  don’t  have  a lot  of  money,  so  we  can’t 
impact  these  towns  tremendously,”  Dr  McNeese  said.  “We  can’t  operate 
on  these  people,  but  it’s  amazing,  once  you  figure  out  their  needs,  how 
much  you  can  take  care  of.” 
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Family  Practitioners, 
Pediatricians,  Internists 


DEATHS 


Evangeline  Archer,  MD,  48;  Houston; 
The  University  of  Texas  Medical 
School  at  San  Antonio,  1973;  died 
July  8,  1993. 

Harriet  Louise  Boardman,  MD,  91; 

Houston;  University  of  Pittsburgh 
School  of  Medicine,  1928;  died  July 
14,  1995. 

Albert  Sinai  Brussell,  MD,  87;  Corsi- 
cana; University  of  Minnesota  Med- 
ical School,  1933;  died  June  6,  1995. 

John  James  Bunting,  MD,  81;  Hous- 
ton; University  of  Maryland  School  of 
Medicine,  1938;  died  July  17,  1995. 

John  Buist  Chester,  MD,  93;  Dallas; 
Vanderbilt  University  School  of  Med- 
icine, 1926;  died  July  12,  1995. 

Jennings  Carroll  Clement,  MD,  92; 

Lufkin;  Baylor  College  of  Medicine- 
Dallas,  1933;  died  July  13,  1995. 

Cecil  Morrison  Crigler,  MD,  91;  La 

Porte;  Washington  University  School 
of  Medicine,  1928;  died  July  19,  1995. 

Andrew  Dunn  Gwynne,  MD,  66; 

Marshall;  The  University  of  Texas 
Southwestern  Medical  School,  1954; 
died  July  13,  1995. 

Thomas  R.  Lopez,  MD,  32;  El  Paso; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1989;  died  July 
3,  1995. 

Use  Holz  Mannheimer,  MD,  85; 


Houston;  University  of  Basel-Switzer- 
land,  1934;  died  July  10,  1995. 

Lester  Morton  May,  MD,  83;  San 

Antonio;  Johns  Hopkins  University 
School  of  Medicine,  1936;  died  June 
25,  1995. 

Royal  Odell  McNabb,  MD,  65;  Celina; 
The  University  of  Texas  Southwestern 
Medical  School,  1960;  died  July  9, 
1995. 

Anand  Kumar  Mittal,  MD,  53;  Eagle 
Pass;  Allahabad  University-India, 
1974;  died  July  9,  1995. 

Edward  G.  Naslund,  MD,  76;  Amar- 
illo; University  of  Tennessee,  Mem- 
phis, College  of  Medicine,  1945;  died 
March  25,  1995. 

Donald  Verle  Plattner,  MD,  67; 

Grand  Prairie;  University  of  Kansas 
School  of  Medicine,  1952;  died  June 
24,  1995. 

Charles  Reiter,  Jr,  MD,  72;  Fredericks- 
burg; The  University  of  Texas  South- 
western Medical  School,  1945;  died 
July  15,  1995. 

Arnold  Jack  Rudolph,  MD,  77;  Hous- 
ton; University  of  Witwatersrand- 
South  Africa,  1940;  died  July  25, 
1995. 

Joshua  Seidel,  MD,  83;  Kerrville;  Uni- 
versity of  Maryland  School  of  Medi- 
cine, 1937;  died  June  11,  1995. 


LIniversity  Medical  Group  is  a 
national  physician-owned  and 
physician-operated  primary  care 
medical  practice  with  offices  oper- 
ating in  Houston,  Dallas,  Chicago, 
New  York,  New  Jersey,  and  the 
District  of  Columbia.  The  Dallas- 
Ft.  Worth  Region  seeks  full-time 
and  part-time  physicians.  We 
have  7 health  care  centers 
throughout  the  region,  with  future 
sites  planned  for  1995-96. 

✓ Must  be  board  certified  or  eligible. 

✓ Salary  ranges  from  $100  - 160K. 

✓ CME  stipend  and  leave 

✓ Paid  vacation 

✓ Malpractice  with  tail  coverage 

✓ Flexible  schedule 

...  and  much  more.  To  arrange  for 
an  interview,  call  Robert  A.  Lloyd, 
MD  at  (214)  570-5505. 
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Hilgers  & Watkins 

A PROFESSIONAL  CORPORATION 

ATTORNEYS  AT  LAW 

MEDICAL  BOARD 
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Ask  a neighbor. 


A House  is  made  of  walls  and 
beams,  but  a home  is  built  with 
hopes  and  dreams. 

We  couldn’t  agree  more, 
because  for  more  than  75  years 
we’ve  been  helping  people 


discover  life’s  simpler  pleasures 
in  the  country.  We  re  your 
locally-owned  and  operated 
Federal  Land  Bank  Association. 

You  won’t  find  a deeper 
appreciation  for  your  hopes,  a 


1-800-922-5263 


Call  now  for  information,  or  to  apply  for  a loan  to  buy  land 
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Tell  a friend. 


better  understanding  of  your 
financial  needs,  or  a stronger 
commitment  to  be  your  lender, 
whether  you’re  looking  to 
purchase  land,  or  to  buy,  build, 
improve,  or  refinance  a home. 


Just  ask  the  more  than  90 
percent  of  our  customers  who’d 
recommend  us  to  a friend  or 
neighbor.  When  it  comes  to 
serving  your  financial  needs,  we 
open  doors. 
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Part  of  the  fabric  of  rural  life. 


or  the  home  of  your  dreams  in  the  country, 


• Legislative  Affairs 


Working  together 


| Physicians,  midlevel  practitioners  reach  compromise 
I on  scope-of-practice  issues 


: By  Ken  OrtOLON,  Associate  editor 


rhen  the  74th  Texas  Legislature  convened 
last  January,  lobbyists  for  the  Texas  Med- 
ical Association  anticipated  a bitter  fight 
over  attempts  by  advanced  nurse  practi- 
tioners to  gain  authority  to  independently  prescribe  drugs. 

After  all,  physicians  and  nurses  had  been  fighting  for 
several  sessions  over  scope-of-practice  issues.  Near  the  end 
of  the  73rd  Legislature,  in  1993,  nurse  practitioners  (NPs) 
stalked  away  from  the  bargaining  table,  effectively  killing  a 
compromise  that  some  thought  was  close  to  approval. 


But  1995  turned  out  to  be  different.  Representatives  of 
both  sides  say  that  a new  commitment  to  set  aside  rhetoric 
and  focus  on  real  problems  in  clini- 
cal settings  enabled  physicians, 
practitioners,  and 


nurse 

physician  assistants  (PAs) 
to  hammer  out  compro- 
mise legislation  on  pre- 
scriptive authority  and 
pass  it  through  the 
legislature. 

Now,  all  parties 
are  optimistic  that 
the  new  law  will 
expand  access  to  care 
and  make  health-care 
delivery  more  efficient  in 
both  rural  and  urban  areas. 

And  the  parties  who  have 
feuded  in  the  past  now  seem  to  have 
a renewed  commitment  not  only  to 
working  as  a team  in  collaborative  prac- 
tice models  but  also  to  maintaining  an 
ongoing  dialogue  to  ensure  problems  with 
these  practice  arrangements  are  addressed. 


1989  first  opened  the  door  for  some 
independent  practice  by  NPs  and  PAs 
through  the  creation  of  rural  health 
clinics,  the  nurses  have  waged  a fight  to 
build  on  that  authority. 

“The  Coalition  for  Nurses  in 
Advanced  Practice  and  the  Texas  Nurses 
Association  have  for  the  last  4 or  5 years 
very  clearly  articulated  a position  in 
support  of  independent  practice,  mean- 
ing independent  authority  to  diagnose 
and  treat,  prescribe  medications,  admit 
patients  to  the  hospital,  and  bill  directly 
for  such  services  — everything  a physi- 
cian can  do  — without  going  to  medical  school,”  said  TMA 
Legislative  Affairs  Director  Alfred  Gilchrist. 

The  nurse  practitioners  attempted  to  sell  their  scope-of- 
practice  expansions  by  claiming  they  would  improve  access  in 
underserved  areas  and  offer  cheaper  care  than  would  be 
provided  by  physicians.  Lawmakers,  however,  refused  to 
buy  those  arguments,  largely  because  few  nurse  practi- 
tioners were  working  in  the  rural  health  clinics 
authorized  by  the  1989  law.  The  majority  of  those 
clinics  are  staffed  by  physician  assistants. 

Also,  TMA,  the  Texas 
Academy  of  Family  Physicians, 
and  other  physician  groups 


Ongoing  battle 

Since  the  Omni-bus  Rural  Health  Rescue  Act  of 


fought  any  moves  that 
would  have  severed  the 
clinical  linkages  between 
nurse  practitioners  and 
physicians. 

Attempts  to  resolve  the 
ongoing  dispute  in  1993 
failed  despite  a willingness 
on  TMA’s  part  to  see  legisla- 
tion pass.  TMA  lobbyists 
complained  that  the  nurses 
failed  to  identify  problems  at 
the  clinical  level  they  were 
attempting  to  address  with  their 
independent  practice  legislation. 
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Aggressive  cooperation 

At  the  beginning  of  the  1995  session, 
the  nursing  groups  limited  their  leg- 
islative agenda  to  gaining  independent 
prescriptive  authority  and  prepared  to 
do  battle  again.  Mr  Gilchrist  says 
TMA  set  out  to  try  to  identify  and 
address  any  real  problems  existing  in 
the  collaborative  practice  settings  in 
rural  clinics  and  elsewhere. 

“We  were  quite  aggressive  in  going 
directly  to  the  NPs  and  the  PAs  in  an 
effort  to  get  them  to  sit  down  with  us 
to  try  to  determine  what  the  problems 
were  in  the  clinical  setting,”  he  said. 
“We  wanted  to  identify  the  barriers 
they  were  facing  with  respect  to  get- 
ting appropriate  medical  care  to  their 
patients.” 

During  a series  of  meetings  early  in 
the  legislative  session  with  representa- 
tives of  the  Texas  Academy  of  Physi- 
cian Assistants,  some  of  those  barriers 
were  identified,  and  legislation  was 
drafted  to  address  them. 

“We  actually  developed  a statutory 
scheme  for  collaborative  practice  to 
allow  for  PA  prescriptive  authority 
working  in  conjunction  with  physi- 
cians,” Mr  Gilchrist  said.  “The  legisla- 
tion was  designed  to  build  on  the 
success  of  the  underserved  clinics 
model  included  in  the  legislation 
passed  in  1989  and  to  apply  some  of 
those  same  types  of  principles  to  the 
areas  that  are  not  medically  under- 
served. Under  this  model,  the  PAs 
could  have  prescriptive  authority  in 
nonmedically  underserved  areas  as 
long  as  they  were  working  collabora- 
tively  with  physicians  through  proto- 
cols or  guidelines.” 


1 hat  proposal  was  incorporated 
into  Senate  Bill  673  by  Sen  Frank 
Madia  (D-San  Antonio)  and  House 
Bill  1 520  by  Rep  Hugo  Berlanga  (D- 
Corpus  Christi),  measures  designed  to 
enhance  the  gains  in  rural  health  care 
made  under  the  1989  law. 

Nurse  practitioners,  however,  contin- 
ued to  press  for  full  independent  pre- 
scriptive authority,  Mr  Gilchrist  says. 

“But  the  reality  of  the  legislative 
process  was  that  the  vast  majority  of 
the  members  of  the  legislature 
intended  for  physicians  and  nurse 
practitioners  to  work  together  at  the 
clinical  level,”  he  said.  “Once  SB  673 
and  HB  1520  were  filed,  it  became 
very  clear  that  the  legislature  embraced 
the  idea  of  the  collaborative  model 
approach  as  opposed  to  an  indepen- 
dent prescriptive  authority  approach. 
Once  the  political  landscape  was  clear, 
it  forced  the  groups  to  come  together 
and  concentrate  on  the  access  and  clin- 
ical concerns  that  could  be  addressed 
by  expanding  prescriptive  authority  in 
collaborative  arrangements.” 

Getting  the  clinicians  to  the  table 

Still,  negotiations  might  have  ended 
again  as  they  did  in  1993  had  the  lob- 
byists not  stepped  back  from  the 
negotiating  table  to  make  room  for 
the  clinicians.  A series  of  meetings 
between  physicians,  NPs,  and  PAs 
succeeded  in  identifying  real  problems 
to  be  addressed  and  outlining  clinical 
solutions  to  those  problems. 

Austin  anesthesiologist  Michael 
Parish,  MD,  who  led  the  physician 
negotiators,  says  the  face-to-face  meet- 
ings between  the  clinicians  produced  a 


dialogue  that  probably  was  not  possi- 
ble between  the  groups’  lobbyists. 

“I  think  it  was  good  for  people  to 
hear  what  the  real  problems  were 
because  we  heard  a lot  of  propa- 
ganda,” Dr  Parish  said.  “I  know  for 
sure  from  the  anesthesia  point  of  view 
that  they  gave  us  some  specific  prob- 
lems that  we  didn’t  really  know 
existed.  We  were  able  to  address  those 
problems  in  the  final  negotiations.” 

One  of  those  “real”  problems 
involved  certified  registered  nurse 
anesthetists  (CRN As),  who  were  hav- 
ing problems  getting  drugs  they  nor- 
mally used  on  a daily  basis  from 
hospital  pharmacists.  Dr  Parish  says 
the  negotiators  were  able  to  work  out 
protocols  that  the  pharmacists  could 
follow  rather  than  having  to  track 
down  a physician  every  time  a CRNA 
wanted  to  use  those  particular  drugs. 

“I  think  when  we  were  able  to  talk 
to  them  one  on  one,  we  were  able  to 
differentiate  what  was  propaganda 
from  what  they  really  wanted,”  Dr 
Parish  said.  “I  think  we  dealt  with  the 
real  problems.” 

Meeting  of  the  minds 

The  NPs  apparently  agree.  Jim  Will- 
mann,  JD,  general  counsel  and  assis- 
tant director  of  governmental  affairs  for 
the  Texas  Nurses  Association,  says  that 
organization’s  members  are  pleased 
with  the  outcome  of  the  negotiations. 

“In  the  sense  of  addressing  needs  in 
collaborative  practice  settings,  we  feel 
very  good  about  it,”  Mr  Willmann 
said.  “ The  legislation  appears  to  permit 
decisions  about  the  extent  of  physician 
involvement  to  be  made  at  the  local 
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practice  level  between  the  physician 
and  the  nurse  based  on  what’s  most 
appropriate  for  that  practice.” 

The  negotiations  probably  pro- 
duced more  sweeping  legislation  than 
any  of  the  parties  anticipated  would 
pass  at  the  beginning  of  the  process. 
The  bill  not  only  alters  prescriptive 
arrangements  between  physicians  and 
the  midlevel  practitioners,  but  also 
expands  the  settings  in  which  those 
arrangements  can  be  used. 

First,  the  measure  gives  physicians 
discretionary  authority  to 
allow  independent  prescrib- 
ing by  PAs  or  NPs  if  they 
believe  those  practitioners 
have  the  necessary  training 
and  skill  to  handle  that 
responsibility.  For  NPs  and 
PAs,  that  means  no  longer 
having  to  get  their  prescrip- 
tions cosigned  by  their 
supervising  physicians.  All 
quality  assurance  measures 
contained  in  the  original 
rural  health  law  still  must  be  followed, 
including  regular  chart  review  by  the 
supervising  physicians. 

Second,  the  new  law  expands  the 
arenas  in  which  collaborative  practice 
arrangements  can  be  used  beyond  the 
rural  health  clinic  setting.  Now,  PAs 
and  NPs  working  in  physician  offices, 
hospitals,  long-term  care  facilities,  and 
other  settings  in  both  rural  and  urban 
areas  can  see  patients,  prescribe,  and 
carry  out  treatment  working  under 
delegated  authority  of  physicians. 

Mr  Willmann  says  that  will 
enhance  both  access  to  care  and  deliv- 
ery of  services.  “What  it  should  do  is 


put  more  primary  care  providers  out 
there  with  a broader  range  of  ser- 
vices, ” he  said.  “With  NPs  and  PAs 
being  able  to  sign  prescriptions  now, 
they  are  going  to  be  able  to  be  more 
effectively  used. 

“A  lot  of  the  NPs  time  is  spent  leav- 
ing the  patient,  going  to  get  the  physi- 
cian to  sign  the  prescription  or  verify 
that  it  can  be  called  in,”  Mr  Willmann 
added.  “That  takes  time  away  from  the 
patient  both  for  the  NP  and  for  the 
physician.  And  so,  I think  the  bill 


should  permit  more  effective  utiliza- 
tion of  the  skills  of  the  NP,  and  I think 
that  should  translate  into  more  access.” 

Maintaining  the  relationship 

The  collaborative  effort  between  the 
professions  that  produced  this  year’s 
compromise  did  not  end  with  the  pas- 
sage of  SB  673.  All  parties  have  agreed 
to  maintain  an  ongoing  dialogue  to 
examine  problems  with  the  bill’s 
implementation  and  suggest  solutions 
to  fix  any  future  problems  that  arise. 

A 15-member  task  force  including 
5 physicians,  5 NPs,  and  5 PAs  was 
established  to  monitor  the  bill’s  imple- 

TEXAS  MEDICINE  ★ OCTOBER  1995 


“We  were  able  to 
talk  to  them  one  on 
one,  we  were  able  to 
differentiate  what  was 
propaganda  from  what 
they  really  wanted.” 


mentation  and  the  success  of  collabo- 
rative practice  arrangements  set  up 
under  the  measure.  The  task  force  held 
its  first  meeting  in  mid-September  and 
will  continue  to  meet  throughout  the 
interim  and  possibly  beyond. 

“I  think  there  is  a different  work- 
ing relationship  that  has  grown  out  of 
this,”  Mr  Willmann  said.  “There 
seems  to  be  more  of  a commitment 
from  all  the  groups  and  associations 
involved  — whether  it  be  medicine  or 
nursing  — to,  in  essence,  make  it 
work  this  time.”  ★ 


All  articles  in  Texas  Medicine  that  mention  Texas  Medical 
Association's  stance  on  state  legislation  are  defined  as  "legislative 
advertising,  ” according  to  Texas  Govt  Code  Ann  $ 305-027 . 
That  law  requires  disclosure  of  the  name  and  address  of  the  per- 
son who  contracts  with  the  printer  to  publish  the  legislative 
advertising  in  Texas  Medicine:  Robert  G.  Mickey,  Executive 
Vice  President,  TMA,  401  W 15th  St,  Austin,  TX  78701. 


“I  have  a very  select  practice.” 

DR.  ARTHUR  WILLIAMS,  DIRECTOR  OF  HEALTH  SERVICES 
SOUTHSIDE  HEALTHCARE,  INC.,  ATLANTA,  GA 


Dr.  Williams  doesn’t  see  just  anyone. 
Only  those  who  need  him  most. 

As  director  of  health  services  at 
Southside  Healthcare,  one  of  the 
nation’s  five  largest  community 
health  centers,  Dr.  Williams  oversees 
a team  of  health  care  professionals 
that  managed  153,000  patient  visits 
last  year. 

Dr.  Williams’  career  reflects  his  com- 
mitment. He  worked  as  a pharma- 
cist, then  went  back  to  school  and 
earned  his  MD.  He  paid  for  medical 
school  by  committing  to  work  three 
years  at  a community  health  center 
— Southside.  Nine  years  later,  he’s 
still  there,  still  giving. 

The  Sharing  the  Care  program 
donates  Pfizer’s  full  line  of  single- 
source pharmaceuticals  to  medically 
uninsured,  low-income  patients  of 
federally  qualified  centers  like 
Southside,  in  support  of  those  who, 
like  Dr.  Williams,  are  part  of  the  cure. 


Sharing  the  Care:  A Pharmaceuticals  Access 
Program  is  a joint  effort  of  the  National 
Governors'  Association,  the  National  Association 
of  Community  Health  Centers  and  Pfizer. 
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Were  part  of  the  cure. 


Medical  Economics 


Managing  Medicaid 

Impending  change  produces  many  questions,  few  answers 

By  Larry  BeS aw,  Associate  editor 


There  is  a widely  held  belief  that  big  trouble  often 
starts  with  a simple  declaration:  “Now  here’s  what 
we’ll  do.”  It’s  a variation  of  the  one  about  hell  and 
good  intentions.  During  the  most  recent  session 
of  the  Texas  Legislature,  lawmakers  decided  that  what  they 
would  do  is  authorize  the  conversion  of  the  state’s  Medicaid 
program  to  managed  care.  Otherwise,  Texas  faced  a pro- 
jected shortfall  of  up  to  $2  billion  in  state  funds  over  the 
next  biennium  for  the  program  that  provides  health  care  for 
about  2 million  low-income  Texans  a month. 


The  result  was  the  passage  of  Senate  Bill  10,  the  Medic- 
aid Reform  Bill,  instructing  state  officials  to  seek  a federal 
1115  research  and  demonstration  waiver  allowing  Texas  to 
implement  a statewide  Medicaid  managed  care  program. 
State  officials  maintain  that  the  program  would  maximize 
cost  savings  by  emphasizing  preventive  services,  coordina- 
tion of  care,  and  medical  homes.  Two  managed  care  pilot 


programs  already  exist  — a health 
maintenance  organization  (HMO) 
model  in  Travis  County  and  a primary 
care  case  management  (PCCM) 
model  in  the  Galveston-Beaumont- 
Port  Arthur  Golden  Triangle  area.  In 
the  PCCM  project,  primary  care  case 
manager  physicians  receive  regular 
Medicaid  fee-for-service  payments, 
plus  an  additional  monthly  fee  for 
providing  patients  with  medical 
homes  and  managing  their  care. 

The  bill  also  allows  local  govern- 
ments to  create  intergovernmental  ini- 
tiatives (IGIs)  to  match  local  money  with  federal  dollars 
and  run  Medicaid  on  a local  or  regional  basis.  That  con- 
cept has  created  concern  among  many  San  Antonio  physi- 
cians, who  feared  they  would  be  cut  out  of  the  system 
when  the  Bexar  County  Hospital  District  applied  to  run  a 
Medicaid  HMO  in  conjunction  with  The  University  of 
Texas  Health  Science  Center  at  San  Antonio. 
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At  the  federal  level,  Congressional 
Budget  Office  projections  of  a growth 
rate  in  federal  Medicaid  spending  of 
more  than  10%  a year  produced  pro- 
posals in  Congress  to  shift  the  respon- 
sibility for  Medicaid  to  the  states  and 
provide  federal  matching  funds  in  the 
form  of  block  grants.  Supporters  of 
block  grants  say  they  would  give 
states  more  control  over  their  Medic- 
aid programs. 

Louis  J.  Goodman,  PhD,  director 
of  the  Texas  Medical  Association’s 
division  of  medical  economics,  says  it 
is  estimated  the  proposed  spending 
reductions  (19%  in  the  House  and 
22%  in  the  Senate)  would  cause  an 
18%  decrease  in  federal  Medicaid 
appropriations  for  Texas.  Block  grants 
would  render  the  IGI  concept  mean- 
ingless and  “pose  a significant  hard- 
ship for  physicians  and  patients  in  the 
Medicaid  program,”  he  said. 

Washington  politics  being  what  it 
is,  the  block  grant  concept  is  by  no 
means  a sure  thing.  “Whether  we’ll 
even  have  block  grants,  no  one 
knows,”  said  William  G.  Gamel,  MD, 
medical  director  of  the  National  Her- 
itage Insurance  Company  (NHIC), 
which  provides  medical,  technologi- 
cal, administrative,  and  financial  sup- 
port for  the  Medicaid  program  under 
a contract  with  the  state.  “We  can  be 
as  sure  of  block  grants  as  we  were  of 
health-system  reform,  which  never 
happened.  This  may  or  may  not  hap- 
pen, but  we’ve  got  to  proceed.  If  the 
block  grants  come  in,  then  the  waiver 
process  is  out  the  window,  IGIs  may 
be  out  the  window,  and  we’re  back  at 
square  one.” 


The  long-term  prognosis  for  the 
state’s  Medicaid  restructuring  is  still 
unclear,  says  Karen  Batory,  director  of 
TMA’s  health-care  delivery  and  quality 
improvement  department.  “Managed 
care’s  ability  to  control  the  health-care 
costs  of  high-risk  or  vulnerable  popu- 
lations remains  largely  unproven. 
Moreover,  federal  Medicaid  reform 
efforts  may  limit  or  derail  implemen- 
tation of  a Medicaid  waiver,”  she  wrote 
in  an  analysis  of  the  Medicaid  reform 
legislation.  “Despite  these  uncertain- 
ties, SB  10  and  related  Medicaid 
reform  legislation  will  undoubtedly 
alter  the  way  in  which  the  Texas  Med- 
icaid system  is  organized,  financed, 
and  delivered,”  she  said. 

In  light  of  these  developments,  the 
physicians  who  care  for  Medicaid 
patients  are  wondering  exactly  what  it 
all  means  and  how  it  will  affect  their 
practices.  There  are  many  questions 
but  few  answers  at  this  point.  A deci- 
sion from  federal  officials  on  the  waiver 
request  could  come  in  as  soon  as  6 or  as 
long  as  18  months,  and  it  is  expected 
Congress  will  not  resolve  the  block 
grant  questions  until  later  this  fall. 

The  guiding  principles 
Besides  working  to  develop  a 
statewide  Medicaid  managed  care  sys- 
tem, state  officials  have  also  applied 
for  a federal  waiver  to  allow  new  pilot 
projects  in  Bexar,  Tarrant,  and  Lub- 
bock counties  and  to  expand  the  exist- 
ing project  in  the  Galveston- 
Beaumont  area  to  three  additional 
counties.  In  late  summer,  state  offi- 
cials held  public  hearings  in  San  Anto- 
nio, Fort  Worth,  and  Lubbock,  where 


they  heard  testimony  from  Bernard 
Palmer,  MD,  speaker  of  the  TMA 
House  of  Delegates;  Bohn  Allen,  MD, 
chair  of  the  TMA  Council  on  Socioe- 
conomics; and  Clint  Chambers,  MD, 
president  of  the  Lubbock-Crosby- 
Garza  County  Medical  Society. 

All  three  said  they  recognize  the 
tremendous  fiscal  pressures  the  state  is 
facing,  that  identifying  cost-effective 
delivery  models  to  ensure  that  each 
patient  has  a medical  home  is  an 
important  goal,  and  that  the  existing 
pilot  projects  have  already  demon- 
strated savings  through  reduced  emer- 
gency room  utilization,  hospital 
lengths  of  stay,  and  specialist  outpa- 
tient visits. 

They  urged  state  officials  to  incor- 
porate the  Medicaid  Managed  Care 
Guiding  Principles  adopted  without 
dissent  by  the  TMA  House  of  Dele- 
gates last  May  as  they  implement 
managed  care  pilot  projects.  The 
major  elements  of  those  guiding  prin- 
ciples are: 

• The  assurance  of  a choice  of  physi- 
cians and  type  of  health  plan  for 
Medicaid  patients  is  an  important 
part  of  establishing  a medical  home 
for  them.  This  will  encourage  Med- 
icaid patients  to  participate  in  the 
program  by  giving  them  direct 
access  to  a system  of  care. 

• Physicians  currently  in  Medicaid 
must  be  included  in  the  network. 
Senate  Bill  10  requires  managed  care 
plans  to  ensure  that  traditional 
providers  are  included  for  3 years  if 
they  meet  the  contract’s  terms  of 
participation.  This  ensures  that 
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Making  the  system  work  better 

Now  that  he  is  the  chief  physician  for  the  insurance  company 
administering  the  state’s  massive  Medicaid  program,  William  G. 
Gamel,  MD,  says  he  is  going  to  use  what  he  learned  during  27 
years  of  private  practice  to  make  the  system  work  better  for  Texas  physicians. 

“I’m  going  to  work  mightily  to  reduce  the  bureaucratic  hassle  for  physi- 
cians who  use  the  Medicaid  program,”  he  said.  Dr  Gamel,  a gastroenterol- 
ogist, joined  the  National  Heritage  Insurance  Company  (NHIC)  full  time 
last  January  as  associate  medical  director,  then  became  medical  director  in 
April  when  Mike  McKinney,  MD,  left  that  post  to  become  Texas  commis- 
sioner of  health  and  human  services. 

“I  think  one  of  my  big  goals  is  to  bring  a medical  side  to  an  information 
company.  A lot  of  people  here  are  in  the  technology  business.  In  some 
sense,  I want  to  bring  the  human  side  of  what  we  do  in  health  care  to  this 
company,”  he  said. 

Part  of  the  efforts  to  streamline  the  process  includes  the  convening  of  a 
medical  advisory  workgroup  composed  of  representatives  of  NHIC,  the 
Texas  Department  of  Health,  the  Texas  Medical  Association,  the  Texas 
Hospital  Association,  and  several  physicians  who  treat  a high  volume  of 
Medicaid  patients.  The  group’s  goal  is  to  better  understand  how  the  pro- 
gram operates  and  what  its  limitations  are. 

One  of  the  issues  identified  by  the  group  is  streamlining  the  claims-fil- 
ing  process  to  provide  quicker  payment.  NHIC  now  processes  about 
400,000  claims  weekly  and  most  claims  — except  multiple  surgeries, 
which  require  manual  review  by  Dr  Gamel’s  staff — are  paid  in  less  than 
10  days.  NHIC  and  health  department  officials  are  working  to  eliminate 
as  much  of  the  manual  review  as  possible.  NHIC  also  is  providing  free 
software  and  technical  support. 

Additional  issues  the  group  intends  to  examine  are  how  to  enroll 
providers  more  quickly,  increase  the  effectiveness  of  patient  education,  and 
develop  an  index  of  medical  policy  revisions  so  the  Medicaid  bulletins  are 
better  understood  by  providers. 

“I  want  to  put  a medical  face  on  NHIC  and  let  physicians  know  what 
we  can  do  to  facilitate  the  care  of  their  patients,”  Dr  Gamel  said. 


patients  already  in  medical  homes 
will  not  lose  them. 

• Managed  care  organizations  or  net- 
works should  ensure  that  practicing 
physicians  develop  and  direct  peer 
review  and  quality  management  pro- 
grams. Specifically,  they  must  ensure 
that  local  physicians  will  have  input 
into  decisions  about  medical  necessity. 

• An  appeals  process  fair  to  both 
patients  and  physicians  for  reconsider- 
ing medical  issues  must  be  established. 

Furthermore,  Drs  Palmer,  Bohn, 
and  Chambers  testified,  reimburse- 
ment is  one  of  many  factors  determin- 
ing whether  a physician  participates  in 
the  Medicaid  program.  A 1994  state 
study,  Texas  Medicaid  in  Perspective, 
shows  that  improving  Medicaid  pay- 
ment rates  increases  the  likelihood 
that  more  people  will  be  treated  in 
physicians’  offices  rather  than  at  hos- 
pitals. The  physicians  encouraged 
state  officials  to  use  reimbursement 
incentives  such  as  a case  management 
fee  to  increase  cost-effectiveness. 
“This  would  go  a long  way  toward 
aligning  our  mutual  incentives  of 
ensuring  both  access  and  delivery  of 
cost-effective  medical  care  to  Medic- 
aid patients,”  they  said. 

Dr  Gamel  says  it  may  be  getting 
easier  to  persuade  physicians  to  accept 
Medicaid  patients  because  reimburse- 
ment now  is  often  not  that  much  dif- 
ferent from  rates  under  managed  care 
plans.  “The  health-care  environment 
has  changed  such  that  in  certain 
instances  Medicaid  pays  more  than 
managed  care.  That’s  by  design 
because  we  want  to  make  the  reim- 
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bursement  realistic  and  give  these 
patients  access  to  health  care,”  he  said. 

Areas  of  concern 

In  addition  to  the  possibility  of  block 
grants  and  reduced  federal  funding, 
the  state’s  decision  on  how  to  struc- 
ture Medicaid  managed  care  will 
greatly  influence  how  the  new  system 
affects  physicians’  practices.  The 
Health  and  Human  Services  Com- 
mission could  very  well  put  both 
HMO  and  PCCM  systems  in  place, 
depending  on  the  circumstances  of 
each  community.  “The  PCCM  sys- 
tem is  probably  the  one  that  physi- 
cians are  going  to  be  the  most 
comfortable  with,”  Dr  Gamel  said. 
“In  those  areas  where  there’s  been 
more  penetration  of  managed  care 
into  the  market,  physicians  under- 
stand how  to  work  in  that.” 

Whether  physicians  will  make 
more  or  less  money  depends  on  the 
reimbursement  and  copayment  rates. 
TMA  strongly  supports  the  PCCM 
concept. 

Another  major  and  thus  far  unan- 
swered question  is  how  many  of  the 
physicians  now  treating  Medicaid 
patients  will  be  allowed  to  continue  to 
do  so  under  managed  care.  Senate  Bill 
10  says  physicians  who  now  do  a “sig- 
nificant” amount  of  Medicaid  care 
will  be  retained  for  3 years,  but  it  does 
not  define  “significant.”  TMA  has  told 
state  officials  that  any  physician  now 
treating  Medicaid  patients  should  be 
kept  in  the  program. 

“If  a PCCM  is  put  in  place,  then 
everybody  by  definition  is  in  the  pro- 
gram,” Dr  Goodman  said.  “If  the  state 


goes  with  an  HMO  model,  we  will 
seek  to  make  sure  that  physicians  who 
are  in  the  Medicaid  program,  or  who 
want  to  join,  will  be  allowed  to  partic- 
ipate. I his  will  benefit  patients 
because  they  won’t  have  to  choose  dif- 
ferent physicians.” 

Ms  Batory  says  HMOs  might  seek 
to  control  their  costs  by  limiting  the 
number  of  physicians  in  the  plan.  This 
could  be  done  by  setting  stringent  cre- 
dentialing  standards  for  participation, 
such  as  requiring  physicians  to  be 
board  certified.  On  the  other  hand, 
she  says,  HMOs  may  seek  physicians 
who  have  large  Medicaid  patient  bases 
because  they  are  familiar  with  the  sys- 
tem and  could  help  market  the  net- 
work to  the  Medicaid  population. 

Another  concern  is  what  will  hap- 
pen to  more  than  300  rural  health 
clinics  in  Texas.  Although  the  feder- 
ally qualified  health  clinics  are  pro- 
tected, Ms  Batory  says,  there  is 
nothing  in  SB  10  that  ensures  the 
financial  well-being  of  the  other  rural 
health  clinics.  There  is  no  guarantee 
they  will  keep  cost-based  reimburse- 
ment,” Ms  Batory  said.  “Losing  cost- 
based  reimbursement  will  really  hurt 
some  doctors.” 

Ms  Batory  says  TMA  will  demon- 
strate to  state  officials  the  need  for 
protecting  rural  health  clinics.  “We 
have  a good  argument  because  these 
clinics  were  designed  to  expand  access 
to  health  care.”  She  added  that  the 
rural  health  clinic  system  has  been  as 
helpful  to  rural  physicians  as  the  fed- 
eral disproportionate  share  program 
has  been  to  hospitals.  “It’s  saved 
them,”  she  said. 


A good  deal?  j 

Legislators  may  have  decided  to  put  j 
Medicaid  under  managed  care  because  • 
they  believe  it  is  good  for  the  state’s  : 
budget,  but  the  biggest  unanswered  j 
question  is  whether  it  is  a good  deal  j 
for  physicians  and  their  patients.  Dr  : 
Gamel  believes  the  conversion  to  j 
managed  care  will  have  a positive  • 
effect  on  medical  practice  il  physicians  : 
“go  into  it  with  open  minds  and  learn  j 
the  system.”  : 

Is  it  good?  I think  the  answer  is  : 
that  it’s  probably  inevitable,”  Dr  :: 
Goodman  said.  “We  support  the  idea  j 
of  a medical  home  and  cost  effective-  : 
ness,  and  if  patients  and  physicians  : 
have  choice  and  if  the  Patient  Protec-  • 
tion  Act  principles  are  maintained,  it  : 
probably  is  good.  : 

“We  are  not  anti-HMO.  They  j 
offer  a lot  of  positives,”  he  added.  : 
“But  physicians  must  be  involved,  and  :: 
medical  directors  should  have  suffi-  \ 
cient  authority  to  implement  peer  : 
review  systems  using  local  doctors  and  j 
then  to  evaluate  patient  care  through  • 
outcomes  data.”  • 

Dr  Goodman  says  TMA  has  a j 
long-standing  medical  outcomes  pro-  j 
gram  and  is  developing  a quality  insti-  : 
tute.  “Perhaps  this  is  an  opportunity  j 
for  managed  care  plans  to  join  us  in  a • 
program  to  ensure  quality  outcomes,”  : 
he  said.  “TMA  does  not  believe  \ 
HMOs  should  be  the  only  choice  for  • 
any  community.  You  have  to  have  : 
choice,  you  have  to  have  several  plans  j 
or  a single  PCCM  that  includes  all  j 
physicians.”  ★ • 
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Legislative  soup, 
rule-making  salad 

Lawmakers  and  state  agencies  serve  up  5. 01  (a)  rules 


By  Teri  Lee  Jones,  Associate  editor 

One  response  to  tremendous  changes  in  the 
health-care  industry  has  been  the  formation  of 
more  and  more  physician/hospital  organiza- 
tions (PHOs).  One  kind  of  PHO  has  grown 
rapidly  in  Texas.  Commonly  referred  to  simply  as  the 
5.01(a)  — its  section  number  in  the  Medical  Practice  Act 
of  Texas  that  describes  how  it  is  formed  and  what  it  can  do 
— the  number  of  these  nonprofit  health-care  corporations 
has  more  than  quadrupled  in  Texas  in  the  past  5 years, 
increasing  from  36  in  1990  to  160  in  1995. 


This  explosive  growth  has  fueled  controversy  over  a 
couple  of  issues.  While  all  the  board  members  of  a 5.01(a) 
must  be  licensed  physicians,  the  organization  can  have 
members  who  are  not  physicians.  One  such  member, 
dubbed  the  “corporate  member,’’  in  most  cases  provides 
the  corporation’s  capital,  has  power  to  select  physician 
board  members,  and  typically  has  broad  authority  under 
the  corporation’s  bylaws  to  make  or  approve  significant 
financial,  contracting,  and 
other  decisions.  The  typical 
5.01(a)  today  is  composed  of 
a tax-exempt,  nonprofit  hos- 
pital (the  corporate  mem- 
ber) and  a physician  group. 

One  particularly  divisive 
concern  has  been  how  to 
apportion  control  between 
the  physician  board  of  direc- 
tors and  the  corporate  mem- 
ber. Many  physicians  have 
feared  that  clinical  auton- 
omy could  be  compromised 
by  allocations  of  power  in 
bylaws  that  favor  corporate 
interests,  which  may  value 
profitability  over  quality  of 
care.  Texas  Medical  Associa- 
tion’s General  Counsel  Don- 


ald P.  Wilcox,  JD,  brought  this  con- 
cern to  the  attention  of  the  Texas  State 
Board  of  Medical  Examiners 
(TSBME)  in  fall  1993,  and  TSBME 
has  struggled  for  about  2 years  trying 
to  finalize  new  rules  to  settle  this  issue. 

Yet  another  result  of  the  growth  of 
501(a)s  has  been  the  problem  of  deter- 
mining how  much  financial  risk  Texas 
law  allows  the  corporations  to  accept  in 
their  service  contracts  — which  really 
boils  down  to  deciding  how  much  like 
health  maintenance  organizations 
(HMOs)  they  can  behave  without 
HMO  licensure.  In  order  to  clarify  such  matters,  the  Texas 
Legislature  passed  a few  bills  this  summer,  two  of  which 
apparently  contradict  one  another,  and  the  Texas  Depart- 
ment of  Insurance  will  have  to  write  rules  to  sort  it  all  out. 

Five-o-one-what? 

Ask  20  random  Texas  physicians  what  they  think  of 
5.01(a)s,  and  chances  are  good  you’ll  get  blank  stares  from 

at  least  a dozen,  which  is  not 
surprising  considering  501(a)s 
have  only  existed  in  this 
state  since  1971  and  num- 
bered fewer  than  40  until 
1992.  They  were  originally 
created  as  a way  for  Texas  to 
qualify  for  federal  grants 
designated  for  migrant- 
worker  medical  care  without 
violating  the  ban  on  the  cor- 
porate practice  of  medicine 
contained  in  the  Medical 
Practice  Act  of  Texas. 

Texas  is  one  of  at  least 
seven  states  that  still  bans 
the  corporate  practice  of 
medicine,  where  nonphysi- 
cians hire  physicians,  collect 
their  fees,  and  pay  their 
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salaries.  In  order  to  qualify  for  the  fed- 
eral grant  money,  an  exception  to  the 
corporate  practice  of  medicine  ban 
was  written  in  1971,  allowing  physi- 
cian-led, limited  nonprofit  health-care 
corporations  to  hire  physicians  with 
TSBME  approval. 

In  1981,  when  the  Texas  Legislature 
codified  the  Medical  Practice  Act  of 
Texas,  this  provision  was  placed  under 
section  5.01(a).  It  said  TSBME  could 
certify  nonprofit  corporations  formed 
by  licensed,  practicing  physicians  if  the 
corporations  maintained  nonprofit  sta- 
tus under  state  law  and  were  formed 
for  any  of  five  purposes,  including  sci- 
entific research  for  the  public  good. 
Most  5.01  (a)s  satisfy  catchall  purpose 
number  four  — delivery  of  health  care 
to  the  public.  Additionally,  directors 
and  trustees  of  5.01  (a)s  must  be 
“actively  engaged  in  the  practice  of 
medicine,”  according  to  the  law. 

What  began  as  a relatively  specific 
exception  to  Texas’  ban  on  the  corpo- 
rate practice  of  medicine  had  bal- 
looned by  the  early  ’90s.  The  use  of 
5.01  (a)s  has  become  a preferred  way 
for  tax-exempt,  nonprofit  hospitals  to 
compete  with  for-profit  hospitals  in 
retaining  physician  bases  without 
jeopardizing  their  tax-exempt  status  or 
violating  the  ban  on  the  corporate 
practice  of  medicine. 

Jerry  Bell,  JD,  a partner  with  Ful- 
bright  & Jaworski,  is  often  credited 
for  the  explosive  growth  of  5.01(a)s. 
Although  the  exception  had  never 
been  limited  to  just  migrant- worker 
medical  care,  Mr  Bell  was  one  of  the 
first  to  recognize  the  exception’s 
potential  and,  in  1992,  to  use  it.  “We 


were  making  a virtue  of  necessity,”  Mr 
Bell  said.  “It  was  the  only  way  we 
could  think  of  under  Texas  law  that  a 
medical  school,  teaching  hospital,  or 
tax-exempt  hospital  could  have  a suffi- 
cient affiliation  with  a physician  orga- 
nization to  enable  it  to  contribute 
money  to  the  organization.  Everybody 
is  looking  for  an  integrated  delivery 
system,  and  these  have  the  potential, 
every  time,  of  being  a very  attractive 
system  because  they  are  partnerships.” 

Jacksonville  internist  Joe  Cunning- 
ham, MD,  is  a director  of  Health 
Texas,  a 5.01(a)  affiliated  with  Baylor 
University  Medical  Center  in  Dallas, 
and  also  is  chair  of  the  board  of 
Regional  Medical  Services  Alliance,  a 
5.01(a)  affiliated  with  Mother  Francis 
Hospital  in  Tyler.  He  says  that 
although  his  groups  are  doctor 
friendly,  others  are  less  so.  “There  are 
some  out  there  that  will  take  as  much 
advantage  of  physicians  as  TSBME 
will  let  them,”  Dr  Cunningham  said. 

Rule-making  nightmare 

It  was  their  rapid  growth  and  an 
accompanying  fear  that  corporate 
members  would  assume  total  control 
of  5.01  (a)s  that  prompted  TSBME  to 
propose  new  rules  last  year  clarifying 
how  powers  would  be  shared  between 
physician  board  members  and  corpo- 
rate members.  Many  nuances  have 
not  yet  been  worked  out.  For  instance, 
does  the  corporate  member  appoint 
the  board  of  directors?  Can  it  remove 
them?  And  if  so,  for  what  reasons?  Do 
physicians  have  any  role  in  selecting 
board  members  or  in  ratifying  con- 
tractual or  factual  decisions? 


Some  physicians  say  it  is  the  poten- 
tial for  corporate  abuse  of  power  — an 
excessive  concern  for  the  financial 
bottom  line  — that  could  push  qual- 
ity patient  care  off  into  a corner. 
“Most  of  the  time,  those  who  have  the 
money  make  the  rules,”  said  Dallas 
gynecologist  Dennis  Factor,  MD. 
“And  the  corporate  members  are  the 
ones  with  the  money.  There’s  no  ques- 
tion about  it.  I don’t  blame  hospitals 
for  trying  to  compete  with  HMOs 
and  other  groups,  but  probably  in  the 
majority  of  cases,  some  of  the  physi- 
cians on  the  5.0 1 (a)  board  of  directors 
are  or  will  be  employed  by  the  corpo- 
rate member.  Consequently,  the 
potential  for  corporate  abuse  exists.” 

“Based  on  what  we've  seen  so  far, 
decision-making  power  tends  to 
remain  with  the  corporate  member 
rather  than  with  practicing  physicians 
in  the  network,”  said  Mr  Wilcox, 
TMA’s  general  counsel.  “The  hospital 
is  motivated  to  keep  its  system 
healthy.  Will  this  be  at  the  expense  of 
the  physicians  in  the  network?” 

TMA’s  House  of  Delegates 
adopted  and  forwarded  to  TSBME 
several  5.01(a)  recommendations  last 
November,  including  one  denying 
corporate-member  employees  admis- 
sion to  the  board  of  directors.  Another 
states  that  physicians  nominated  to 
the  board  of  directors  must  disclose 
any  corporate-member  financial  ties. 
As  for  selecting  board-of-director 
members,  the  initial  board  should  be 
appointed  by  the  incorporating  physi- 
cians and  ratified  by  participating 
physicians.  All  financial  powers 
should  originate  with  the  board  of 
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directors  but  may  be  subject  to  corpo- 
rate-member approval,  according  to 
the  recommendations. 

After  publishing  proposed  rules  in 
December,  TSBME  allowed  30  days  for 
substantive  public  comment.  At  a hear- 
ing on  the  rules  this  January,  it  adopted 
the  proposed  rules  contingent  upon 
whether  it  received  substantive  com- 
ments otherwise.  Because  comments 
poured  in  at  a level  TSBME  believed 
substantive,  it  decided  to  start  over. 
“There’s  an  awful  lot  of  money  and 
power  fighting  for  more  corporate  con- 
trol of  5.01(a)s,”  Dr  Cunningham  said. 

Settling  the  issue  became 
even  more  complicated  for 
TSBME  when  it  lost  key 
board  members  who  had 
worked  on  the  5.01(a)  rules 
to  its  routine  change  of 
board  membership  this  sum- 
mer. At  a meeting  late  this 
summer,  TSBME  appointed 
a subcommittee  to  finalize 
the  rules,  but  at  press  time  this  August 
they  had  not  yet  been  published. 

As  contentious  and  tedious  as  the 
process  of  coming  up  with  new  rules 
is,  Bruce  Levy,  MD,  JD,  TSBME 
executive  director,  says  he’s  not  frus- 
trated and  expects  to  have  finalized 
rules  before  the  year  ends.  “My  real 
concern  is  to  make  sure  we  get  a prod- 
uct out  there  that  will  continue  to 
both  protect  the  public  and  ensure 
quality  care.”  Although  this  balancing 
act  between  preserving  independent 
medical  judgment  for  physicians  and 
reserving  some  financial  control  for 
corporate  members  has  been  admit- 
tedly difficult,  Dr  Levy  says  he 
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believes  both  sides  are  moving  closer 
toward  compromise. 

Another  problem,  another  agency 

While  TSBME  wrestled  with  the  issue 
of  5.01(a)  internal  corporate  struc- 
ture, others  were  looking  at  the  corpo- 
rations’ contracting  boundaries.  As 
more  and  more  5.01(a)s  sprang  up 
around  the  state,  the  Texas  Depart- 
ment of  Insurance  (DOI)  began  to 
take  note  — especially  about  a year 
and  a half  ago  when  it  began  receiving 
numerous  inquiries  about  the  legiti- 
macy of  some  of  the  new  groups.  The 


DOI’s  main  concern  then,  as  now,  was 
that  some  5.01(a)s  and  other  groups 
accepting  capitated  contracts  might 
actually  be  operating  as  HMOs  with- 
out HMO  licensure. 

“We  don’t  want  to  have  these  enti- 
ties out  there  taking  on  big  financial 
risks  without  anyone  watching  them,” 
said  Leah  Rummel,  Texas  DOI  director 
for  health  maintenance  organizations 
and  utilization  review.  With  insuffi- 
cient capital  or  oversight,  such  groups 
could  “just  go  under,  and  lots  of  people 
would  be  left  with  no  insurance,  with 
bills  unpaid,  and  with  no  services,”  she 
said.  Letters  were  sent  to  about  50 
groups  last  year  asking  to  review  their 
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contracts  with  payers,  Ms  Rummel 
says.  That’s  when  the  Texas  Alliance  of 
Nonprofit  Health  Corporations,  an 
alliance  of  5.01  (a)s,  sought  legislative 
clarification  with  House  Bill  3111. 

“We  wanted  to  define  legally  what 
5.01  (a)s  could  do,”  said  Fort  Worth 
pediatrician  Ramiro  Cavazos,  MD, 
chair  of  the  alliance.  “We  wanted  to 
be  able  to  function  without  concern 
that  if  we  did  something  like  have  one 
5.01(a)  contract  with  another,  it 
would  be  illegal.” 

House  Bill  3111,  which  goes  into 
effect  in  April  1996,  clarifies  the  ability 
of  5.01(a)s  to  assume  risk  through  cap- 
itated contracts.  If  a 5.01(a)  already  has 
a contract  with  an  HMO,  the  bill  says 
the  5.01(a)  may  assume  risk  for  physi- 
cian and  hospital  services  on  a capi- 
tated basis  without  an  HMO  license. 

House  Bill  3111  also  says  that  if  a 
5.01(a)  meets  certain  qualifications,  it 
may  contract  directly  with  employers 
on  a risk-sharing  basis  for  physician 
and  hospital  services.  It  must  first 
meet  HMO  licensure  qualifications 
by  obtaining  a certificate  of  authority 
from  Texas  DOI  and  must  have 
applied  for  accreditation  or  be  accred- 
ited by  either  the  Joint  Commission 
on  Accreditation  of  Healthcare  Orga- 
nizations or  the  National  Committee 
on  Quality  Assurance. 

But  another  bill  that  passed  this 
summer  amending  the  HMO  Act, 
Senate  Bill  1407,  says  that  a 5.01(a) 
contracting  with  an  HMO  may  only 
accept  capitation  for  physician  services, 
not  for  all  health-care  services.  This  bill 
goes  into  effect  for  contracts  made  or 
renewed  on  or  after  January  1,  1996. 


“There’s  an  awful  lot 
of  money  and  power 
fighting  for  more 
corporate  control  of 
5.0 1 (a)s.” 


Law 


And  just  as  TSBME  has  struggled 
to  clarify  the  Medical  Practice  Act,  the 
Texas  DOI  must  now  draft  rules  to 
clarify  these  two  bills  and  other  related 
legislation.  This  job,  according  to  Ms 
Rummel,  is  priority  number  two  for 
the  agency  behind  Governor  Bush’s 
charge  to  write  rules  encompassing 
some  of  the  standards  of  the  vetoed 
Patient  Protection  Act. 

“If  we  can  settle  it  through  the 
rule-making  process,  then  that  will  be 
great,”  Ms  Rummel  said.  “Otherwise 
well  have  to  go  through  other 
processes.  In  the  meantime,  techni- 
cally [5.01(a)s]  are  supposed  to  be 
licensed  as  HMOs  if  they’re  operating 
like  HMOs.”  The  agency  must  have  a 
first  draft  of  the  rules  by  October  1 . 

Some  5-01  (a)s  are  not  waiting 
around  for  DOI  rules  and  have 
applied  for  HMO  licensure.  And  bar- 
ring the  emergence  of  extremely  limit- 
ing new  laws  or  regulations,  some  say 
with  or  without  extended  capitation 
powers,  5.01  (a)s  will  continue  to 
develop.  Whether  these  nonprofit, 
hospital-driven  organizations  will  be 
able  to  compete  in  the  marketplace 
and  deliver  high-qulaity  care  remains 
to  be  seen.  ★ 


Legal  articles  in  Texas  Medicine  are  intended,  to  help 
physicians  understand  the  law  by  providing  legal  informa- 
tion on  selected  topics.  These  articles  are  published  with  the 
understanding  that  TMA  is  not  engaged  in  providing  legal 
advice.  When  dealing  with  specific  legal  matters , readers 
should  seek  assistance  from  their  attorneys. 


Advising  Physicians 

PEER  REVIEW,  NETWORKS 

Clark  Watts,  M.D..  ].D. 

FORDS  FERRARO,  L.L.P 

ATTORNEYS  AT  LAW 

98  SAN  JACINTO  BOULEVARD,  SUITE  2000 
AUSTIN.  TEXAS  78701 
512  • 476-2020 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services,  Inc.,  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


W e are  a dedicated  group  of 

professionals  with  a reputation 
for  obtaining  reasonably  priced 
malpractice  insurance  regardless  of  a 
physician’s  claim  history,  specialty  or 
previous  problems. 


Medical  Insurance  Services,  Inc. 

For  additional  information,  contact: 

David  A.  Butler,  Executive  Director 
Aberdeen  Medical  Insurance  Services,  Inc. 
2700  Post  Oak  Blvd.,  Suite  900  • Houston,  Texas  77056 


(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 
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In  the  1950s,  Galveston  was  notorious  for 
wide  open  gambling,  until  the  Texas 
Rangers  raided  several  casinos  and  threw 
their  slot  machines  into  the  Gulf  of  Mexico. 
Organized  crime  activity  associated  with  the 
gambling  spawned  so  many  unsolved  cases 
of  murdered  men  wrapped  in  chains  wash- 
ing up  on  the  beach  that  police  coined  the 
term  “Galveston  suicide.”  It’s  now  known  primarily  as  a 
tourist  mecca  and  a center  of  medical  education,  but  Galve- 
ston retains  some  of  its  reputation  as  a rowdy  seaport  town. 

Thus  it  is  not  too  surprising  that  the  competition  for 
patients  between  The  University  of  Texas  Medical  Branch 
(UTMB)  and  private  physicians  has  erupted  into  a raging 
controversy  that  has  created  an  air  of  fear,  suspicion,  and  dis- 
trust as  oppressive  as  the  Gulf  Coast  humidity.  The  dispute 
between  the  so-called  “town”  and  “gown”  factions,  which 
traces  its  roots  back  to  a dispute  over  the  control  of  Medicare 
funds  30  years  ago,  has  touched  off  a civil  war  in  the  medical 
community  that  has  ruined  friendships  and  put  colleagues  at 
odds.  Other  areas  of  Texas  are  seeing  similar  disagreements, 
but  none  are  as  contentious  as  that  in  Galveston. 

At  issue  is  UTMB’s  opening  of  15  primary  care  satellite 
clinics  at  13  sites  in  areas  of  Galveston  County  that  are  not 
designated  by  the  federal  government  as  medically  under- 
served. The  clinics  are  located  in  Galveston,  Texas  City, 
Dickinson,  Friendswood,  LaPorte,  Alvin,  and  West  Colum- 
bia, and  physicians  there  provide  care  in  family  practice, 
internal  medicine,  pediatrics,  and  obstetrics/gynecology. 

UTMB  officials  say  the  clinics  are  needed  to  train  med- 
ical students  and  residents  in  primary  care  to  meet 
demands  for  more  primary  care  physicians,  to  serve  as  off- 
campus  settings  for  training  the  next  generation  of  physi- 
cians in  how  to  survive  in  the  new  world  of  managed  care, 
and  to  generate  income  to  offset  reduced  state  and  federal 
appropriations.  They  also  maintain  that  UTMB  clinic 
operations  are  helping  to  address  a serious  shortage  of  pri- 
mary care  physicians  in  the  Galveston  area. 


The  private  physicians  view  UTMB  as  a well-heeled  town 
bully.  They  claim  a declining  Galveston  County  population 
means  there  are  plenty  of  physicians  in  the  area,  that  the  clin- 
ics are  threatening  their  livelihoods  by  stealing  their  patients, 
and  that  they  cannot  compete  with  what  they  believe  is  a 
deep-pockets  university  system  supported  by  tax  dollars  that 
spends  money  lavishly  and  can  absorb  losses  when  necessary. 
Moreover,  they  say  the  competition  with  UTMB  makes  it 
almost  impossible  for  them  to  recruit  private  physicians  to 
the  area  because  newcomers  don’t  want  the  aggravation.  They 
insist  that  the  solution  is  for  UTMB  to  close  the  clinics;  to 
stop  buying,  leasing,  or  lease-purchasing  private  practices; 
and  to  transfer  all  UTMB  clinic  physicians  to  the  campus. 

The  private  physicians  also  contend  that  since  they  are 
taxpayers,  they  are  in  effect  buying  the  bullets  UTMB  is 
using  to  kill  them.  They  fear  that  UTMB’s  real  goal  is  to  go 
far  beyond  the  boundaries  of  Galveston  and  seize  control  of 
all  medical  care  in  Southeast  Texas. 

As  evidence,  they  point  to  a February  6,  1995,  story  in 
the  Galveston  County  Daily  News  about  UTMB’s  attempt  to 
secure  a Medicaid  contract  to  cover  more  than  300,000 
people  in  47  counties.  The  story  quotes  E.J.  Pederson,  the 
school’s  executive  vice  president,  as  saying  the  school  needs 
to  cover  500,000  lives  to  maintain  its  patient  base.  The 
story  goes  on  to  quote  him  as  saying  that  500,000  may  be  a 
low  figure  and  that  the  number  of  lives  needed  to  remain  at 
its  current  level  may  actually  be  2 million.  Galveston 
County  now  has  about  225,000  residents. 

They  further  cite  a question-and-answer  piece  in  the 
August  8,  1994,  edition  of  Impact,  UTMB’s  employee  pub- 
lication, in  which  Ben  Raimer,  MD,  medical  director  of  the 
primary  care  outpatient  clinics,  says  the  school  “will  do 
whatever  is  necessary  to  protect  its  patient  base,  income 
flow  and  overall  economic  viability.” 

Dr  Raimer  says  that  comment  has  been  taken  out  of 
context  and  he  did  not  mean  it  to  sound  as  sinister  as  it 
does.  He  says  he  was  talking  about  the  need  to  provide  off- 
campus  sites  for  student  and  resident  training. 
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THE  SHARKS 

AND  THE  BIG  GORILLA 


The  dispute  has  been  termed  one  of  the  most 
divisive  issues  ever  to  face  the  Texas  Medical 
Association  and  therefore  has  drawn  the  atten- 
tion of  the  association’s  leadership.  Last 
November,  TMA  adopted  a policy  that  clinics  established 
by  medical  schools  “should  be  located  in  medically  under- 
served areas,  which  can  usually  best  be  determined  by 
locally  existing  practicing  physicians.  When  questions  of 
specific  sites  arise,  the  Texas  Medical  Association  should 
offer  an  avenue  to  objectively  determine  actual  need  and 
protect  patients’  interest  while  preventing  unfair  competi- 
tion and  an  adverse  impact  on  the  private  sector  physician.” 

Acting  on  directions  from  the  TMA  House  of  Dele- 
gates, the  Board  of  Trustees  created  a working  group  of 
physicians  on  both  sides,  headed  by  TMA  Trustees  Chair 
Alan  C.  Baum,  MD,  and  Past  President  Betty  P.  Stephen- 
son, MD,  to  resolve  the  conflict.  That  group’s  work  was 
endorsed  by  the  TMA  House  of  Delegates  at  annual  session 
in  May  and  laid  the  groundwork  for  resolving  the  conflict. 

The  result  is  the  creation  in  late  July  of  an  ad  hoc  com- 
mittee composed  of  the  elected  officers  of  the  Galveston 
County  Medical  Society,  UTMB  representatives,  Dr  Baum, 
Dr  Stephenson,  and  TMA  President  Mark  J.  Kubala,  MD. 
The  committee  appointed  subcommittees  with  representa- 
tion from  Galveston  Island,  North  Galveston  County,  Bra- 
zoria County,  and  South  Harris  County  to  examine  two 
major  issues  — the  status  of  existing  and  future  clinics  and 
the  development  of  a collaborative  practice  model,  possibly 
an  individual  practice  association  (IPA). 

The  Subcommittee  on  Off-Campus  Primary  Care  Clin- 
ics is  examining  under  what  conditions  existing  clinics 
should  be  maintained,  closed,  leased,  moved,  or  modified 
in  some  way;  under  what  conditions  additional  clinics 
would  be  needed;  the  factors  to  be  considered  for  the 
design  and  location  of  any  new  clinics;  and  how  existing 
private  physicians,  hospitals,  and  clinics  can  be  integrated 
into  UTMB’s  teaching  resources. 

The  Subcommittee  on  IPA  Formation  is  studying  the 
possible  formation  of  the  Galveston  County  Individual 
Practice  Association.  Components  to  be  studied  are  com- 
munity and  UTMB  physician/hospital/clinic  participation, 
management,  and  governance. 

Other  areas  being  discussed  include  developing  a joint 
marketing  plan,  qualifying  local  physicians  as  part-time 
clinical  faculty  at  UTMB,  and  developing  a Texas-specific 
definition  of  a medically  underserved  area  that  would 
include  factors  such  as  access  to  transportation. 

The  goal  is  to  reach  a compromise  that  will  allow  the 
two  sides  to  coexist.  “In  a settlement,  maybe  each  side  will 
feel  like  they’re  giving  up  something,  but  the  reason  that 


this  has  to  happen  is  because  both  sides  have  a lot  to  lose,” 
Dr  Baum  said.  “ 1 he  university  does  not  need  to  have  prob- 
lems with  all  the  town  physicians  and  make  itself  just  an 
island  surrounded  by  sharks.  By  the  same  token,  the  town 
people  are  practicing  right  next  to  a very  large  gorilla,  so  it 
kind  of  makes  sense  for  them  to  figure  out  ways  to  get 
along  with  the  medical  branch.” 

TMA  is  involved  in  the  issue  because  the  Galveston 
County  Medical  Society  was  unable  to  resolve  the  dispute, 
which  spread  with  the  opening  of  clinics  in  Brazoria 
County  and  southern  Harris  County,  Dr  Baum  says. 
“We’ve  got  to  settle  it.  The  TMA  represents  all  those  physi- 
cians, regardless  of  what  county,  plus  we  represent  the  uni- 
versity people,”  he  said.  “From  the  standpoint  of  the 
association,  we  need  to  look  out  for  both  groups.” 

Although  both  sides  are  negotiating  in  good  faith,  he  says, 
reaching  a compromise  “will  be  difficult  because  the  feelings 
run  deep  and  they  have  had  a chance  to  become  somewhat 
ingrained.”  But,  he  said,  “TMA  is  dedicated  to  seeing  this 
thing  through.  It’s  not  just  a short-term  thing,  and  we  may 
take  a long  time  to  get  there,  but  we’re  going  to  stay  at  it.” 

He  believes  there  is  reason  for  optimism  a compromise 
will  be  reached  “as  long  as  we  re  talking,  as  long  as  we’re 
working  toward  something,  as  long  as  we  get  the  people  at 
the  table.”  Others,  however,  say  that  while  they  are  hope- 
ful, they  are  not  totally  convinced  that  an  amicable  solution 
is  possible.  “If  UTMB’s  intent  is  total  control  of  medical 
care,  then  there’s  no  compromise,”  said  Galveston  surgeon 
Paul  Cunningham,  MD. 


The  sprawling  82-acre  UTMB  campus  features 
73  major  buildings  worth  more  than  $700  mil- 
lion. Founded  in  1891,  it  is  the  oldest  health 
science  education  center  in  the  state  and  has 
grown  from  a medical  school  of  only  23  students  and  13 
faculty  members  to  a vast  operation  with  a $706. 1 million 
budget,  more  than  10,000  faculty  and  staff  members,  and 
2,882  students.  It  is  the  biggest  employer  in  Galveston  and 
the  sixth  largest  in  the  Houston  metropolitan  area. 

University  officials  estimate  that  more  than  $322  million 
in  personal  income  is  generated  each  year  by  UTMB  and 
related  student  expenditures.  Students  alone  spend  more 
than  $42  million  annually.  In  addition,  UTMB  brought  in 
$67.7  million  in  research  and  development  funds  from  the 
federal  government  and  other  outside  sources  last  year. 

Its  impact  on  health  care  in  Texas,  as  well  as  the  Galveston 
area,  is  growing.  According  to  its  1994  annual  report,  UTMB 
treated  more  patients  than  ever  last  year,  recording  33,914 
inpatient  admissions  and  502,911  outpatient  visits  by 
patients  from  228  Texas  counties.  The  report  also  cites  the 
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enrollment  of  6,000  Medicaid  patients  in  the  STAR  Health 
Plan,  a Medicaid  managed  care  demonstration  project  in 
Galveston,  Jefferson,  and  Chambers  counties.  On  top  of  that, 
UTMB  joined  Texas  Tech  University  and  the  Texas  Depart- 
ment of  Criminal  Justice  in  administering  a managed  care 
program  for  100,000  inmates  in  the  state’s  prison  system. 

But  that  picture  of  financial  health  contrasts  sharply 
with  the  way  things  seemed  to  be  headed  10  years  ago.  In 
the  mid-1980s,  the  future  looked  bleak.  UTMB  and  other 
medical  schools  in  Texas  faced  reduced  state  appropriations 
as  oil  and  real  estate  prices  fell  and  the  Texas  economy  spi- 
raled downward.  At  the  same  time,  the  changes  in  health 
care  that  resulted  in  a declining  demand  for  traditional 
inpatient  services  and  the  birth  of  alternative  means  of  pro- 
viding primary  and  tertiary  care  were  beginning  to  be  felt. 
In  1986,  UTMB  saw  a 20%  decline  in  private  inpatient 
admissions  to  its  hospitals,  and  officials  projected  a $24 
million  drop  in  patient  revenues  by  1990. 

As  a result,  James  C.  Guckian,  MD,  then  UTMB’s  vice 
president  for  medical  professional  affairs,  proposed  an 
ambitious  plan  for  capturing  a larger  share  of  the  health- 
care market.  “The  only  alternative  remaining  to  UTMB  to 
finance  these  revenue  shortages,  short  of  massive  downsiz- 
ing of  our  institution,  is  increasing  revenues  from  private 
and  public  patient  care,”  he  said  in  a plan  outlining  the 
steps  UTMB  needed  to  take. 

Dr  Guckian’s  plan  called  for  UTMB  to  “consciously  and 
proactively”  compete  for  private  primary  and  specialty  care 
patients,  both  on  and  off  the  island,  and  to  purchase  or  affili- 
ate with  physician  practices.  He  recommended  considering 
competitive  actions  such  as  opening  acute  care  units  exclu- 
sively for  private  patients,  establishing  separate  hospital-based 
and  offsite  outpatient  facilities  for  private  patients,  and  pro- 
viding economic  incentives  for  selected  private  physicians. 
“The  range  of  economic  incentives  includes  limited  financial 
assistance,  special  faculty  appointments,  and  in  some  cases 
wholesale  purchase  of  the  practice  itself.  In  underserved  areas, 
UTMB  will  place  physicians  in  private  practice,  where  finan- 
cial returns  indicate  success  is  likely,”  he  wrote. 

Regarding  the  impact  on  local  physicians,  Dr  Guckian 
said  that  while  he  was  not  seeking  to  put  them  out  of  busi- 
ness, “we  do  not  think  in  the  long  run  the  residents  of  Galves- 
ton can  afford  duplicate  sets  of  inpatient  and  tertiary  medical 
facilities  for  university  based  (indigent)  and  private  care.  We 
do  not  have  the  resources  to  provide  primary  care  at  present 
to  every  private  patient  on  this  island.  Our  focus  remains  on 
the  provision  of  complex  tertiary  services  and  hospital-based 
care.  We  want  to  capture  the  90%  of  the  health-care  dollar 
that  can  be  attributed  to  inpatient  and  tertiary  care.  In  this 
effort,  we  envision  a partnership  between  the  university  and 
the  local  physician  community  that  can  increase  our  census 
and  strengthen  their  private  practices.” 

Despite  that  explanation,  private  physicians  claim  the 
plan  is  actually  a blueprint  for  taking  over  the  local  health- 
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care  system.  Dr  Guckian  denies  the  charge  and  says  the 
flames  of  controversy  are  being  fanned  by  “a  vocal  few.” 

Dr  Guckian,  now  the  executive  associate  for  health  pol- 
icy and  planning  for  the  UT  System,  says  that  although  the 
plan  bears  his  name,  it  actually  represents  the  views  of  sev- 
eral task  forces  of  UTMB  faculty  who  conducted  studies  of 
how  the  school  could  respond  to  the  changing  health-care 
environment.  He  says  the  plan  was  only  a recommendation. 

“A  lot  was  read  into  that  plan  that  was  never  meant  to 
be,  particularly  as  it  related  to  primary  care,”  Dr  Guckian 
said.  “The  intent  was  never  to  exclude  the  community 
physicians.  The  intent  was  to  develop  better  systems  within 
the  institution  to  respond  to  the  needs  of  the  community 
physicians  and  to  their  patients  and  our  patients.” 


The  Family  Health  Care  Center  in  Texas  City  is  the 
showcase  of  the  UTMB  clinic  system.  It  is  taste- 
fully decorated  and  features  state-of-the-art 
equipment,  including  an  x-ray  system  that  allows 
technologists  to  take  a plain  film  x-ray  of  a patient  in  a wheel- 
chair — only  the  second  such  system  ever  installed  in  Texas. 

Located  next  to  the  local  Wal-Mart  and  Sam’s  Club  in  a 
strip  shopping  center,  the  year-old  clinic’s  patient  load  is 
steadily  increasing.  Eighty  percent  of  its  patients  are  cov- 
ered by  the  various  managed  care  plans  with  which  UTMB 
has  contracted.  “When  we  started  out,  we  spent  more  time 
looking  at  each  other  than  we  did  patients,  but  now  it’s  get- 
ting to  the  point  where  we  are  getting  busier,”  said  William 
F.  Harper,  MD,  the  clinic’s  medical  director. 

The  clinic  operates  from  8 am  to  10  pm  Monday 
through  Thursday,  and  there  are  plans  to  add  Friday  and 
weekend  hours.  Its  six  physicians,  plus  the  medical  students 
and  residents  who  receive  training  there,  average  seeing  15 
to  20  patients  per  day,  Dr  Harper  says.  Family  and  internal 
medicine  are  provided  at  all  times,  and  adult  or  pediatric 
orthopedics  is  available  4 days  a week.  A cardiologist  comes 
in  for  a half  day  every  other  Friday,  but  Dr  Harper  says  the 
workload  is  increasing  to  the  point  where  the  physician  will 
have  to  be  there  every  Friday.  “The  goal  is  to  try  to  provide 
as  much  care  as  we  can  here  without  people  having  to  go 
back  to  Galveston,”  he  said. 

Dr  Harper  has  no  regrets  about  giving  up  18  years  of 
private  practice  to  work  for  UTMB.  For  one  thing,  he  says, 
he  can  do  more  in  the  clinics  than  he  ever  did  in  his  own 
practice.  “I  did  a thoracentesis  the  other  day,  and  I couldn’t 
have  done  that  before  because  I didn  t have  x-ray  backup. 

Initial  hostility  from  private  physicians  has  lessened 
somewhat  as  they  see  that  the  UTMB  physicians  will  still 
admit  patients  to  the  local  Mainland  Center  Hospital  or  per- 
form outpatient  procedures  there  when  necessary,  he  says. 
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“I  really  don't  think  we  are  taking  patients  away  from 
the  local  physicians,”  Dr  Harper  said.  “My  experience  has 
been  that  we  get  very  few  patients  from  established  physi- 
cians and,  if  we  do,  it’s  because  they’re  dissatisfied  for  one 
reason  or  another.  1 don’t  think  were  taking  away  good 
patients  from  good  docs.” 


Dr  Cunningham’s  office  is  only  one  floor 
beneath  Dr  Raimer’s  in  the  Sealy-Smith  Pro- 
fessional Building,  but  they  might  as  well  be 
on  opposite  ends  of  the  island  because  that  is 
exactly  where  they  are  on  the  town/gown  issue. 

“I  think  the  private  doctors  and  many  of  the  citizens 
who  are  knowledgeable  about  what's  going  on  have  felt 


been  thwarted  in  their  attempts  to  recruit  new  physicians 
to  the  area  because  they  cannot  match  the  salaries  and 
financial  incentives  offered  by  UTMB. 

Private  physicians,  he  adds,  also  cannot  match  UTMB’s 
extensive  advertising  in  Galveston  area  newspapers,  which 
he  estimates  to  cost  up  to  $20,000  a week,  offering 
prospective  patients  wellness  screenings  complete  with 
brown-bag  lunches  and  other  refreshments.  He  based  his 
estimate  on  information  he  received  from  the  newspapers 
on  the  cost  of  running  comparable  ads  for  Gulf  Coast. 
“We  re  the  largest  medical  group  in  the  county,  and  we  can’t 
afford  advertising  like  that,”  he  said. 

Potentially  adding  to  the  woes  for  local  physicians  is  the 
announcement  in  late  July  that  the  129-year-old  St  Mary’s 
Hospital,  the  first  hospital  built  in  the  United  States  by  the 
Sisters  of  Charity,  is  for  sale.  Hospital  officials  cited  a $25 
million  debt  resulting  from  an  expansion  project  and  a 
declining  demand  for  services.  It  is  unknown  if  the  322- 


nTHE  ONLY  ALTERNATIVE 
REMAINING  TO  UTMB  TO 
FINANCE  THESE  REVENUE 
SHORTAGES,  SHORT  OF 
MASSIVE  DOWNSIZING  OF  OUR 
INSTITUTION,  IS  INCREASING 
REVENUES  FROM  PRIVATE 

AND  PUBLIC  PATIENT  CARE. 

--  . 


like  this  is  a departure  from  the  whole  concept  of  how  bed  hospital  will  stay  open  or,  if  it  does,  whether  it  will 

medicine  and  our  economy  works,”  said  Dr  Cunning-  1 remain  an  acute  care  facility.  If  it  closes,  Dr  Cunningham 
ham,  a member  of  the  TMA  Council  on  Socioeconomics  says,  private  physicians  will  be  limited  in  their  choice  of 

and  a Texas  delegate  to  the  American  Medical  Associa-  hospitals  to  admit  patients  because  the  UTMB  facilities 

tion.  “The  bottom  line  ultimately  is  that  private  medicine  will  be  the  only  ones  left  on  the  island, 
offers  something  to  patients  that  state  medicine  doesnt,”  Why  have  many  private  physicians  resisted  the  tempta- 
he  said,  adding  that  what  UTMB  is  doing  amounts  to  tion  to  adopt  a join-them-if-you-cant-beat-them  philoso- 

gradual  socialism.  phy?  “The  ones  who  haven’t  gone  in  just  don’t  like  the  idea 

Asked  to  elaborate,  he  replied,  “Its  the  same  thing  in  of  working  as  state  employees,  although  financially  they 

every  state-owned  business.  When  there’s  not  a motivation  would  be  better  off,”  he  said. 

for  doing  a better  job,  it  usually  becomes  8-to-5  hours.  Dr  Cunningham  says  the  controversy  would  not  have 

Many  of  the  physicians  in  the  U 1 MB  clinic  see  fewer  reached  the  meltdown  stage  if  UTMB  President  Thomas 

patients  than  they  did  in  private  practice  and  are  often  dif-  N.  James,  MD,  and  other  top  university  officials  had  met 

ficult  to  reach  after  hours,  he  says.  with  the  private  physicians  when  they  began  the  clinic  ven- 

Practicing  in  Galveston  for  30  years  and  serving  as  pres-  , ture  and  explained  their  intentions.  Local  physicians  have 
ident  of  the  26-physician  multispecialty  Gulf  Coast  Med-  repeatedly  requested  meetings  with  the  university  adminis- 

ical  Group,  Dr  Cunningham  says  private  physicians  have  tration,  but  to  no  avail,  Dr  Cunningham  says.  “They  send 
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the  people  who  are  charged  with  the  job  but  who  can’t 
make  the  decisions  or  compromises,"  he  said. 

In  contrast,  he  says,  a potential  crisis  between  The  Uni- 
versity of  Texas  Health  Science  Center  at  San  Antonio  and 
private  physicians  over  the  school’s  purchase  of  private 
practices  was  diffused  when  its  president,  John  P.  Howe  III, 
MD,  met  face-to-face  with  physicians.  "It  may  not  be  the 
final  solution,  but  at  least  they  had  an  opportunity  to  get 
their  point  across,”  Dr  Cunningham  said. 

“Communication  sure  goes  a long  way  when  you  try  to 
win  people  over  or  let  them  understand  what  your  prob- 
lems are,”  TMA  Trustees  Chair  Dr  Baum  commented. 

Dr  Raimer  disputes  Dr  Cunningham’s  contention,  say- 
ing Dr  James  does  not  recall  ever  being  approached  directly 
about  a face-to-face  meeting.  He  says  Dr  James  met  with 
Dr  Cunningham  within  2 weeks  of  becoming  UTMB  pres- 
ident, and  that  they  move  in  the  same  social  circles  and  see 
each  other  frequently.  Furthermore,  Dr  Raimer  says  Dr 
James  has  delegated  responsibility  for  dealing  with 
town/gown  issues  to  James  Arens,  MD,  vice  president  for 
clinical  affairs,  and  he  and  Dr  Arens  speak  for  Dr  James 
when  talking  to  local  physicians. 

An  official  at  another  UT  medical  school  who  asked  not 
to  be  identified  says  UTMB  “has  been  too  aggressive  and 
too  arrogant”  in  opening  the  clinics,  and  that  UTMB  is 
“running  scared”  because  of  the  changes  in  health  care. 
Much  of  the  controversy  “could  have  been  avoided  if  they 
had  taken  the  time  to  sit  down  and  work  out  compromises. 
Doctors  on  both  sides  would  have  found  enough  common- 
ality of  interest  to  make  it  work.” 


Although  the  Galveston  dispute  has  received 
the  most  attention  and  is  generating  the  most 
heat,  UTMB  is  not  alone  in  drawing  criticism 
from  local  physician  communities.  UT’s 
Southwestern  Medical  School  was  criticized  when  some  of 
its  pediatric  ear,  nose,  and  throat  specialists  began  operat- 
ing out  of  a Children’s  Medical  Center  satellite  clinic  in 
North  Dallas.  UT-San  Antonio  became  embroiled  in  con- 
troversy over  a pediatric  cardiology  clinic  near  Driscolls 
Children’s  Hospital  in  Corpus  Christi. 

The  issue  is  a pocketbook  one  and  is  likely  to  surface  in 
other  areas  of  the  state  as  medical  schools  look  for  ways  to 
protect  their  patient  bases. 

The  Texas  Legislature  controls  the  purse  strings  of  the 
state  university  medical  schools,  and  lawmakers  have  made 
it  clear  they  expect  the  schools  to  turn  out  more  primary 
care  physicians.  But  state  and  federal  funding  for  those 
schools  has  remained  relatively  flat,  and  most  schools  in  the 
UT  System  now  receive  only  about  25%  of  their  total  oper- 


ating budgets  from  tax  dollars.  A decade  ago,  the  figure  was 
about  46%.  That  leaves  the  medical  schools  with  essentially 
two  alternatives  — patient  revenue  and  philanthropy. 

In  Dr  Raimer’s  view,  UTMB  is  reacting  to  the  new  eco- 
nomic reality  by  opening  the  clinics  to  educate  students  and 
residents  and  to  solve  its  need  for  increased  revenue  to  support 
its  educational  function,  while  at  the  same  time  addressing  the 
area’s  need  for  greater  access  to  primary  care  physicians.  A 
UTMB  study,  which  the  private  physicians  dispute,  indicates 
the  area  needs  66  additional  primary  care  physicians. 

A pediatrician  who  practiced  in  Galveston  for  18  years 
before  becoming  the  head  of  the  UTMB  primary  care  out- 
patient clinic  operations  2 years  ago,  Dr  Raimer  rejects 
charges  by  the  private  physicians  that  UTMB’s  goal  is  to 
steal  all  their  patients.  “We  don’t  want  to  put  any  local 
physicians  out  of  business  because  that’s  people  who 
wouldn’t  be  sending  us  any  referrals.  We’d  like  to  work  with 
them,”  he  said. 

He  also  disputes  claims  that  UTMB  is  making  it  harder 
for  them  to  recruit  new  private  physicians,  and  he  says  the 
local  community  has  been  “very  derelict”  in  replacing  the 
physicians  who  retire,  die,  or  just  move  away.  “I  practiced  in 
the  private  community  for  18  years,  and  they  never  brought 
in  any  private  physicians,”  he  said.  “Our  group  did,  but  oth- 
ers didn’t.  You  had  a graying  population,  increasing  age,  and 
no  new  physicians  recruited  to  replace  them.” 

Dr  Raimer  scoffs  at  the  notion  that  because  UTMB  is 
part  of  the  UT  System,  it  has  access  to  limitless  resources. 
The  clinics  have  budgets  to  meet  and  must  be  run  in  the 
same  cost-effective  manner  as  any  private  practice,  he  says. 
“We  don’t  spend  money  recklessly.” 

Besides,  he  says,  the  clinics  are  not  operated  with  tax 
money.  The  sole  source  of  funds  for  the  clinics  is  the  state 
Medical  Service  Research  and  Development  Plan  fund, 
which  UTMB,  the  UT  Board  of  Regents,  and  the  State  of 
Texas  do  not  consider  tax  money  because  it  is  not  part  of 
the  general  fund. 

While  the  private  physicians  say  they  can’t  compete 
with  UTMB,  Dr  Raimer  says  there  have  been  instances 
when  he  could  not  compete  with  them.  For  example,  he 
says,  he  was  trying  to  recruit  one  of  his  own  residents  but 
could  not  match  the  $35,000  signing  bonus  and  other 
financial  incentives  offered  by  a hospital  on  the  mainland. 

Salaries  paid  to  the  physicians  who  go  to  work  for 
UTMB  range  from  $90,000  to  $1 10,000  a year,  while  other 
groups  in  the  area  pay  about  $1 10,000  for  obstetricians  and 
up  to  $130,000  for  primary  care  physicians,  he  says.  When 
a physician  gives  up  private  practice  to  join  UTMB,  he  says, 
his  or  her  salary  is  based  on  80%  of  the  previous  years 
salary,  plus  incentives  to  make  up  the  remainder. 

Some  physicians  are  willing  to  trade  the  independence 
of  private  practice  for  a consistent  annual  salary.  They  also 
like  the  fact  that  UTMB  takes  over  the  headaches  of  nego- 
tiating with  the  managed  care  companies  and  dealing  with 
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government  regulations  like  the  Clinical  Laboratory 
Improvement  Amendments,  the  Americans  With  Disabili- 
ties Act,  and  the  Office  of  Safety  and  Health  Administra- 
tion. One  of  them  is  Texas  City  pediatrician  Cynthia 
Judice,  MD,  one  of  Dr  Raimer’s  former  partners.  “I’m  cer- 
tainly comfortable,  and  1 m probably  making  what  I made 
in  the  last  3 years  that  1 was  in  private  practice,”  she  said. 

Dr  Judice,  who  was  in  private  practice  for  16  years 
before  joining  U TMB,  says  she  and  her  partners  made  the 
move  to  ensure  their  personal  and  professional  futures. 

I heir  decision  came  after  giving  up  on  efforts  to  persuade 
other  physicians  in  the  Texas  City-LaMarque  area  to  form 
an  1PA.  “It  never  materialized  because  no  one  was  ready  or 
wanted  to  realize  that  things  were  changing.  Everyone 
wanted  to  be  in  solo  practice  and  be  more  independent,” 
she  said. 

Dr  Judice  says  she  and  her  partners  received  nothing 
from  the  university  for  their  patients’  good  will,  and  they 


Dr  Raimer  is  not  surprised  by  the  grumbling  in  the  pri- 
vate medical  community  when  UTMB  began  opening  its 
primary  care  clinics.  I here  always  is,  about  everything  in 
Calveston  County,”  he  said.  “It’s  sort  of  the  nature  of  living 
on  the  coast.  Everybody  rusts  and  grumbles.” 

He  is  sympathetic  with  the  discomfort  Dr  Judice  and 
others  have  experienced  because  he  has  felt  it  himself. 
“ There’s  been  an  incredible  loss  of  support  and  collegiality 
with  some  of  my  colleagues,  who  assumed  that  because  I 
work  for  the  university  that  I was  against  them,”  he  said.  “It 
has  certainly  created  a personal  strain  on  friendships  that  I 
had  for  20  years  in  this  community.  I walk  in  the  doctor’s 
lounge  and  there’s  dead  silence.” 

UTMB  is  being  “victimized”  in  the  dispute  by  physi- 
cians who  are  frustrated  and  angry  by  the  change  sweeping 
through  medicine  and  are  looking  for  a way  to  protect  their 
turf,  as  well  as  for  someone  to  blame.  Dr  Raimer  says. 

“I  think  the  real  issue  in  town  and  gown  is  the  old  and 


sold  their  office  building  to  U TMB  under  a lease-purchase 
arrangement  for  about  half  of  what  they  paid  for  it.  “We 
just  did  it  because  we  thought  in  the  future  it  would  pay 
off,  whether  or  not  we  lost  money  on  it.  We  just  thought  it 
was  a good  idea.” 

Dr  Raimer  cautions,  however,  that  like  fame,  security 
may  be  fleeting.  “I  don’t  know  how  secure  anybody  is  at 
UTMB,”  he  said.  “As  state  agencies  look  at  their  budgets,  I 
don’t  know  whether  that’s  so  secure.” 

Dr  Judice  says  the  anger  directed  at  her  by  her  col- 
leagues in  the  community  over  the  decision  to  join 
UTMB  has  been  disappointing.  “I  guess  they  just  thought 
all  of  a sudden  I’ve  become  the  enemy,  and  I’m  the  same 
person  I always  was.  We  haven’t  stolen  patients  from  any- 
one. It’s  been  a lot  harder  for  me  to  practice  in  the  area 
because  I do  feel  the  animosity  and  I don’t  really  under- 
stand it.” 


new  in  medicine  and  the  fact  that  there  has  been  a tremen- 
dous upheaval.  We’re  control  freaks.  When  you  upset  our 
playhouse,  we  get  real  upset.  The  cultural  change  in  medi- 
cine has  brought  out  the  worst  in  us  all.” 


ADVICE 


erhaps  it  is  best  to  let  Henry  Wadsworth 
Longfellow  have  the  final  word.  In  The  Song 
of  Hiawatha,  Mr  Longfellow  advised: 


“All  your  strength  is  in  your  union 
All  your  danger  is  in  discord; 
Therefore  be  at  peace  henceforward, 
And  as  brothers  live  together.”  ★ 
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A Special  Offer  From  The  Employee-Owners  Of  Avis 
Exclusively  For  Members  Of 

Texas  Medical  Association 

At  Avis, 
Offering  Great 
Benefits 
Is  Just  One  Of 
Our  Specialties 

To 
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Since  you’re  always  taking  care  of  others,  isn’t 
it  nice  to  know  Avis  wants  to  help  take  care 
of  you?  “We  try  harder”  by  offering  medical 
association  members  low,  competitive  daily 
business  rates  along  with  special  discounts 
for  both  leisure  and  vacation  rentals.  Most 
Avis  rentals  come  with  free  unlimited 
mileage,  too! 

And  now  we’ve  scheduled  you  in  for  a 
free  upgrade  when  you  rent  an  Avis  car  at 
any  participating  location  in  the  contiguous 
U.S.  See  the  coupon  below  for  details. 

The  employee-owners  of  Avis  also  offer 
a wide  selection  of  reliable,  professionally 
maintained  cars.  Many  are  equipped  with 
luxury  extras  like  power  windows  and  door 
locks,  cruise  control,  AM/FM  stereo,  and  more. 

As  a medical  association  member,  you’ll 
appreciate  our  many  convenient  airport 
locations  and  timesaving  services,  like 
Avis  Express  and  Roving  Rapid  Return ",  that 
can  make  renting  and  returning  an  Avis  car 
fast  and  easy. 

To  take  advantage  of  the  offer  below,  call 
your  travel  consultant  or  the  Avis  Special 
Promotion  number  toll  free:  1-800-83 1-8000. 
For  general  information  and  reservations,  call 
Avis  at:  1-800-331-1212.  And  be  sure  to 
mention  your  Avis  Worldwide  Discount 
(AWD)  number:  A729800 


Avis  .features  GM  cars 


A FREE 
AVIS 

UPGRADE! 


Terms  and  Conditions  r . 

Coupon  valid  for  a one-time,  one-car-group  upgrade  on  an  Intermediate  (Group  CJ 
through  Full  Size  4-door  (Group  E)  car.  Maximum  upgrade  to  Premium  (Group  G).  (Jt  er 
valid  on  daily  weekend  and  weekly  rates  only.  Coupon  must  be  surrendered  at  time  ot 
rental'  one  per  rental.  Coupon  valid  at  Avis  corporate  and  participating  licensee  locations 
in  the  contiguous  U.S.  Cars  and  upgrades  are  subject  to  availability  at  time  of  rental. 

An  advance  reservation  with  request  for  upgrade  is  required.  Renter  must  meet 
Avis  age,  driver  and  credit  requirements.  Minimum  age  is  25. 

Rental  Sales  Agent  Instructions.  At  Checkout: 

In  AWD,  enter  number  below.  Assign  customer  a car  one  group  higher  than  car  group 
reserved.  Upgrade  to  no  higher  than  Group  G.  Charge  for  car  group  reserved. 

In  CPN,  enter  number  below. 

RA#__ Rental  Location 

Attach  to  COUPON  tape. 

AWD  #A729800 
CPN  #UUGC102 
Offer  Expires  3/31/96 
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Professional  Protection  Exclusively  since  1839 


To  reach  your  local  office,  call  800-344-1899. 


Science  and  Education 

Treating  violence 

Future  physicians  search  for  answers 
to  a different  kind  of  epidemic 

By  Johanna  Franke,  Editorial  associate 


When  today’s  medical  students  look  back  at 

why  they  decided  to  become  physicians, 
most  say  they  thought  about  helping 
people  who  were  battling  diseases,  not 
battling  each  other.  Students  going  into  emergency  medi- 
cine and  psychiatry  may  have  considered  the  effects  of 
gunshot  wounds  and  terrorist  bomb  attacks.  But  the  epi- 
demic of  violence  is  also  running  a more  subtle  course. 
Now  all  physicians,  from  ophthalmologists  to  orthopedic 
surgeons,  are  on  call  to  watch  for  evidence  of  different 
kinds  of  abuse  and  neglect  — child,  elderly,  mental,  and 
physical.  And  many  physicians  are  not  prepared  to  recog- 
nize the  signs  of  domestic  violence,  direct  their  patients  to 
helpful  resources,  or  protect  themselves  against  violent 
attacks.  The  lack  of  instruction  in  these  areas  prompted  the 
Texas  Medical  Association  Medical  Student  Section  (MSS) 
to  adopt  violence  as  its  1994-1995  social  issue. 


The  idea  of  choosing  a social  issue  upon  which  MSS 
chapters  from  the  Texas  medical  schools  could  focus  origi- 
nated about  10  years  ago,  when  members  decided  they 
could  be  more  effective  working  together  on  a single 
theme.  Future  physicians  feel  violence,  this  years  focus, 
has  reached  epidemic  proportions.  “It’s  something  that  all 
physicians  are  going  to  come  in  contact  with,  no  matter 
what  area  they  go  into  — whether  they  expect  it  or  not, 
said  Melissa  Whitson,  third-year  medical  student  at  the 
University  of  North  Texas  Health  Science  Center  at  Fort 
Worth  (UNTHSC). 

From  a self-defense  workshop  to  advice  from  a past 
president  of  the  American  Medical  Association,  these  med- 
ical students  searched  for,  and  found,  their  own  answers  to 
the  epidemic  of  violence. 

The  need  for  education 

“Basically,  physicians  are  the  first  ones  to  see  it  — whether 
it’s  when  it’s  too  late  and  the  patient  is  already  dead,  or  an 


instance  where  they’ve  just  been 
beaten  up,”  said  Rebecca  Minter, 
third-year  medical  student  at  The 
University  of  Texas  Southwestern 
Medical  Center  at  Dallas.  Ms  Minter, 
who  plans  to  be  a surgeon,  was  struck 
by  the  “vast  quantity”  of  violence  she 
encountered  during  her  First  year 
working  in  a hospital. 

Physicians  are  placed  under  a great 
deal  of  pressure  because  they  are  often 
the  first  people  victims  of  violence 
confide  in,  Ms  Minter  says.  “Studies 
have  shown  patients  confide  in  their 
physicians  more  than  their  priests  or 
family  or  anybody  else,  but  at  the 
same  time,  physicians  don’t  really  have 
any  protocols  as  far  as  how  to  deal 
with  this  issue.” 

With  all  the  attention  violence  has 
been  receiving  in  the  news  recently, 
many  people  think  it’s  a new  problem. 
“It’s  an  old  issue  but  a new  concern, 
because  nobody  wanted  to  deal  with  it,’  said  Aashish 
Shah,  second-year  medical  student  at  The  University  of 
Texas  Health  Science  Center  at  San  Antonio.  Mr  Shah  says 
media  events  such  as  the  O.J.  Simpson  trial  have  brought 
issues  like  domestic  violence  to  the  forefront  of  society 
and,  in  turn,  of  medicine. 

Topics  of  violence  are  touched  upon  in  some  physical 
diagnosis  and  pathology  courses  at  the  medical  schools, 
“but  once  a pathologist  sees  it,  it’s  too  late  to  prevent  any- 
thing,” Ms  Whitson  said. 

Students  are  being  taught  to  ask  patients  during  the 
medical  interview  if  they  have  been  victims  of  violence, 
but  future  physicians  are  not  given  guidance  on  how  to  fol- 
low up  with  these  victims  or  handle  the  perpetrators  of  the 
violence,  says  Jennifer  Thill,  second-year  medical  student 
at  The  University  of  Texas  Medical  Branch  at  Galveston. 
“We  never  really  get  lectured  on  how  to  deal  with  someone 
who  tells  you,  ‘Well,  I’m  a gang  member’  or  T’ve  killed 
three  people  already,”  Ms  Thill  said. 


38 


TEXAS  MEDICINE  ★ OCTOBER  1995 


Science  and  Education  • 


Physicians  are  facing  violence  in  the 
workplace  more  often,  says  Joyce  Cole- 
man, executive  director  of  the  Battered 
Women’s  Shelter  of  Bexar  County.  Ms 
Coleman  has  been  trying  to  help  some 
local  physicians  handle  potentially  dan- 
gerous situations  that  erupt  in  San 
Antonio  hospitals.  “Security  people  at 
the  hospitals  are  telling  me 
that  they  are  experiencing 
more  frequent  instances  of 
interpersonal  violence  within 
the  hospitals,  like  when  a 
woman  comes  to  deliver  her 
baby,  and  the  abusive  partner 
shows  up  and  causes  prob- 
lems,” Ms  Coleman  said.  “In 
past  years,  they  might  have 
had  three  incidences  in  a year 
but  now,  five  or  six  a month.” 

Fighting  the  war 
Members  of  the  TMA  Med- 
ical Student  Section  at 
UTMB  held  a self-defense 
workshop  to  address  the  first 
step  in  defeating  violence: 
learning  how  to  protect  your- 
self. Officers  from  the  Galves- 
ton Police  Department  and 
UTMB  Security  discussed 
rape  and  crime  prevention 
and  cautioned  students  about 
carrying  weapons,  including 
pepper  spray.  “It  was  advised 
that  your  body  is  your  best  weapon 
because  no  one  can  take  it  from  you 
and  use  it  against  you,”  Ms  Thill  said. 

Other  TMA  medical  student  sec- 
tions provided  lectures  and  speaker 
series  at  their  campuses  to  fill  in  the 
gaps  students  face  in  treating  victims 


Domestic  violence  was  one  topic  of 
a lecture  miniseries  organized  by  the 
MSS  chapter  at  Baylor,  says  Amethyst 
Werstein,  third-year  medical  student 
at  Baylor.  Another  part  of  the  series 
focused  on  gang  violence  in  the  Hous- 
ton area.  Violence  issues  sparked  Ms 
Werstein’s  interest  in  becoming  a 
physician  while  she  was 
studying  for  her  master’s 
degree  in  public  health.  “Vio- 
lence is  definitely  something 
that’s  relegated  to  the  public 
health  field,  and  I think  that’s 
one  reason  individual  physi- 
cians haven’t  focused  on  it  so 
much,”  she  said.  The  combi- 
nation of  her  public  health 
and  medical  educations  will 
give  her  more  power  to  help 
victims  of  violence,  especially 
children  who  have  been 
abused  and  neglected,  Ms 
Werstein  says. 

Representatives  from  Child 
Protective  Services  and  The 
Women’s  Haven  in  Fort 
Worth  spoke  about  the  signs 
and  symptoms  of  domestic 
abuse  at  the  UNTHSC  MSS 
chapter  lecture  series,  Ms 
Whitson  says.  “They  gave  us  a 
lot  of  things  to  look  for,  and, 
hopefully,  we  ll  be  able  to  pick 
up  on  these,  whereas,  some 
doctors  today  might  not,”  she  said. 
“Maybe  we  ll  have  an  advantage  over 
them  when  we  get  out.” 

Emergency  room  physicians  spoke 
at  both  the  MSS  violence  series  at 
UNTHSC  and  at  UT-Southwestern  to 
give  medical  students  an  idea  of  the 


of  violence.  Nearly  75%  of  the  medical 
students  at  the  College  Station  campus 
oflexas  A&M  University  attended  the 
MSS  social  issues  presentation  on  vio- 
lence, says  Amalia  Cochran,  second- 
year  medical  student  at  Texas  A&M. 
They  asked  questions  and  learned  the 
signs  of  child  abuse  from  Jason  Moore, 


former  director  of  services  for  runaway 
and  at-risk  youth  at  Sheltering  Arms 
Emergency  Children’s  Shelter  in 
Bryan.  We  focused  mainly  on  domes- 
tic violence  because  so  many  of 
A&M’s  graduates  are  going  into  pri- 
mary care,”  Ms  Cochran  said. 
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violence  they  deal  with  everyday.  The 
keynote  address  at  the  MSS  social 
issues  forum  at  UT-Southwestern  was 
given  by  Robert  E.  McAfee,  MD,  vas- 
cular surgeon  in  Portland,  Me,  and  for- 
mer president  of  the  American  Medical 
Association.  Dr  McAfee  dedicates 
much  time  and  energy  to  the  topic  of 
violence  and  its  prevention,  whether 
he’s  speaking  out  on  a news  program 
against  violent  films  and  music  or 
preparing  future  physicians  to  deal 
with  what  he  has  called  a 
“uniquely  American  public 
health  problem.’’ 

“He  was  willing  to  speak 
on  that  particular  topic  to 
medical  students  because 
we’re  the  ones  who  need  to 
learn  from  the  very  start 
about  violence,  so  we  can  at 
least  be  a better  generation 
of  physicians  if  we  learn  to 
incorporate  this  in  our  treat- 
ment of  patients  from  the 
beginning,’’  Ms  Minter  said. 

Dr  McAfee  stressed  the  need 
to  ensure  patient  confiden- 
tiality, to  be  aware  of  what’s 
going  on  with  patients,  and  to  know 
where  to  refer  them  when  they  need 
help.  He  added  that  teaching  children 
other  ways  of  dealing  with  conflict  may 
make  violence  an  epidemic  that  society 
can  do  something  about. 

Nearly  200  medical  students 
received  school  credit  for  attending 
the  family  violence  series  organized  by 
the  MSS  chapter  at  UT-Houston,  says 
Jennifer  O’Brien,  second-year  stu- 
dent. Diana  Fite,  MD,  emergency 
medicine  physician  and  chair  of  the 
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Harris  County  Medical  Society  Com- 
mittee on  Domestic  Violence,  was 
course  director  for  the  series  that 
included  speakers  from  Child  Abuse 
Prevention  Network  and  the  Houston 
Independent  School  District  Psycho- 
logical Services  Department.  The  pre- 
sentation on  elder  abuse  made  the 
biggest  impression  on  Ms  O’Brien.  “I 
didn’t  realize  it  was  as  prevalent  as  it 
is,”  she  said.  “I  guess  it  hit  me  at  home 
because  my  grandmother  is  living  by 


herself  in  New  York,  and  we  re  getting 
her  help  because  she’s  having  this 
problem  with  glaucoma.” 

This  year’s  social  issue  has  been  an 
ongoing  extracurricular  course  for  credit 
at  UTHSC-San  Antonio.  The  1 6-week 
program  on  the  dynamics  of  family  vio- 
lence began  meeting  twice  a week  3 
years  ago  on  a schedule  designed  by  the 
president  of  the  TMA  MSS  chapter  and 
Ms  Coleman  of  the  Battered  Women’s 
Shelter  of  Bexar  County. 

Ms  Coleman  emphasizes  four 
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“I  wanted  the 
students  to  realize 
that  a batterer 
can  look  like  them, 
and  a batterer  can 
be  a physician  — 
someone  working 
side-by-side  with 
them  in  the  emer- 
gency department.” 


interventions  to  medical  students  in 
her  course:  identifying  the  violence, 
validating  the  victims  of  violence, 
referring  the  victims  to  services  that 
can  help,  and  documenting  the  vio- 
lence in  a manner  that  will  hold  up  in 
court.  Ms  Coleman  invites  victims  of 
violence  who  span  cultural,  social,  and 
economic  levels  to  address  her  classes. 
She  also  asks  local  police  officers, 
prosecutors,  and  judges  who  handle 
domestic  violence  cases  on  a regular 
basis  to  speak.  Medical  students  learn 
to  not  only  look  for  signs  of  a victim 
but  also  the  characteristics  of  a bat- 
terer. “I  wanted  the  students  to  realize 
that  a batterer  can  look  like  them,  and 
a batterer  can  be  a physician  — some- 
one working  side-by-side  with  them 
in  the  emergency  department,”  Ms 
Coleman  said. 

Knowing  how  to  intervene,  to  ask 
the  right  questions,  and  to  move  on  to 
the  next  patient  is  one  step  of  a 
process,  Ms  Coleman  says.  She  tells 
her  students,  “You’re  not  going  to 
solve  all  the  problems,  and  you’re  not 
going  to  change  everything,  but  you’re 
one  part  of  that  process,  and  if  you  do 
your  part  well,  it  will  make  an  enor- 
mous impact.”  ★ 
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Physicians  have  new  ways 
to  help  victims  of  domestic  violence 


Texas  physicians  who  may 
have  had  difficulty  broach- 
ing the  once  taboo  topic  of 
family  violence  now  have  new 
methods  to  better  identify  potential 
victims  and  inform  them  about 
resources  that  can  help.  Physician 
and  patient  education  materials, 
along  with  public  service  announce- 
ments and  a patient  survey,  are  all 
part  of  the  Start  the  Healing  Now 
campaign  being  kicked  off  this 
month  by  the  Texas  Medical  Associ- 
ation, the  TMA  Alliance,  and  the 
TMA  Foundation. 

These  efforts  “will  put  the  spot- 
light on  the  problem  of  domestic 
violence  and  focus  on  making 
physicians  aware  of  the  signs  and 
symptoms,”  said  Joseph  T.  Painter, 
MD,  of  Houston,  president  of  the 
TMA  Foundation  Board  of 
Trustees  and  former  president  of 
the  American  Medical  Association. 
“These  are  things  we  haven’t  been 
taught  in  medical  school  and  we 
haven’t  learned  about  except  by 
simply  seeing  it  from  time  to  time.” 

Bound  in  this  issue  of  Texas  Med- 
icine is  a tear-out  poster  that  physi- 
cians can  put  in  their  examining  or 
waiting  rooms  to  inform  patients 
about  resources  available  to  them 


for  dealing  with  domestic  violence. 
The  poster  also  helps  physicians 
comply  with  a state  law  that  went 
into  effect  September  1 requiring 
them  and  other  health-care  profes- 
sionals to  provide  resource  informa- 
tion to  patients  who  they  believe 
may  be  domestic  violence  victims. 
(The  poster  does  not  replace  the 
written  notice  in  the  patient  record 
required  by  the  Texas  Family  Code.) 

The  TMA  Alliance  is  assembling 
baskets  containing  brochures, 
posters,  and  other  information  about 
domestic  violence  resources  to  be 
provided  to  physician  offices.  The 
baskets  will  be  placed  in  women’s 
restrooms  and  changing  rooms  so 
that  victims  of  violence  can  easily  and 
discreetly  obtain  this  information. 

Television  and  radio  public  ser- 
vice announcements  featuring  Mary 
Wilson  of  the  Supremes  will  be  dis- 
tributed to  the  media  this  month. 
Ms  Wilson,  who  has  been  a victim 
of  domestic  violence,  tells  victims 
that  they  are  not  alone  and  urges 
them  to  seek  help  in  these  messages. 

Also  as  part  of  the  campaign, 
physicians  in  selected  specialties 
will  receive  a report  on  the  results  of 
a recent  patient  survey  on  domestic 
violence  conducted  by  TMA’s  Blue 


Ribbon  Panel  on  Family  Violence. 
The  report  includes  statistics  about 
family  violence  in  Texas,  ways  to 
identify  victims  of  domestic  vio- 
lence, and  ideas  to  help  patients 
who  have  been  abused. 

The  TMA  Foundation  pre- 
sented its  Champion  of  Health 
Award  to  Texas  First  Lady  Laura 
Welch  Bush,  who  asked  that  the 
award’s  $10,000  grant  be  used  to 
help  the  Texas  Council  on  Family 
Violence  set  up  a new  national  hot- 
line for  domestic  violence  victims. 
Mrs  Bush  will  appear  at  a press  con- 
ference announcing  the  new  hotline 
and  the  Start  the  Healing  Now 
campaign  this  month. 

In  all,  the  TMA  Foundation 
raised  nearly  $30,000  from  its 
“Supreme  Evening”  with  Mary 
Wilson,  held  in  conjunction  with 
TMA  Annual  Session  this  May,  to 
help  fund  the  campaign.  In  coming 
months,  the  campaign  also  will  tar- 
get child  and  elder  abuse. 

To  order  information  baskets  for 
your  office,  call  the  TMA  Alliance  at 
(800)  880-1300,  ext  1330,  or  (512) 
370-1330.  For  copies  of  the  physician 
diagnostic  or  patient  information 
posters,  call  TMA  at  (800)  880-1300, 
ext  1467,  or  (512)  370-1467.  ★ 
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Concerned  about  losing 
your  clinical  autonomy? 

• Worried  about  the 
managed  care  contract 
you  just  signed? 

• Tired  of  your  staff  spending 
so  much  time  on  the  phone 
with  insurers? 

• Looking  for  funding  or  other 
assistance  to  start  a physi- 
cian network? 

These  days,  taking  care  of 
patients  means  more  than  clini- 
cal decision-making.  With  the 
growth  of  managed  care,  it 
means  taking  care  of  the  busi- 
I ness  side  of  your  practice 
- like  never  before. 


Terns 

Physician  Services 
Organization  was  created 
by  Texas  Medical  Association 
expressly  to  meet  the  changing 
needs  of  TMA  members.  We’ve 
developed  a package  of  profes- 
sional tools  to  help  you  manage 
today’s  medical  practice. 

Call  us  for  a catalog  of  services. 
Let  TPSO  help  you  take  care  of 
business,  and  your  patients,  like 
never  before. 


(800)523-8776 


Physician 

Services 


Profile 

Paul  Boor,  MD 

Pathologist  finds  quirky  way  to  keep  fit 

B V Teri  Lee  Jones,  Associate  editor 


any  serious  runners  admit  that  while  run- 
ning can  be  exhilarating,  it  can  also  be 
downright  dull.  To  beat  its  monotony,  most 
folks  listen  to  their  favorite  tunes  or  buddy- 
up.  But  pathologist  Paul  Boor,  MD,  of  The  University  of 
Texas  Medical  Branch  at  Galveston  (UTMB),  found  some- 
thing different.  One  day  about  3 years  ago,  as  he  was  read- 
ing over  the  shoulders  of  his  two  teenage  sons  while  they 
pored  over  a juggling  magazine,  Dr  Boor  saw  a list  of 
records  set  by  runners  who  juggle  while  they  run.  “Jog- 
gling,” it’s  called,  and  ever  curious  to  try  something  new, 

Dr  Boor  decided  to  investigate. 

The  6 days  a week,  3 to  5 miles  a day,  plus  several  races  finally,  you  can  truly  call  yourself  a juggler  after  master 

each  year  that  Dr  Boor  runs,  add  up  to  some  serious  pave-  ing  step  three,  the  jug,  which  is  just  an  exchange  done  with 


taught  me  through  the  usual  three-step 
method.  In  step  one,  with  hands  at 
waist  level,  you  simply  toss  one  ball  from 
hand  to  hand  in  a nose-height  arc  — left 
to  right,  right  to  left.  Step  two,  called  the 
exchange,  begins  with  a ball  in  each 
hand.  When  the  first  ball  reaches  the 
height  of  its  arc,  you  toss  the  other  hall 
up  in  the  same  arc.  “ There’s  a certain 
thing  people  almost  always  do  wrong  at 
this  point,”  Dr  Boor  said.  “It’s  a natural 
tendency  to  shoot  the  second  ball 
straight  into  your  other  hand  when  the 
first  reaches  its  arc.  If  you’re  doing  that, 
you  have  to  go  back  to  remedial  step  one 
with  just  one  ball  — back  and  forth.” 


ment-pounding  time,  espe 
daily  when  you’ve  been  doing 
it  for  20  years.  When  his  jug- 
gling-enthusiast  older  son 
offered  to  teach  him  how  to 
juggle,  his  humdrum  running 
days  were  soon  over.  Within  6 
months,  Dr  Boor  could  run 
almost  at  his  normal  pace  and 
distance  while  juggling. 

Just  about  every  day  at  high 
noon,  even  during  the  hottest 
part  of  the  summer,  Dr  Boor 
can  be  found  joggling  along 
Galveston’s  seawall.  “It’s  a nat- 
ural movement,”  Dr  Boor 
said.  “With  three  balls,  instead 
of  two  or  four,  you’re  pumping 
your  arms  just  exactly  in 
rhythm  with  your  legs  — it’s 
an  absolutely  natural  rhythm.” 

Dr  Boor  says  learning  to  jug- 
gle is  easier  than  you’d  think. 
“It’s  really  very  simple.  My  sons 


three  balls.  Start  with  two  balls 
in  one  hand  and  one  ball  in  the 
other  hand.  Toss  one  ball  up 
from  the  hand  holding  two 
balls.  Then,  toss  the  ball  from 
the  other  hand,  and  as  it 
descends,  toss  the  last  ball. 
“Once  you’ve  gotten  one  jug 
down,  you’re  sort  of  on  your 
way,”  he  said. 

Juggling  doesn’t  take  any 
special  talent  or  coordination, 
Dr  Boor  insists.  With  just  a few 
minutes  a day,  he  claims, 
almost  anyone  could  learn  in  a 
few  weeks.  “I  was  never  any 
good  at  tennis  or  baseball,  or 
any  of  those  ball  kind  of 
games,”  he  said.  “It’s  just  a mat- 
ter of  practice.” 

Oranges  are  perfect  for 
novice  jugglers  because  they 
don’t  roll  around  too  much,  he 
says.  “They  just  hit  the  floor, 
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are  easy  to  pick  up,  and  when  you're 
done,  you’ve  got  all  these  beat-up 
oranges  to  make  orange  juice  with.” 
Dr  Boor  also  recommends  that  begin- 
ning jugglers  practice  while  standing 
beside  a bed  “so  you  don’t  have  to  do 
as  much  bending  down  to  pick  up.” 

A private,  practically  introverted 
person,  according  to  his  friends.  Dr 
Boor  is  the  last  guy  you  would  expect 
to  take  up  a pursuit  with  such  show- 
boat  appeal.  “It’s  really  out  of  character 
for  him,”  said  his  longtime  friend  Teri 
Kingsley,  a UTMB  administrator.  “He 
probably  did  it  because,  well,  he’s  just 
Paul.  I think  he  learned  it  on  a 
whimsy.  He  used  to  laugh  and  say,  'It’s 
good  arm  exercise.  I don’t  have  to  do 
push-ups  if  I run  and  juggle  at  the 
same  time.’” 

Another  hobby  Dr  Boor  tried  on  a 
lark,  and  wound  up  becoming 
immersed  in  and  quite  good  at,  is 
home  beer  brewing.  A brewing  purist, 
he  uses  no  preservatives,  additives,  or 
shortcuts,  and  brews  5 gallons  at  a time 
some  Saturday  mornings  in  his 
kitchen.  A whole  refrigerator  dedicated 
to  beer  kegs  sits  in  his  laundry  room. 

He  started  brewing  about  20  years 
ago  in  Boston,  when  there  wasn’t  much 
public  interest  in  it.  “I’ve  made  just 
about  every  variety  you  can,”  he  said, 
including  a fruit  beer  using  berries  from 
his  mulberry  tree.  His  favorites  are  Eng- 
lish-style  ales,  which  coincidentally 
require  the  shortest  aging  time,  and 
mild  lagers.  And  unlike  joggling,  Dr 
Boor  was  successful  at  getting  some  of 
his  colleagues  interested  in  beer  brew- 
ing. They  occasionally  get  together  to 
taste-test  each  other’s  products. 


As  a kid  growing  up  in  the  Adiron- 
dack mountains  of  upstate  New  York, 
Dr  Boor  loved  the  outdoors  and  has 
been  a fitness  enthusiast  all  his  life. 
His  parents  owned  a small  hotel  where 
he  often  worked  waiting  tables,  some- 
thing he  continued  through  college  in 
finer  restaurants.  “I  worked  in 
Switzerland  as  a waiter  for  awhile  one 


summer  on  one  of  those  semester- 
abroad  programs,”  Dr  Boor  said.  If  he 
were  not  a physician,  Dr  Boor  says  he 
would  be  a waiter.  “It  was  great.  I 
guess  that’s  what  I ’d  do  if  I had  to  have 
a job  that  made  a decent  wage  and  was 
kind  of  fun.”  Every  year  he  goes  back 
home  for  vacation  and  joggles  the 
hilly,  9-mile  run  called  the  Boiler- 
maker in  Adirondack  Park. 

On  his  daily  seawall  runs,  Dr  Boor 


rarely  fails  to  attract  comments  from 
passersby  and  has  a repertoire  of 
responses.  But  where  he  draws  the 
most  attention  is  at  races,  where  he 
has  yet  to  run  into  other  jogglers.  “It’s 
amazing.  The  crowds  will  notice  you 
and  joke  with  you.  They  really  get  a 
kick  out  of  it,”  he  said.  Although  his 
pace  has  suffered  somewhat  with  the 


addition  of  juggling,  he  says  it  adds 
about  1 0%  to  his  total  aerobic  work- 
out. “Even  if  you’re  good,  it’ll  knock  a 
little  bit  off  your  time.  But  now  I don’t 
really  care  about  time  because  it’s 
more  fun  anyway.” 

Dr  Boor  recommends  that  novice 
jogglers  avoid  crowded  places  starting 
out.  “At  first  you  have  very  little 
peripheral  vision,  and  you’ll  fall  on 
curbs  or  you  won’t  see  traffic,”  he  said. 
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“After  awhile,  you  hardly  look  at  the  : 
balls  because  you  just  get  used  to  j 
where  they  are.  I can  even  look  around  • 
and  not  watch  them  now.” 

Because  even  juggling  while  run-  : 
ning  can  get  monotonous,  Dr  Boor  j 
occasionally  adds  juggling  patterns  that  : 
include  bouncing  the  ball.  He’d  like  to  j 
master  juggling  five  balls  standing  still,  j 
but  isnt  interested  in  flaming  torches  : 
or  chain  saws.  The  objects  entertainers  j 
use  that  look  like  bowling  pins  are  • 
called  clubs,  and  Dr  Boor  says  they  are  : 
tricky  to  learn  because  you  have  to  j 
make  them  turn  360  degrees  in  the  air.  • 
“I  can  actually  run  and  do  clubs,”  he  : 
said.  “But  that’s  a real  workout.”  : 

Although  a pretty  decent  juggler,  j 
Dr  Boor  says  he’s  no  professional.  : 
Juggling  to  attract  people  to  a food  : 
booth  at  a Galveston  Mardi  Gras  fes-  • 
tival  was  the  nearest  he  has  ever  come  : 
to  a professional  gig  — not  that  he’s  j 
really  interested  in  one.  And  his  clos-  j 
est  brush  with  fame  was  a Galveston  : 
Daily  News  photograph  of  him  run-  j 
ning  a race  in  a jester  costume.  But  j 
he  has  accepted  offers  to  speak  at  ele-  : 
mentary  schools,  where  he  combines  : 
science  and  juggling.  “I  bring  in  \ 
specimens  and  tell  them  about  lung  : 
cancer,  then  show  them  my  hobby.  : 

Within  the  department  here  it’s  • 
sort  of  a joke,  people  laugh  about  it.  : 
Sometimes  they’ll  ask  for  a lesson,”  j 
Dr  Boor  said.  “I  thought  it  would  • 
catch  on  faster.  But  I haven’t  con-  : 
vinced  any  of  my  friends  that  they  j 
really  ought  to  take  up  joggling.”  ★ • 
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• RFP  Support 
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The  1996  Medical  Open 

Saddlebrook  Resort,  Tampa,  FI. 
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Your  Prescription  for  Golf! 

This  exciting  five  day  event  includes  Golf, 
Accommodations,  Meals  as  well  as  Awards. 
Competition  is  flighted  (A,B,C,D)  so  whether 
your  handicap  is  3 or  23,  you  can  compete 
and  Enjoy  a Great  Golf  Holiday. 

NAMGA  fall  events  include  the  U.S. /British 
Match  Play  and  the  NAMGA  Fall  Invitational 
Plan  to  Participate  in  a 1996  NAMGA  Tournament 

Our  25th  Year 

For  Membership  & Tournament  Information  Contact: 

North  American  Medical  Golf  » P.0.  Box  2291  » Naperville.  Illinois  60567 
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TexasMedicai  The  Texas  Medical  Association  Strode  Prevention  Project,  a joint  project  of  TMR 

and  tire  American  Heart  Association  - Texas  Affiliate,  mould  tide  to 
acdnoiuledge  the  follouiing  individuals  for  donation  of  their  lime  and  expertise. 

Chair:  George  P.  Rodgers,  MD  • Co-Chairs:  Roberr  Harr,  MD  • Addison  Taylor,  MD,  PhD 
Consultant:  Michael  Wolf,  American  Heart  Association-Texas  Affiliate,  Inc. 

Committee  Members  and  Speakers: 

Walter  Buell.  MD  • Bill  D.  Davis,  MD  • John  Foster,  MD  • Emilio  Gutierrez,  MD 
Ralph  Greenlee,  MD  • Bob  Hillerr,  MD  • Charles  Marsh,  MD  • William  McIntosh,  DO 
Kenneth  McIntyre,  MD  • Teresa  Menendez,  MD  • Steven  T.  Minor,  MD  • Arch  Robinson,  MD 
J.  James  Rohack,  MD  • Scott  Sabrsula,  R.Ph.  - Texas  Pharmacy  Association 
Diane  Solomon,  MD  • Mark  Wengrovitz,  MD  • Kennon  D.  Wigley,  MD  • Sam  Woolbert,  MD 


Special  Thands  to  DuPont  Pharma  for  their  unrestricted  educational  grant  in  support  of  this  project. 
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The  POEP  mould  tide  to  thand  the  follouiing  people  for  donating  their  time  and  expertise 
to  participate  in  POEP  sponsored  cancer  prevention  and  detection  conferences: 

Joel  Bessman,  MD  • Eric  Chang-Tung,  MD  • K.  Scott  Coffield,  MD  • Randy  Crim,  MD 
Ken  Davis,  MD  • Richard  Elledge,  MD  • Michael  Grant,  MD  • Ernest  Gregory,  MD 
Greg  Guzley,  MD  • Susan  Hilsenbeck,  PhD  • Robert  Howard,  MD  • A.  Marilyn  Leitch,  MD 
Charles  Levenback,  MD  • Jose  Lopez,  MD  • Joseph  Lucci,  MD  • John  McCarthy,  MD 
David  Miller,  MD  • Tim  Parker,  MD  • Michael  Ragsdale,  MD  • Peter  Ravdin,  MD 
Michael  Sarosdy,  MD  • Douglas  Schow,  MD  • Kevin  Slawin,  MD 
Kumud  Tripathy,  MD  • Monte  Troutman,  DO  • Victor  Vogel,  MD  • Philip  Voltz,  MD 
Davor  Vugrin,  MD  • Anne  Wagner,  MD  • Geoffrey  Weiss,  MD 

Special  thands  to  the  follouiing  institutions  for  their  support  of 
POEP  sponsored  conferences  on  cancer  prevention  and  detection: 

Cerenex  • Citizens  Medical  Center  • Merck  • St.  Joseph's  Hospital  • Texoma  Medical  Center 
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Medicine’s  View 


Commentary 

Bike  helmet  campaign 
making  statewide  impact 

By  Mark  J.  Kubula,  MD 


URING  THE  PAST  YEAR, 
physicians  in  24  Texas  communi- 
ties have  put  more  than  3,400 
bicycle  helmets  on  the  heads  of  our 
young  citizens.  By  practicing  the  pre- 
vention message  we  physicians  so  often 
preach,  the  medical  community  is  dili- 
gently and  visibly  working  to  reduce  the 
risk  of  head  injury  through  Hard  Hats 
for  Little  Heads,  a project  of  the  Texas 
Medical  Association  and  the  TMA 
Foundation.  The  third  round  of  the  ini- 
tiative takes  place  the  first  2 weeks  of 
December.  Wont  you  and  your  county 
medical  society  join  the  growing  list  of 
“physicians  caring  for  Texas?” 

The  program  is  carried  out  locally 
by  county  medical  societies,  which 
purchase  helmets  (at  wholesale  price) 
and  distribute  them  free  to  area  chil- 
dren. The  TMA  Foundation  boosts 
local  efforts  by  donating  helmets  to 
each  participating  society  and  provid- 
ing a bike  safety  tip  flyer  to  distribute 
with  the  helmets. 


Mark  J.  Kubala,  MD,  of  Beaumont, 
is  president  of  the  Texas  Medical  Association. 


The  project  was  inspired  by  the 
activism  of  Larry  C.  Driver,  MD,  San 
Angelo,  who  was  the  author  of  a reso- 
lution to  TMA’s  House  of  Delegates 
and  who  worked  with  his  own  Concho 
Valley  Medical  Society  to  distribute 
helmets.  I MA’s  House  of  Delegates 
acted  on  the  resolution  by  choosing 
bike  helmets  as  a priority  project  in 
May  1994.  During  TMA’s  interim  ses- 
sion next  month,  Dr  Driver  will  be 
presented  with  the  first  annual  Golden 
Apple  Award  for  Service  in  Health 
Promotion  and  Disease  Prevention  to 
acknowledge  his  efforts  in  spearhead- 
ing the  bike  helmet  program. 

Being  a neurosurgeon,  this  cam- 
paign is  of  great  importance  to  me. 
Hard  Hats  is  an  excellent  example  of 
how  physicians  can  help  “improve  the 
health  of  all  Texans,”  as  our  TMA  mis- 
sion states.  Each  year,  more  than  300 
children  age  14  and  younger  are  killed 
in  bicycle-related  incidents  nation- 
wide. In  Texas,  there  are  more  than  50 
deaths  annually  from  bicycle  acci- 
dents. And  bicycle-related  injuries 
send  some  400,000  children  to  emer- 
gency rooms  for  treatment  annually. 

Head  injury  is  the  most  common 
cause  of  death  and  serious  disability  from 
bike  crashes.  Bicycle  helmets  can  reduce 
the  risk  of  head  injury  by  85%  and  the 
risk  of  brain  injury  by  nearly  90%.  Fur- 
thermore, it  is  estimated  that  every  dol- 
lar spent  for  bicycle  helmets  saves  $30  in 
medical  costs  and  costs  to  society. 

We  fought  hard  during  the  past  leg- 
islative session  to  secure  passage  of  a 
bicycle  helmet  law  to  help  protect  our 
children.  We’re  disappointed  the  bicy- 
cle helmet  law  failed.  But  I believe  we 


are  working  in  a most  effective  way  to 
bring  about  what  the  law  was  designed 
to  do:  help  parents  and  children 
change  behavior  to  protect  their  health 
and  lives.  If  we  build  on  the  momen- 
tum of  past  Hard  Hats  campaigns,  we 
will  get  Texas  children  to  wear  bicycle 
helmets  whether  or  not  the  legislation 
is  passed  during  the  next  session. 

To  announce  the  statewide  effort 
of  Hard  Hats  for  Little  Heads,  which 
coincides  with  holiday  gift-giving, 
TMA  will  have  a news  conference  in 
Austin  in  early  December  and  will 
publicize  the  names  of  participating 
county  medical  societies. 

I hope  you,  personally,  and  your 
county  medical  society  will  want  to  be 
part  of  this  upcoming  effort.  The  bene- 
fits are  twofold:  Physicians  have  a con- 
crete way  to  demonstrate  the  caring  side 
ol  medicine  in  our  communities,  and 
the  children  ofTexas  are  better  protected 
Irorn  the  risks  of  head  injury  and  death. 

Carrying  out  the  campaign  is  easy. 
You  design  the  project  to  fit  your 
county  medical  society  and  your  com- 
munity. By  now,  your  society  president 
and  staff  should  have  received  a how-to 
kit  in  the  mail.  It  provides  resources  to  • 
help  you  get  started.  And  don’t  hesitate 
to  ask  TMA  staff  for  assistance.  If  you  : 
have  questions,  you  can  call  Kristine 
Korn  Niemeyer  at  TMA  at  (800)  880- 
1300,  ext  1462,  or  (512)  370-1462. 

I am  100%  behind  Hard  Hats  for 
Little  Heads  and  would  like  to  see 
every  county  medical  society  in  Texas 
be  part  of  this  effort.  Just  think  what 
we  could  do  if  each  of  TMA’s  33,000 
members  gave  just  $10  to  put  a hel-  j 
met  on  a child’s  head! 
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LOCUM  TENENS 
OPPORTUNITIES 


Medicine’s  View 


Medstaff  National 
Medical  Staffing,  Inc. 
has  several  locum  tenens 
opportunities  available 
NOW  for  Pediatricians 
and  Midlevel  Providers. 

We  offer  competitive 
remuneration,  paid  expenses 
and  choice  of  assignments. 
For  more  information  on 
these  opportunities,  call  Mike 
Flagg  or  Steve  Koronic  at 
1-800-476-3275  or  fax  your 
CV  to  1-919-493-3993. 

MEDSTAFF 

National  Medical  Staffing,  Inc.™ 


Earn  Category  1 
AMA/PRA  Continuing 
Education  Credit 

Attend  a TMA 

Clinical/Scientific  Symposium: 

An  Ounce  of  Prevention: 
Cardiovascular  Disease, 
Cancer  and  Tuberculosis 

Saturday,  October  14 
Houston  - Westin  Galleria 

Pain  Management  1995: 
Clinical  and  Regulatory  Issues 

Friday,  December  1 
Austin  - Stouffer  Renaissance 

Infectious  Diseases:  Practical 
Applications  for  Detection 
and  Control 

Friday  & Saturday,  December  8 & 9 
San  Antonio  - Sheraton  Fiesta 

For  more  information  or  to 
register  call  (800)  880-1300 
Ext.  1467  or  (512)  370-1467 


Seminar  to  ease  transition 
to  rural  managed  care 

Help  prepare  yourself, 

your  staff,  and  your  practice  for 
the  growth  of  managed  care  in 
rural  Texas  with  a new  seminar 
from  the  Texas  Medical  Association. 
“Blazing  a New  Trail:  Rural  Texas  and 
Managed  Care”  is  designed  to  help 
physicians  understand  the  basics 
about  managed  care  and  provide 
strategies  for  integrating  managed  care 
into  a busy  rural  medical  practice. 

Supported  through  an  educational 
grant  from  Blue  Cross  and  Blue  Shield 
of  Texas,  Inc,  the  workshop  will 
address  managed  care  contracting  and 
quality  improvement  strategies.  Par- 
ticipants also  will  receive  profiles  of 
their  local  managed  care  markets. 

Workshops  are  scheduled  for 
Wichita  Falls,  October  24;  Paris, 
October  25;  Nacogdoches,  October 
31;  Ffuntsville,  November  1;  Kerr- 
ville,  November  8;  and  Brenham, 
November  9. 

The  workshop  is  designated  for  5 
hours  of  Category  1 continuing  med- 
ical education  credit  toward  the 
Physician’s  Recognition  Award  of  the 
American  Medical  Association.  Cost 
for  TMA  members  or  their  office 
staff  is  $49  for  the  first  registrant, 
$25  for  each  additional  registrant. 
Cost  for  nonmembers  is  $69  for  the 
first  registrant,  $35  for  each  addi- 
tional registrant. 

To  register  or  for  more  informa- 
tion, call  (800)  880-1300,  ext  1421, 
or  (512)  370-1421. 


Communicate  before 
you  medicate 

AN  WE  TALK  . . . ABOUT 

medications?  October  marks  the 
10th  annual  “Talk  About  Pre- 
scriptions” month  sponsored  by 
the  National  Council  on  Patient 
Information  and  Education  (NCPIE) 
in  Washington,  DC.  Theme  of  this 
year’s  observance  is  “Communicate 
before  you  medicate,”  emphasizing 
the  important  role  communication 
plays  in  promoting  patient  compli- 
ance and  positive  medical  outcomes. 

NCPIE  offers  for  sale  a range  of 
materials  to  educate  patients  and  to 
inform  physicians  and  other  health- 
care professionals  about  prescription 
medication  compliance.  New  materi- 
als for  1995  include  a patient 
brochure  titled  “The  Active  Con- 
sumer: Getting  the  Most  From  Your 
Medicine”  and,  for  health  profession- 
als, an  extensive  bibliography  on  med- 
ication compliance.  One  interesting 
item  is  a “brown-bag  medicine  review 
kit”  for  older  and  multiple-medicine 
users  consisting  of  a how-to  manual, 
brochures,  posters,  consent  forms,  and 
preprinted  brown  bags  that  patients 
use  to  bring  their  medications  to  you. 

For  a list  of  available  materials  and 
order  form,  write  NCPIE,  666  11th 
St  NW,  Suite  810-M,  Washington, 
DC  20001;  or  fax  your  request  to 
(202)  638-0773. 
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Don’t  hold  still  for  miseducation 
by  utilization  reviewers 

By  David  Grant,  MD 

By  now,  almost  all  pri- 
mary  care  doctors  have  encoun- 
tered the  type  of  “utilization 
management”  done  by  clerks  and 
nurses.  I think  most  of  us  regard  it  as 
a nuisance  and  take  anything  such 
reviewers  say  about  “usual”  lengths  of 
hospitalization  with  a good  bit  of  salt. 
But  when  a doctor  with  impressive- 
sounding  credentials  tells  us  we  don’t 
need  to  keep  someone  in  the  hospital, 
were  likely  to  listen.  Sometimes  we 
shouldn’t.  I was  almost  taken  in  by  a 
glib  doctor  from  an  insurance  com- 
pany’s utilization  management  pro- 
gram recently.  The  pitch  was  so 
smooth,  and  so  potentially  hazardous, 
it’s  worth  sharing. 

Last  year,  I admitted  a 71 -year-old 
patient,  whom  I’ll  call  June  Mayer,  to 
the  hospital  with  syncope,  postural 
symptoms,  and  a tendency  to  fall  to 
the  left.  I have  followed  Mrs  Mayer 
for  most  of  the  15  years  I’ve  been  in 
practice,  and  she  had  been  an  insulin- 
dependent  diabetic  since  before  I met 
her.  She  also  developed  Graves’  disease 
about  12  years  ago;  she  was  treated 
with  radioactive  iodine  and  has  been 
on  thyroid  replacement  since. 

Mrs  Mayer’s  initial  workup  on  last 
year’s  hospitalization  showed  no  acute 
cardiac  event,  no  acute  stroke,  and  no 


David  Grant,  MD,  is  a San  Antonio 
internist. 


clear  cause  for  the  presenting  symp- 
toms. (Anybody  who  demands  an 
answer  to  every  question  doesn’t 
belong  in  internal  medicine.)  Fortu- 
nately, her  presenting  symptoms 
resolved,  but  her  blood  sugars  showed 
marked  lability,  falling  below  100  and 
rising  above  300  on  the  same  day; 
perhaps  hypoglycemia  had  caused  her 
symptoms.  On  the  sixth  hospital  day, 
I got  a call  from  a “medical  director” 
of  her  insurance  company,  which  I’ll 
call  Humongous.  (Even  though  the 
Mayers  are  both  in  their  70s,  Mr 
Mayer  still  works  for  a large  company, 
so  his  insurance  is  primary  coverage 
and  Medicare  secondary.) 

The  call  began  inauspiciously.  The 
doctor  calling  explained  that  the  call 
was  being  taped,  and  I asked  if  I could 
have  a copy  of  the  recording.  He  said 
he  wasn’t  authorized  to  assure  me  that 
I could  get  one  from  them,  but  he  was 
quick  to  tell  me  how  to  write  to  ask  for 
one.  (I  did  write  for  a copy  later,  and 
even  sent  a blank  tape  so  they  would- 
n’t think  I was  asking  them  to  tran- 
scribe the  recording.  The  return 
receipt  took  a month  to  come  back, 
but  Humongous  has  yet  to  reply.)  I 
wondered  what  kind  of  errand-boy 
stature  a “medical  director”  has  at 
Humongous  if  he  can’t  even  commit 
his  company  to  copying  a tape  for  me, 
but  I didn’t  ask. 

The  caller  introduced  himself  as  an 
endocrinologist  and  mentioned  that  he 
practiced  at  a prestigious  hospital  with 
a national  reputation.  He  then  asked 
why  I was  treating  Mrs  Mayer  with  a 
combination  of  oral  agents  and  insulin, 
politely  but  with  a certain  “let  me  tell 


you  hayseeds  how  it’s  done  at  the 
Mecca”  overtone.  I said  it  was  an  idea 
I’d  used  in  the  past,  with  limited  suc- 
cess, but  admitted  I was  out  of  bright 
ideas  and  down  to  the  so-so  ones. 

He  then  changed  tacks  and  asked 
why  I was  trying  to  control  her  as  an 
inpatient  anyway,  since  things  would 
change  as  soon  as  she  went  home.  I 
was  astonished,  but  he  breezed  right 
along  with  the  idea  of  home  health 
nurses  checking  her  sugars  as  an  out- 
patient, making  it  sound  utterly  rou- 
tine. I blurted  out  the  first  objection 
that  came  to  mind,  that  I knew  of  no 
home  health  agency  that  could  pro- 
vide close  enough  follow-up.  He 
blithely  said  that  his  company  had 
arranged  for  home  health  all  over  the 
country  and  that  the  home  health 
coordinator  from  his  company  would 
call  me  with  the  name  of  the  agency  in 
my  area  tomorrow.  I did  think  to  ask 
him  what  he’d  try  for  Mrs  Mayer. 
Slowing  down  and  hedging  his  asser- 
tions for  the  only  time  in  the  conver- 
sation, he  suggested  a split  dose  of 
insulin. 

I’m  a board-certified  internist,  and 
I almost  always  manage  my  own 
patients’  diabetes,  but  by  the  time  I 
got  off  the  phone  I wondered  if  a 
whole  revolution  in  diabetes  had 
slipped  past  me.  Remember  “goof  gas” 
from  the  Rocky  and  Bullwinkle  show 
— it  made  everybody  stupid.  The 
“medical  director”  might  as  well  have 
puffed  a big  cloud  of  it  through  the 
phone  at  me.  I called  my  usual 
endocrinology  consultant,  half  for 
help  and  half  for  reality  testing.  When 
I told  him  Mrs  Mayer’s  recent  glucose 
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Anyone  can  build  a hospital. 


Building  a tradition  takes  a little  longer. 


Seventy-eight  years  of  tradition  and  a continuing  commitment  to  excellence. 
For  patient  referrals  call  (214)  381-7181. 


! 


SPECIALIZE  IN 
AIR  FORCE  MEDICINE. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  , quality 
benefits  and  30  days  of  vacation  with  pay 
per  year  that  are  part  of  a medical  career 
with  the  Air  Force.  Find  out  how  to  quali- 
fy. Call 

USAF  HEALTH  PROFESSIONS 
Toll  Free 
(800)  42 3 -USAF 
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checks,  I was  relieved  that  he  agreed 
she  needed  to  stay  in  the  hospital. 

Over  the  next  6 days,  we  tried  the 
split  dose  of  insulin  the  doctor  from 
Humongous  had  suggested  with  no 
clear  improvement.  On  the  third  day 
of  split  doses,  Mrs  Mayer  had  glucose 
checks  of  300,  then  40  within  6 hours. 
Eventually  her  sugars  smoothed  out, 
somewhat.  (In  retrospect,  I think  she 
improved  because  the  endocrinology 
consultant  increased  her  dose  of  thy- 
roid slightly.) 

Meanwhile,  someone  from  Humon- 
gous (either  the  doctor  or  a utilization 
management  nurse)  contacted  the 
endocrinology  consultant  and  essen- 
tially said  that  I was  going  to  discharge 
Mrs  Mayer  and  finish  controlling  her 
diabetes  as  an  outpatient  — exactly 
what  the  Humongous  medical  director 
had  suggested,  to  which  I had  failed  to 
object  loudly  enough.  This  managed  to 
psych  the  endocrinologist  into  signing 
off  the  case  the  morning  of  the  day  that 
Mrs  Mayer’s  sugars  did  the  300-to-40 
swan  dive.  Later,  Humongous  cited  the 
endocrinologist’s  failure  to  object  as 
“agreement”  that  Mrs  Mayer  was  ready 
for  discharge. 

Initially,  Humongous  tried  to  deny 
payment  for  the  last  6 days  of  hospital- 
ization. They  paid  after  an  appeal  by  the 
hospital  and  a phone  call  to  the 
employer,  though  a letter  I wrote  to  the 
state  board  of  insurance  may  have  hur- 
ried the  process.  But  I find  much  bigger 
worries  than  money  in  the  whole 
episode.  The  insurance  company’s  doc- 
tor and  utilization  review  nurse  had  an 
attitude  that  has  been  called  “the  truth 
is  silly  putty”  regarding  what  both  the 


endocrinology  consultant  and  I said  to 
them;  that  is,  they  stretched  the  truth  so 
far  out  of  shape  it  was  unrecognizable. 

Those  distortions  could  have  been 
dangerous  for  Mrs  Mayer.  The  misrep- 
resentations were  so  thorough  and  con- 
sistent (as  I later  realized  when  I saw 
the  letter  Humongous  wrote  to  the 
state  board  of  insurance  in  response  to 
my  complaint)  that  they  seem  to  bor- 
der on  pathological  lying.  The 
euphemism  for  this  is  “misinforma- 
tion.” In  this  case  it  could  have  been  as 
dangerous  for  Mrs  Mayer  as  deliberate 
garbling  of  communication  between  an 
airplane  pilot  and  air  traffic  controller. 

More  irritating  than  misinforma- 
tion was  what  I now  call  “miseduca- 
tion”  — the  insurance  company’s 
doctor  trying  to  foist  on  me  the  idea 
that  outpatient  control  of  brittle  dia- 
betes in  a 71 -year-old  is  standard  care. 
As  doctors,  our  medical  educations  are 
our  most  valuable  assets.  A telemar- 
keter of  outpatient  treatments,  work- 
ing for  an  insurance  company,  nearly 
persuaded  me  to  junk  a sizeable  frac- 
tion of  my  most  valuable  asset. 

Want  a good  worry?  Consider 
what  might  have  happened  if  Mrs 
Mayer’s  doctor  were  a recently  gradu- 
ated generalist,  who  might  be  taken  in 
by  the  medical  director/endocrinolo- 
gist’s assurances?  What  if  Mrs  Mayer 
were  in  a managed  care  program,  and 
the  primary  doctor  had  to  call  the 
“medical  director”  from  utilization 
management  “boss”?  An  inexperienced 
doctor  might  consider  this  type  of 
over-the-phone  hustle  an  endocrinol- 
ogy consult,  swallow  the  advice  whole, 
and  endanger  the  patient. 


As  a matter  of  fact,  Mr  and  Mrs 
Mayer  have  just  had  to  join  a managed 
care  program  to  keep  their  insurance. 
If  Mr  Mayer  retired,  Medicare  would 
become  their  primary  insurance  and 
they  could  continue  to  see  me  and  be 
covered,  but  Mr  Mayer  wants  to  keep 
working.  I think  he’s  wise  — a job  you 
enjoy  is  good  for  you.  But  the  insur- 
ance that  comes  with  it  may  not  be. 

What  can  we  do  to  protect  our 
patients?  Consider  anyone  who  calls 
you  from  a utilization  management 
department  or  an  insurance  company 
a telemarketer  — even  if  it’s  your  hal- 
lowed former  chief  of  staff  from  your 
house  staff  days.  Be  especially  suspi- 
cious if  its  a doctor,  precisely  because 
you’ll  have  a tendency  to  trust  a “col- 
league.” A real  colleague  is  a doctor 
who  comes  to  the  bedside  with  you, 
not  somebody  who  calls  you  on  the 
phone  from  another  state. 

Don’t  believe  anything  that  a uti- 
lization reviewer  tells  you  was  said  by 
another  doctor  on  the  case.  Call  the 
other  doctor  and  verify  it;  if  necessary, 
explain  that  you  read  about  utilization 
management  organizations  that  lie 
through  their  teeth.  Tell  anyone  in 
utilization  management  that  you  don’t 
have  trouble  explaining  why  your 
patients  need  to  be  hospitalized  to 
doctors  who  are  trying  to  understand, 
rather  than  trying  not  to. 

And  don’t  waste  time  talking  to 
somebody  who’s  taping  the  conversa- 
tion but  who  won’t  or  can’t  promise 
you  a copy  of  the  tape.  Call  him  the 
errand  boy  he  is,  and  hang  up  before 
he  puffs  goof  gas  at  you.  Don’t  hold 
still  for  miseducation. 
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75  Years  Ago  in  Texas  Medicine 

Ottikr  1920 

Surgical  aspects  of  epilepsy 
By  Robert  W.  Noble,  MD 
Temple,  Tex 


IN  ORDER  TO  MAKE  MYSELF  C L E A R in  regard 
to  operating  on  epileptics,  it  will  be  necessary  to  go  into 
the  etiology  of  the  disease.  The  most  complete  record  of 
autopsies  that  I have  been  able  to  obtain  is  from  the 
Craig  Colony  of  Epileptics  in  Sonyea,  New  York.  This 
institution  has  issued  a report  covering  something  like 
1,100  autopsies  on  epileptics.  The  pathology  found  in  the 
dead  epileptics  does  not  differ  from  the  pathology  found 
in  non-epileptics. 

In  about  1 50  classified  cases  received  during  one  year, 
only  1 5 were  found  to  have  sustained  traumatism  of  the 
skull  or  brain.  Injuries  received  at  birth  are  thought  to  be 
the  causes  in  some  of  the  cases.  At  least  75  per  cent  of  the 
autopsies  showed  pathological  lesions  of  the  chest  and 
abdominal  organs,  as  well  as  of  the  brain.  Of  the  first  860 
autopsies,  60  per  cent  showed  pathological  conditions  in 
the  brain,  meninges  or  the  skull.  Of  the  last  200  autop- 
sies, 89  per  cent  showed  pathology  of  either  the  brain, 
meninges  or  the  skull.  There  was  no  one  pathological 
condition  that  was  peculiar  to  epileptics.  . . . 

I have  reached  the  conclusion  that  epilepsy  is  not 
caused  alone  by  pathology  of  the  brain.  There  is  some- 
thing in  the  shape  of  a toxin  that  is  required  to  bring 
about  the  convulsions.  Operative  procedures  upon 
epileptics  have  been  followed  by  a sufficient  number  of 
cures  to  justify  the  procedure.  Dr.  Chas.  L.  Reed,  while 
he  lacks  a good  deal  of  demonstrating  it  thoroughly, 
believes  that  epilepsy  is  sometimes  caused  by  toxemia 


from  the  alimentary  tract.  In  a few  instances  removal  of 
the  transverse  colon,  with  an  ileosigmoidostomy,  has 
cured  epilepsy.  Decided  improvement  has  followed  the 
removal  of  the  uterus  in  a good  many  epileptics;  that  is, 
where  there  was  pathology  of  the  uterus.  In  one  patient, 
a woman  about  thirty  years  old,  who  had  a large,  heavy 
uterus,  with  a profuse  leukorrheal  discharge  dating  back 
for  several  years,  immediate  improvement  followed  the 
removal  of  the  uterus.  She  had  had  three  attacks  of  sta- 
tus epilepticus  during  the  last  four  years  preceding  the 
operation.  At  the  time  of  the  operation  she  was  insane, 
and  immediately  following  recovery  from  the  operation 
her  mental  condition  became  good  and  her  epileptic 
attacks  changed  from  the  grandmal  to  the  petitmal  type, 
and  has  so  remained  for  over  a year.  . . . 

The  cure  of  epilepsy,  according  to  our  present  knowl- 
edge, is  more  in  prevention  than  in  treatment  after  the 
disease  is  once  established.  Early  treatment  of  epilepsy  is 
followed  with  some  success.  In  the  old  cases,  especially 
where  there  has  been  destruction  of  brain  cells  from 
infection  of  the  meninges,  from  malignancies,  tumors, 
hydrocephalus  or  any  pressure  on  the  brain  that  causes 
absorption  of  brain  cells,  it  is  useless  to  expect  a cure. 
The  fits  might  be  relieved  by  operative  procedure  but  a 
restoration  of  function  of  the  brain  would  be  hopeless  to 
expect.  Every  case  of  night  terrors  and  convulsions  in 
children  should  be  investigated  very  closely,  in  order  to 
determine  whether  or  not  it  is  the  early  stage  of  epilepsy. 


(Texas  State  Journal  of  Medicine.  1 920;  1 6 [6]  :246) 


52 


TEXAS  MEDICINE  ★ OCTOBER  1995 


Buy  recycled. 


It  would  mean 
the  world  to  them. 


Recycling  keeps  working  to  protect 
tlieir  future  wken  you  kuy  products 
made  from  recycled  materials.  For 
a free  brochure,  write  Buy  Recycled, 
Environmental  Defense  Fun  d,  257 
Park  Avenue  South,  New  York,  NY 
10010,  or  call  1-800-CALL-EDF. 


^ ENVIRONMENTAL 

v>EFy\  DEFfS 


Texas  Society  of  Internal  Medicine 

in  conjunction  with  the 

American  College  of  Physicians  Texas  Academy  Chapter 

Annual  Meeting 

November  3 and  4,  1995 
Marriott  Medical  Center  Hotel  ■ Houston,  Texas 

Your  Passport  to  the  Future  in  Internal  Medicine: 
Controversies  in  Internal  Medicine 

>-  Primary  Care  and  Public  Policy:  A Symposium 

Representative  Bill  Archer 

Alan  Nelson,  MD,  Executive  Vice  President,  American  Society 
of  Internal  Medicine 

Gerald  E.  Thomson,  MD,  President,  American  College  of  Physicians 

>-  Interventions  in  Heart  Disease 

»-  Infectious  Diseases  of  the  Bowel 

>-  Care  of  Women  at  High  Risk  of  Breast  Cancer 

1 3 Category  1 CME  Credits  Available 

For  registration  information  call:  (713)  790-3215  A C P 

ForTSIM  membership  information  call  (512)  370-1508 


THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 


(214)  767-1640 
Captain  Cheryl  Carson 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE.9 
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TWenty  Sixth  Assembly  Meeting 
November  30-December  4,  1995 
Washington  Hilton  and  Towers  Hotel 
Washington,  DC 

Send  an  AMA  member  physician  representative  from  your  hospital  or  health  care 
delivery  system  to  the  1995  Interim  American  Medical  Association  Organized  Medical 
Staff  Section  (AMA-OMSS)  Assembly  Meeting  to  be  held  November  30  - December  4, 
1995  in  Washington,  DC.  Don’t  pass  up  this  opportunity  to  participate  in  AMA’s  policy- 
making process  and  make  a difference  in  the  way  your  representative  organization 
responds  to  managed  care  and  other  important  issues  facing  today’s  physician.  You 
can  also  gain  valuable  knowledge  and  make  useful  contacts  by  attending  OMSS 
educational  programs  and  networking  functions. 

With  the  growth  of  managed  care,  the  merging  of  hospitals,  and  the  corporatization  of 
medicine,  the  traditional  roles  and  responsibilities  of  the  medical  staff  are  being 
challenged.  To  help  physicians  respond  effectively,  OMSS’s  educational  program 
titled,  “Creating  the  Future  and  Getting  There  First,”  will  focus  on  changing  the 
medical  staff  paradigm,  thinking  in  the  future  tense,  and  strengthening  the  physi- 
cians’ leadership  role  in  the  governance  of  hospitals,  integrated  delivery  systems,  and 
managed  care  organizations.  More  specifically,  the  session  will  address: 

• The  changing  environment  and  the  value  of  self-governance; 

• How  to  reengineer  and  improve  medical  staff  functions  and  processes; 

• The  attributes  of  a successful  self-governing  physician  organization  (PO); 

• The  components  of  governance  and  resources  needed  to  develop  a 
community-based  PO; 

• What  criteria  should  be  utilized  in  making  partnering  decisions;  and 

• How  to  manage  risk,  respond  to  legal  and  logistical  challenges,  and  raise  capital. 

For  new  insight  into  how  to  increase  physician  involvement  in  your  community  attend 
the  AMA-OMSS  Interim  Assembly  Education  Program  on  Friday,  December  1 from 
2:30  pm  to  5:30  pm  in  Washington,  DC. 

“The  American  Medical  Association  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  to  sponsor  continuing  medical  education  for  physi- 
cians.” 

“The  AMA  designates  this  medical  education  activity  for  up  to  3 credit  hours  in 
Category  1 of  the  Physician’s  Recognition  Award.” 

For  more  information  please  call  800  AMA-3211  and  ask  for  the  AMA’s  Department 
of  Organized  Medical  Staff  Services. 
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Allergy 

HEADACHE  & MIGRAINE  CLINIC  (Established  1984) 

(Rhinology-Allergy-Nutrition-Stress) 

S.  Hoover,  MD,  Director  (Oto-Rhinolaryngologist-allergist) 

Concept  of  treatment  outlined  & published  in  International  Rhinoiogy  Supp.  2 1987,  J of 
Japan  Rhinolog  Soc  Vol.  30-  1 (1991),  The  New  Frontiers  of  ORL  in  Europe  II  (1992) 
Menduzzi  Editore. 

All  Chronic  recurrent  headaches  are  treated  (namely  Migraines,  Cluster  Headaches,  Ten- 
sion, sinus,  everyday  headaches,  exercise  & Premenstrual  headaches). 

We  treat  the  CAUSES  that  trigger  the  trigiminal  vascular  system  medically  & surgically;  we 
do  NOT  give  narcotics,  analgesics,  antidepressants,  sedatives,  muscle  relaxants.  Nor  amit- 
ryptalines,  cafe-ergot,  methylesergide,  limitrex  (sumariptan)  nor  B Blockers. 

1/45  N.  Frwy.  Hermann  Prof.  Building  7324  SW  Frwy  (®  Fondren 

150  W.  Parker  Rd.  6410  Fannin  ArenaTower  II  #755 

Houston  77076  Houston  77030  Houston  77074 

Tel.  713  MIGRAINE  or  713  694-8188,  FAX  713  691-3312 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 

GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

XOCHITL  B.  SANCHEZ,  MD 

Pain  Management  - Anesthesiology  - Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Intraspinal  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 
Dallas,  Texas  75230  Answered  24  hours 

EDWARD  A.TALMAGE,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 
Spinal  Cord  Stimulation  Implants 
Intra-Thecal  Opiate  Delivery  Systems 
Thermography 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(713)  496-1006 


TX-AN  PAIN  MANAGEMENT,  L.L.P. 

Diplomate  American  Board  of  Anesthesiology 
A.B.A.  Certified  in  Pain  Management 
Neil  J.  Atlin,  DO 
Jacob  Roffe,  MD 

9 Medical  Parkway,  Suite  103,  Dallas,  Texas  75234 
Telephone  (214)  488-8926 

Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane.  Suite  Bl  16,  Dallas,  Texas  75230; 

214  661-7010 


Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS 

George  F.  Cravens,  MD,  PA 
Thomas  R.  Donner,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  817  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 
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Ophthalmology 

LOUIS  M.ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas,  TX  75235,  214/350-7500 


Donald  Mauldin,  MD 
Richard  Jones,  MD 
Kevin  Gill,  MD 
James  Montgomery,  MD 
William  Burns,  MD 
Eric  Coligado,  MD 


Philip  Graehl,  MD 
Joseph  Jacko,  MD 
Charles  Cook,  MD 
Kenneth  Driggs,  MD 
Samuel  Bierner,  MD 


James  Ough,  MD 
Charles  Neagle,  MD 
Scott  Paschal,  MD 
Larry  Johnson,  MD 
Marvin  Van  Hal,  MD 


2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


Orthopedic  Oncology 


RICHARD  G.  BUCH,  MD,  FAAOS,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Fellowship  Trained  Orthopedic  Oncology 
Limb  Salvage  Surgery 

Musculoskeletal  Tumors,  Chronic  Infections,  Complex  Joint  Reconstructions 

5939  Harry  Hines,  Suite  530 
St.  Paul  Professional  Bldg,  II 
Dallas,  Texas  75235 
214  879-6299 


Orthopedic  Surgery 

W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray.  Lawson,  MD  Richard  D.  Schubert,  MD 
Robert  D.  Vandermeer,  MD  John  A.  Baker,  MD 

R.  Stephen  Curtis,  MD  James  R.  Sackett,  MD 
William  A.  Bruck,  MD  Daniel  E.  Cooper,  MD 
W.Z.  Burkhead,  Jr.,  MD  Paul  C.  Peters,  Jr.,  MD 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Joseph  FT  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 
Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 
Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  Bl  16 
Dallas,  Texas  75230;  214  661-7010 


Center  for  Work  Related  Injuries,  5940  Forest  Park  Road,  Dallas,  TX  75235,  214/353-9636 


Donald  Mauldin,  MD 
Kevin  Gill,  MD 
James  Montgomery,  MD 
Charles  Cook,  MD 
Scott  Paschal,  MD 


Larry  Johnson,  MD 
Charles  Neagle,  MD 
Kenneth  Driggs,  MD 
James  Ough,  MD 
Samuel  Bierner,  MD 


William  Burns,  MD 
Eric  Coligado,  MD 
Marvin  Van  Hal,  MD 
Philip  Graehl,  MD 


2001  N.  MacArthur  Blvd.,  #540,  Irving,  TX  75061 

Mark  Greenberg,  MD  Marvin  Van  Hal,  MD 

Bruce  Faust,  MD  Craig  Saunders,  MD 

4325  N.  Josey,  Suite  300,  Carrollton,  TX  75010,  214/254-8000 

Philip  Graehl,  MD  Glenn  Wheeless,  MD  Lewis  Frazier,  MD 

Craig  Goodhart,  MD  James  Guess,  MD 

9 Medical  Parkway,  Plaza  4,  #308,  Dallas,  TX  75234,  214/241-5446 

Glenn  Wheeless,  MD 

Philip  Graehl,  MD  James  Guess,  MD 

3500  1-30,  Suite  C-101,  Mesquite,  TX  75150,  214/682-1307 
Charles  Mitchell,  MD  Larry  Johnson,  MD 

1010  N.  Beltline  Road,  Suite  101 , Mesquite,  TX  75149,  214/288-4429 
Cary  Tanamachi,  MD  Terry  Sobey,  MD 


1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76021 , 817/267-4492 


Craig  Saunders,  MD 

1441  Redbud,  Suite  121,  McKinney,  TX  75069,  214/562-5800  (Metro) 

John  Prudich,  MD  Bruce  Douthit,  MD 

8680  E.  Main  Street,  Frisco,  TX  75034,  214/377-2447 
Bruce  Douthit,  MD 

8210  Walnut  Hill  Lane,  Suite  404,  Dallas,  TX  75231,  214/265-7175 
Charles  Cook,  MD 

4100  West  15th  Street,  Suite  202,  Plano,  TX  75093,  214/964-1715 

Scott  Burns,  MD  Kevin  Gill,  MD  James  Guess,  MD 

Lewis  Frazier,  MD  Craig  Goodhart,  MD  Bruce  Douthit,  MD 

Philip  Graehl,  MD 

1749  Pine  Street,  Abilene,  TX  79602;  915/672-4372 
Kevin  Gill,  MD 

Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 


Rehabilitation  Medicine  and  Electromyography 


102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  210  226-2424 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column  inch 
per  month  and  listings  must  run  for  a minimum  of six  months.  A discount  of 5%  is  allowed  for  six 
months  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Denise  Kotson, 
TEXAS  MEDICINE,  401  West  15th,  Austin , Texas  78701.  Deadline  is  the  1st  of  the  month 
preceding  publication  month. 
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Texas  Medicine 


Opportunities  Available 

Dermatology 

Plastic  Surgery  Clinic  wishes  to  affiliate  with  an  aes- 
thetically oriented  Dermatologist  in  Austin,  TX.  Contact: 
Dr.  Robert  Ersek,  PSCA,  630  West  34th  Street,  Suite  201; 
Austin,  Texas  78705. 

Emergency  Medicine 


TEXAS:  Well  established  regional 
group  has  opportunities  available  in  EDs 
ranging  from  12,000  to  50,000  visits 
annually.  Earn  the  industry’s  maximum 
compensation  as  an  independent  con- 
tractor without  the  day-to-day  hassles  of 
managing  your  own  practice. 


Send  CV  to  Emergency  Medicine  Consultants, 
PA,  1525  Merrimac  Circle,  Suite  107,  Fort 
Worth,  TX  76107;  or  call  (817)  336-8600. 


TALK  TO  TEXAS 
with 

Texas  Medicine 
Classifieds 


Fax  or  phone  i n your  a d to 
Texas  Medicine  with  your 
Visa  or  Mas  terca  rd  nu  mber 


For  more  classified 
advertising  information  call 
the  Texas  Medical  Association 
Advertising  Department  at 
(512)  370-1382 
FAX  (512)  370-1632. 


EXPERIENCE 

STERLING  ADVANTAGE 


STERLING 

HEALTHCARE  GROUP 


Highly 

competitive 

compensation 

packages 


Paid  Malpractice 
with  extended  coverage 

Discounted  Disability 

Continuing  Medical 
Education 

No  Restrictive  Covenants 


CALL 

800-874- 

Pat  Smith 


DEL  RIO  1 
FREDRICKSBURG  2 
NEW  BRAUNFELS  3 
SAN  ANTONIO  4 
LEWISVILLE  5 
DALLAS 
FT.  WORTH  6 
TERRELL  7 
CLEVELAND  8 
HOUSTON  9 
PASADENA  lO 
ANGLETON  11 
LAKE  JACKSON  12 
PORT  LAVACA  13 
ARANSAS  PASS  14 
WESLACO  15 
ARLINGTON  16 
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Classified  Directory 


Family/General  Practice 

Interested  in  practicing  family  medicine 
in  a West  Texas  rural  community?? 

We  offer  a $200,000  a year  salary  guarantee, 
plus  ample  time  off  and  benefits. 

Please  contact  John  Paul  Loyless, 
Administrator,  at  Rankin  Community 
Hospital.  Phone:  (915)  693-2443. 


BC/BE  DALLAS  AREA.  Top  wages.  150K  guaranteed, 
plus  generous  bonus  and  as  expected  perks.  Call  or  fax  CV 
to  Victor  at  HealthCare  Recruiters  (800)  713-6640;  Fax 
(713)  771-5326.  32  offices  nationwide. 


FAMILY  MEDICINE  PHYSICIAN 

Board  Certified 
Needed  in  private  multidisciplinary- 
practice  in  Humble,  Texas;  Excellent 
opportunity  for  Texas  licensed  physi- 
cian includes  benefit  package. 

Contact:  Georgia  Watts, 
International  Family  Medical  Center 
(713)  446-9333;  FAX  (713)  446-6143 


FP'S  BEST  OPPORTUNITY!  BEST  demand  - regional 
hospital!  BEST  schools  - #1  rating!  BEST  lakes/recreational 
areas!  BEST  access  to  culture  and  metro.  S140K+,  loan 
repayment.  Call  Mary  Latter  at  1-800-520-2028!  Job 
#0 1 43FAF 


ull-time  position  available  for 
uTx  ^ BC/BE  F.P.,  I.M.  physician  at  a 
primary  care/urgent  care/occupational 
medicine  clinic  in  Austin,  TX.  Prior 
work  experience  in  similar  setting  and 
willingness  to  participate  as  PCP  in 
managed  plans  required.  Bilingual  a 
plus.  Remuneration  commensurate 
with  experience. 

Contact:  Matthew  Vail,  MD,  Medical 
Director  at  (512)  477-5675  or  voice 
mail  (512)  505-4852  or  FAX  CV  to 
(512)  477-7065  or  mail  to:  291 1 Medical 
Arts  Street,  #8  Austin,  TX  78705. 


Family  Practice 

IF  YOU  WANT  TEXAS...  new,  attractive  FP 
group  openings  in  Denton,  Dallas,  Plano, 
Corpus  Christi;  major  hospital  affiliations; 
attractive  income  guarantees;  reply  confi- 
dentially to  Phil  Kelbe,  Fox  Hill  Associates, 
250  Regency,  Brookfield,  Wisconsin  53045 
(800)338-7107. 


EAST  TEXAS  BC/BE  family  physicians  needed  for 
expanding  primary  care  group.  Salaried  position,  plus 
incentives  and  benefits.  Community  hospital  adjacent  to 
medical  office.  Congenial,  board-certified  colleagues.  Fam- 
ily-oriented area,  university,  airport,  good  schools,  plus 
great  hunting  and  fishing.  Call  or  send  CV  to  Jane  Vogt,  1- 
800-765-3055,  222  So.  Central,  Ste  700,  St.  Louis,  MO 
63105,  FAX  314-726-3009. 

NORTH  DALLAS:  Busy  family  doctor  with  new,  attrac- 
tive, and  well  equipped  two  doctor  office  seeks  board  certi- 
fied family  doctor  to  join  in  high  quality  remunerative  pri- 
vate practice.  Please  call  Mark  Reynolds  @ (214)  385-0000. 

AUSTIN, TEXAS  - Excellent  opportunity  for  FP/GP  to 
join  a family  practice  and  minor  emergency  group  practice. 
Three  extended  hour  clinics  throughout  Austin.  Contact 
Noel  DeSapio  (512)  326-2525. 

Ambulatory  Care  - 3 openings  - Houston,  1 hour  North 
of  Houston,  and  Golden  Triangle  area.  $120K  to  $150K 
plus  benefits  and  incentive.  For  details,  contact  Practice 
Dynamics,  11222  Richmond,  Suite  125,  Houston,  TX 
77082;  800-933-0911  or  713-531-091 1. 

ATTENTION  FAMILY  PRACTITIONERS!!  You  may 

also  be  qualified  for  Emergency  Medicine  positions.  Con- 
tact the  advertisers  listed  under  Emergency  Medicine  for 
more  information. 


SAN  ANTONIO,  TEXAS  - Outstanding 
opportunity  for  BC/BE  general  surgeon  and/or 
internist  in  beautiful  San  Antonio.  Presently 
adding  to  staff  of  multispecialty  clinic  with  satel- 
lite office.  Adjacent  to  major  hospital  center. 
Fee-for-service  and  several  managed  care  plans. 
Contact:  Leroy  Kitch,  Skinner  Clinic,  124  Dallas 
S.,  San  Antonio,  TX  78205.  PH:  210-224-1771. 


(^)  Annual  Sessm 

May  9-12,  1996 
Sari  Antonio 


Tfex 

tt 


TfexasMedical 

Association 


Methodist 

Hospitals  of  Dallas 


FAMILY  PRACTICE 

A variety  of  exciting  opportunities  for 
family  practitioners  to  staff  new  Family 
Health  Centers  as  well  as  join  estab- 
lished practitioners.  Base  salary  plus 
incentive  bonus  and  a comprehensive 
benefit  package  offered.  Facilities  and 
medical  equipment  provided. 
Appointment-based,  urgent-care,  fee-for- 
service,  and  participation  in  managed 
care  plans. 


INTERNAL  MEDICINE 

Excellent  opportunity  for  BC  Internist  to 
join  progressive  four-person  Methodist 
affiliated  group.  Competitive  salary  with 
comprehensive  benefit  package  and 
rotating  call  coverage. 


Please  forward  CV  to  Susan  Cogburn, 
Physician  Recruiter,  Methodist  Hospitals 
of  Dallas,  P.O.  Box  655999,  Dallas,  TX 
75265  or  call  (800)  727-6131  or  (214) 
947-4579.  Fax:  (214)  947-4501. 


Physician  Opportunity  is  available  in  Dallas/Fort 
Worth  and  Houston.  Low  stress,  office  based  practice.  No 
nights,  no  emergencies,  and  no  hospital  work.  Paid  mal- 
practice. M-F.  Lucrative  salary  and  benefits.  Call  Lisa 
Cole  at  1-800-254-6425,  or  fax  CV  to  214-258-0838. 


CONSIDERING  YOUR  NEXT 
CAREER  MOVE??  Contact: 

Professional  HealthCare  Insource 
6900  Fannin,  Ste  250, 
Houston,  TX  77030 
800-289-5902;  fax  (713)  790-9333 

We  provide  recruitment  and  relocation 
assistance  nationally!! 

► Family  Practice 

► Internal  Medicine 

► Pediatrics 

Excellent  compensation  packages  with 
incentives,  marketing  support,  and 
more.  Other  openings  include  ORS, 
OB/GYN,  and  Neurosurgery. 

Call  us  TODAY  for  help  in  reaching 
your  career  objectives! 


Spanish-speaking  FP’s  needed  throughout  Texas,  Okla- 
homa, Florida,  Arizona,  Ohio,  and  Chicago.  High  income 
guarantees,  full  benefits,  call  coverage.  Call  Mary  Latter- 
800-520-2028.  Job  #M115FAF 
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Family/General  Practice 


FAMILY  PRACTICE 
OPPORTUNITIES  IN  TEXAS 
with  an  emphasis  on  obstetrics 


5073  FP  - Several  positions  are  currently 
available  for  Family  Physicians  who  enjoy 
a moderate  level  of  obstetrics  (3-5  deliver- 
ies per  month)  with  a call  coverage  of  1 in 
4 or  better.  One  practice  site  is  midway 
between  Lubbock  and  Abilene,  the  other  is 
75  miles  southwest  of  Lubbock.  As  a 
salaried  physician,  you  will  have  an  out- 
standing benefit  package,  a compensation 
range  of  $175K  - $225K,  and  the  financial 
backing  of  a major  not-for-profit  healthcare 
corporation  located  in  Lubbock.  For  fur- 
ther details  about  these  outstanding  family 
practice/obstetrics  opportunities,  contact: 

Andrew  Johns 

Sterling  Physician  Services  of  America 
2000  Warrington  Way,  Suite  250 
Louisville,  Kentucky  40222 
1-800-626-1857,  ext.  237 
FAX:  502-426-003 


Primary  Care  Physicians 

Multiple  openings,  full-  and  part-time 

Texas  private  correctional  facilities. 
Non-violent  offenders,  low  HIV 
caseload.  No  night,  weekend  or 
inpatient  duties.  Negotiable 
compensation  $100,000+  for  full-time. 
Send  letter  with  C.V.  to:  C.  W.  Fletcher, 
M.D.  M.P.H.,  Medical  Director, 
Corrections  Corporation  of  America,  1 02 
Woodmont  Blvd.,  Nashville,  TN  37205. 


CGI 


Corrections 
Corporation  of 
/4merica 


CCA  is  an  equal  opportunity  employer 
M/F/Vet/HP 


GREAT  TEXAS  FP  OPPORTUNITY! 

Slow  paced  lifestyle/convenient  to 
metro.  Great  payer  mix  and  hospital 
support.  Excellent  income  guarantee, 
1 ;4  call.  Call  Mary  Latter  today  - 
800-520-2028.  Job  #M137FAF 


For  Excellent  Practice  Opportunities 

Contact  the  TEXAS  Specialists 


Physician 
Resource 
Network, 


Endorsed  by  the 

TEXAS  MEDICAL  ASSOCIATION 


Academic  Positions  (in 
Family  Practice  and 
Internal  Medicine) 
Correctional  Medicine 
Dermatology 
Family  Practice 


Hematology/Oncology 
Internal  Medicine 
Pediatrics 
Physiatry  (PM  & R) 
Psychiatry 

Pulmonary  Medicine 


(817)  431-9679 
(800)  525-6055 
Fax:  (817)  431-2317 
1342  Johnson  Road 
Keller,  Texas  76248-4205 


PHYSICIAN  SEARCH  AND  PLACEMENT 
EDUCATIONAL  LECTURES 
PHYSICIAN  MANPOWER  NEEDS  ANALYSIS 
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Family/General  Practice 

If  you  want  to  be  in  Texas,  you  should  be  talking  to  us. 

Over  100  opportunities  available  throughout  the  state.  For 
specifics  about  opportunities  in  your  location  of  interest, 
contact  Practice  Dynamics,  11222  Richmond,  Suite  125, 
Houston,  TX  77082;  800/933-0911  or  (713)  531-0911. 


TIME  FOR  A MOVE? 

BE/BC  FP,  IM,  0B/GYN,  PEDS 


YOU  ONLY  NEED  TO  MAKE  1 CALL 

We  Do  All  Of  The  Work 


2750  HOSPITALS  & 4500  GROUPS 

Actively  searching  for  physicians 

Every  community  in  Texas  and  the  country  . . 


Amarillo 

Cincinnati 

Tampa 

Dallas 

Boston 

Dayton 

Houston 

Kansas  City 

Springfield 

San  Antonio 

St.  Louis 

Cleveland 

El  Paso 

Indianapolis 

Detroit 

Beaumont 

Norwich 

Milwaukee 

Austin 

Columbus 

Rockford 

Ft.  Worth 

Richmond 

Chicago 

Tyler 

Ft.  Wayne 

Greenwood 

Wichita  Falls 

Rochester 

Phoenix 

Corpus  Christi  Syracuse 

Minneapolis 

Bay  City 

Birmingham 

Atlanta 

Texarkana 

Tallahassee 

Lincoln 

Traditional,  no  call,  no  inpatient,  loan 
forgiveness,  signing  bonuses  and  more 

NEW  OPENINGS  DAILY 
CALL  MARY  LATTER! 
The  Curare  Group,  Inc. 
(800)520-2028 

Fax  (504)  867-8308 
^5^M-F9-8pm  Sat  1-5  EST 

M193MAF 

INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an  affili- 
ate of  The  University  of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas.  Must  be  board  certified  or  have  met  the  edu- 
cational requirements  to  be  certified  by  the  American  Board 
of  Family  Practice.  Obstetrical  training  (or  experience) 
desired.  Duties  may  include  teaching,  direct  patient  care, 
and  research.  Send  C.V.,  cover  letter,  and  3 letters  of  refer- 
ence to  D.  Clifford  Burross,  MD,  Wichita  Falls  Family 
Practice  Residency  Program,  1301  Third  St.,  Wichita  Falls, 
TX  76301 . An  Equal  Opportunity  Employer. 


6o 


Internal  Medicine 


INTERNAL  MEDICINE,  FAMILY 
PRACTICE,BOARD  CERTIFIED  OR 
BOARD  ELIGIBLE,  UNIQUE 
OPPORTUNITY  WITH  PRIMARY 
CARE  GROUP  to  provide  hospital  inpa- 
tient care  (Baylor  University  Medical 
Center,  Dallas)  or  office  outpatient  services, 
depending  on  physician  preference  for  hos- 
pital or  office  practice.  Other  attractive 
opportunities  in  suburban  areas  of 
Dallas/Fort  Worth.  Very  attractive  compen- 
sation package  includes  salary,  plus  bene- 
fits to  include  professional  liability  insur- 
ance, major  medical  and  term  life  insur- 
ance, paid  vacation,  one-week  paid  CME 
time,  a $2000  CME  allowance,  a retire- 
ment program,  and  financial  incentives  to 
promote  individual  achievement  and  group 
goals.  This  is  a physician-managed  group. 
For  additional  information,  contact  Brenda 
Lancaster,  Texas  Primary  Care,  1717  Main 
Street,  Suite  5200,  Dallas,  TX  75201; 
214/712-2018  or  800/527-2145. 


EAST  TEXAS  BC/BE  general  internists  needed  for 
expanding  primary  care  group.  Salaried  position,  plus 
incentives  and  benefits.  Community  hospital  adjacent  to 
medical  office.  Congenial,  board-certified  colleagues.  Fam- 
ily-oriented area,  university,  airport,  good  schools,  plus 
great  hunting  and  fishing.  Call  or  send  CV  to  Jane  Vogt,  1- 
800-765-3055,  222  So.  Central,  Ste  700,  St.  Louis,  MO 
63105,  FAX  314-726-3009. 

DALLAS,  TEXAS  - Established  single-specialty  group 
practice.  Prosperous  suburban  community.  Growing  area 
needs  additional  internists.  Exceptional  income  potential. 
Full  partnership.  Contact  Patrick  Schmidt  1-800-338-7107 
or  Fax  (414)  785-0895. 

IM’S  BEST  OPPORTUNITY!  BEST  demand  - regional 
hospital!  BEST  schools  - #1  rating!  BEST  lakes/recreational 
areas!  BEST  access  to  culture  and  metro.  $120K+,  loan 
repayment.  Call  Mary  Latter  at  1-800-520-2028!  Job 
#01441IAF 

EAST  TEXAS  P remier  internal  medicine  group. 
$110,000  guarantee  plus  benefits.  Call  of  1 in  8.  Partner- 
ship after  2 years.  Top-notch  schools.  Safe  family  commu- 
nity. Lakes  and  outdoor  activities.  90  miles  to  Dallas.  Con- 
tact Patience  Schock,  1-800-765-3055;  (314)  725-1892. 

BC/BE  Family  Practice  or  Internal  Medicine  to  join 
5-member  multi-specialty  group  in  San  Antonio,  TX. 
Mild  weather,  good  benefits.  Contact:  Mr.  Leroy  Kitch 
(210)  224-1771. 
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METRO  TEXAS:  BC  IM  needed 
immediately.  Full  hospital  support 
and  call  coverage,  $150,000  guar- 
antee. Call  Mary  Latter  today  - 
800-520-2028.  Job  #183IAF 

Locum  Tenens 


Infrim 

Physicians® 

"In  Texas  since  1982" 

Helping 

provide  continuity 
of  patient  care . 

Wf  Locum  Tenens 

Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/QYN 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Plan  ahead,  call  today! 

1-800-531-1122 


Classified  Directory 


Locum  Tenens 


PHYSICIANS 

K^flrdimUed 


• Nationwide  Locum 
Tenens  Staffing. 


• Highly  qualified,  dedicated 
physicians. 


• Personal  attention  from 
our  experienced  locum 
tenens  professionals. 


You’ve  earned  the  right  to  practice  medicine  on  your  own  terms.  As  a 
CompHealth  locum  tenens  physician,  you  can  keep  doing  the  work  you 
love,  without  the  headaches  and  hassles  ot  running  a practice.  Work  where 
you  want,  as  much  as  you  want.  As  the  largest  healthcare  stalting  group, 
we  give  you  the  most  options  in  the  most  places.  We  even  otter  Trial 
Practice  and  Permanent  Placement  services  it  you  are  looking  tor  a new 
tull-time  spot.  Our  personal  service  makes  it 
easy.  Call  us  today  tor  more  intormation  about 
working  with  CompHealth. 


800-328-305  I 


Your  Health  Care  Resource 


CLASSIFIED  ADVERTISING  CATEGORIES 

Aller.  & Immuno. 

Hematology 

Ophthalmology 

Entertainment 

Anesthesiology 

Internal  Medicine 

Ortho/Ortho  Surg. 

Medical  Equip. 

Cardiology 

Locum  Tenens 

Otolaryngology 

Office  Space 

Dermatology 

Neonatology 

Pathology 

Practices 

Emergency  Medicine 

Neurology 

Pediatrics 

Property 

Endocrinology 

Neurosurgery 

Phys.  Med./Rehab 

Travel 

Family/Gen  Pract 

Occup.  Medicine 

Plastic  Surgery 

Vacation  Homes 

Gastroenterology 

Ob/Gyn 

Psychiatry 

Cont  Education 

Geriatrics 

Oncology 

Radiology 

Rheumatology 

Urology 

Business  & Financial 
Services 

DOMESTIC  & OVERSEAS 
OPPORTUNITIES 

PRI  is  a Houston  based  company  with 
Domestic  and  International  clients  seek- 
ing Internists  and  Family  Practitioners 
for  short  or  long  term  Locum  Tenens 
assignments.  Current  openings  exist  in 
Indonesia,  Antarctica,  Saudi  Arabia, 
Hawaii  as  well  as  throughout  the  Gulf 
Coast  region.  PRI  offers  exceptional 
hourly  rates,  friendly  personalized  service 
and  weekly  payments.  Call  Cynthia  at 
800/522-7707  or  713/522-5355  for  more 
information. 


• Fair  client  rates  & excellent 
physician  compensation. 


1 -800-227-03 16 
Houston  - 867-8510 
Fax  - 713-867-8591 


Nephrology 

DALLAS/FORT  WORTH  AREA:  An  exceptional  career 
opportunity  to  join  a dynamic  nephrology  group  in  a thriv- 
ing community.  Tremendous  potential  for  personal  and 
financial  satisfaction;  attractive  call  schedule.  Enjoy  all  the 
amenities  of  the  two  exciting  cities,  while  maintaining  the 
flavor  of  a smaller  community.  Call  1-800-556-2718  or 
send  a CV  to  Quest  HealthCare,  17610  Midway  Road, 
Suite  134-109,  Dallas,  Texas  75287.  Fax:  214-250-9354. 
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Ob/Gyn 


Orthopedics 


rii 


1 


Private  Practice  Opportunities 


Obstetrics/ Gynecology 


X 


A 


S 


For  further  information  on  practices  and 
income  guarantees,  please  contact: 

Wade  Christoff  el 
Fox  Hill  Associates 
250  Regency  Court 
Brookfield,  WI  53045 
Toll-Free:  (800)  338-7107 
Fax:  (414)  785-0895 
E-Mail:  flia@execpc.com 
(Retained  Search  Consultants) 


OB/GYN  PRACTICE  OPPORTUNITY 

Enjoy  a minimum  base  salary  of  $240,000  your 
first  year  in  an  outstanding  medical  group 
affiliated  with  a state-of-the-art  400-bed  hospital  in 
West  Texas  Cross-cover  with  3 to  4 young 
physicians  and  enjoy  a practice  environment  with 
14  LDP's,  a dedicated  OR  and  LV  III  nursery  This 
employed  position  eliminates  the  headaches  of 
private  practice  and  the  financial  costs  of  a buy-in 
while  offering  a comprehensive  benefit  package 
and  lucrative  incentive  plan.  For  further  details, 
contact:  Darrell  J.  Moyer 

Sterling  Physician  Services  of  America 
2000  Warrington  Way,  Suite  #250 
Louisville,  KY  40222 
(800)  626-1857,  ext.  228 
FAX:  (502)  426-0037 


Occupational  Medicine 


ALUMINUM  COMPANY  OF  AMERICA 

Central  Texas  aluminum  smelter  is  seeking 
part  time  Occupational  Medicine  Physician. 
Interest  in  primary  care  is  an  asset.  Located  60 
miles  east  of  Austin,  the  smelting-mine-power 
plant  complex  has  about  1,400  employees  and 
is  adjacent  to  town  of  5,000.  Low  crime  rate, 
slow-paced  lifestyle  but  close  to  metro  area  50 
to  75K  range.  If  interested,  send  your  resume 
to:  Alcoa,  P.O.  Box  472,  Rockdale,  TX  75667, 
Attention:  Personnel.  Fax:  (512)  446-8949. 
Alcoa  is  an  equal  opportunity  employer  - M/F. 


SOUTH  TEXAS:  General  Orthopedics/Sports  Medi- 
cine. Fastest  growing  area  in  TX.  University,  diverse  cul- 
tural/recreational activities.  Guarantee,  incentives,  coverage. 
Call  or  send  C.V.  to  Jane  Vogt,  800-765-3055,  222  S.  Cen- 
tral, Suite  700,  St.  Louis,  MO  63105.  FAX:  314-726-3009. 

Pediatrics 

TEXAS  - BC/BE  pediatric  subspecialist  needed  for  expan- 
sion of  pediatric  program  with  approved  residency.  Quali- 
fied persons  needed  in  nephrology,  ambulatory  pediatrics, 
and  hematology/oncology.  Driscoll  Childrens  Hospital  is  a 
private  tertiary  care  teaching  facility.  Send  CV  to:  Don  P. 
Wilson,  MD,  Director  of  Medical  Education,  PO  Box 
6530,  Corpus  Christi,  TX  78466-6530.  Driscoll  is  an 
AA/EO  Employer. 


Pediatricians  needed. 

Up  to  $115,000,  excellent  benefits, 
signing  bonuses  at  some  sites. 
Opportunities  throughout  Texas  and 
nationally.  Job  #M124PAF 

Call  Mary  Latter  800-520-2028! 


THE  BEST  PEDIATRIC  JOB  IN  TEXAS, 

Best  access  to  metro-Austin,  Best 
income  potential,  SS  group,  1:4  call, 
800  newborns/year,  Best  hospital 
support.  Best  call  Mary  Latter  today  - 
800-520-2028.  Job  #M139PAF 


Psychiatry 


PSYCHIATRIST  NEEDED 


Excellent  opportunity  in  Laredo,  Texas, 
"Gateway  to  The  Americas  and 
NAFTA."  Board  eligibility  or  certifica- 
tion required  to  work  in  a thriving 
Psychiatric  Day  Treatment  Center. 
Spanish  language  a must.  Excellent 
salary,  incentives  and  fringe  benefits, 
depending  on  qualifications.  Send  CV 
to:  Medical  Director,  St.  Joseph's  Day 
Treatment  Center,  120!  Corpus  Christi, 
Laredo,  TX  78040.  (210)  718-2273 
Fax  (210)  726-6357. 


62 


TEXAS  MEDICINE  ★ OCTOBER  I 9 9 5 


Classified  Directory 


Radiology 

RADIOLOGY  services 
TO  RURAL  HOSPITALS 


RADIOLOGY 

nrwysTTTTTnwj 


1-800-523-9955 


Other  Opportunities 

TEXAS:  FAMILY  PRACTITIONERS,  INTERNISTS, 
PEDIATRICIANS:  Primary  Care  Clinic  Opportunities  - 
Why  deal  with  the  administrative  hassles  of  private  practice, 
when  practice  opportunities  with  an  established  patient 
base  are  waiting  for  you  throughout  the  states  of  Texas  and 
Oklahoma.  Spectrum  Healthcare  Resources  offers  excellent 
remuneration  and  malpractice  insurance,  along  with  regular 
clinical  hours.  For  more  information,  call  Paula  Sandknop 
at  800-325-3982,  ext.  9315  or  FAX  your  CV  to  Paula  at 
314-919-8919. 


DALLAS,  TX  - Physician  needed  for  pi  easant,  low  stress, 
office-based  practice.  No  nights,  call,  hospital,  obstetrics,  or 
emergencies.  Regular  office  hours.  Paid  malpractice.  Please 
call  W.  Max  Frankum,  MD  at  214-484-8008. 


Other  Opportunities 

TEXAS  AND  THROUGHOUT  THE  SUNBELT:  Fam 

ily  Practice,  Internal  Medicine,  Oncology,  Cardiology,  Pedi- 
atrics, Occupational  Medicine,  OB/GYN,  Neurosurgery. 
Excellent  packages;  income  guarantees.  Metropolitan  and 
smaller  communities.  Call  Quest  HealthCare,  1-800-556- 
2718;  or  fax  a CV,  214-250-9354. 

OKLAHOMA:  FAMILY  PRACTITIONERS, 

INTERNISTS,  PEDIATRICIANS  Primary  Care  Clinic 
Opportunities  - Why  deal  with  the  administrative  hassles  of 
private  practice,  when  practice  opportunities  with  an  estab- 
lished patient  base  are  waiting  for  you  throughout  the  states 
of  Texas  and  Oklahoma.  Spectrum  Healthcare  Resources 
offers  excellent  remuneration  and  malpractice  insurance, 
along  with  regular  clinic  hours.  For  more  information,  call 
Paula  Sandknop  at  800-325-3982,  ext.  9315  or  FAX  your 
CV  to  Paula  at  314-919-8919. 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  1-800-284-4560  / Houston  713-493-2797 

Or  send  CV  to:  Reuben 

PC  Box  423 14  r,  . • 

Houston,  TX  77242-23  1 4 Bronstein_ 
FAX  71  3-493-2234  & Associates 


EXCITING  PHYSICIAN 
OPPORTUNITIES  AVAILABLE 


We  are  seeking  Board  Certified  or  Board 
Eligible  Family  Practice,  Internal 
Medicine,  and  Pediatric  Physicians  to 

join  our  team  in  San  Antonio.  San 
Antonio,  one  of  the  nation’s  10  largest 
cities,  has  a wide  variety  of  benefits  to 
offer:  warm  climate,  friendly  people, 
numerous  theme  parks,  beautiful  lakes 
and  hill  country  within  minutes  from  met- 
ropolitan area;  all  the  advantages  of  a 
large  city  but  with  a small  town  atmos- 
phere. We  offer  the  opportunity  for  you 
to  practice  medicine  while  we  take  care 
of  the  administrative  hassles.  We  provide 
the  setting,  employees,  and  equipment.  If 
you  have  previous  experience  in  Primary 
Care/Preventive  Medicine  setting  and 
would  like  a schedule  that  includes  mini- 
mal nights,  weekends  or  holidays,  an 
excellent  salary  and  strong  benefits  pack- 
age, please  fax  your  curriculum  vitae  to 
ATTN:  Wally  Rich,  Physician  Recruiter 
(210)  617-1940  or  mail  C.V.  to:  Humana 
Health  Care  Plans,  Suite  370,  8431 
Fredericksburg  Road,  San  Antonio,  Texas 
78229.  We  hope  to  hear  from  you  soon. 


Hendrick  Medical  Center 


Leading  medical  center  in 
Texas  Midwest  offers  you  an  excit- 
ing opportunity  in  the 
following  specialties; 

• Family  Practice 

• Pediatrics 

• Internal  Medicine 

• Rheumatology 

• Medical  Oncology 

• Nephrology 

• Neurosurgery 

• Physiatry 

Send  C.V.  to  Laura  Minor 
Physician  Recruitment 
Coordinator 

Hendrick  Medical  Center 
Abilene,  Texas  79601 
(915)  670-3528  /fax  (915)  670-2293 


PRACTICE  OPPORTUNITIES 

Openings  nationally  in  ALL  specializa- 
tions. Excellent  salary  and  benefit  pack- 
ages including  partnership  opportunities, 
100%  paid  malpractice,  moving  and  relo- 
cation expenses,  license  assistance,  up  to 
six  weeks  paid  vacation.  On-site  interview 
expenses  paid.  Toll  free  24  hours:  (800) 
759-0104.  Send  CV  to:  La  Salle  Medical 
Group,  2708  N.  68th  Street,  #2-357, 
Scottsdale,  Arizona  85257  or  FAX  to:  (602) 
242-2298. 
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Other  Opportunities 


MEDICAL 


Kemper  National  Services,  Inc.,  a national  managed  care  company  headquartered  in  Plantation, 
Florida,  seeks  a Medical  Director  to  become  part  of  our  management  team. 

Ideal  candidate  will  be  a licensed  physician  with  a background  of  orthopedics,  occupational,  or  family 
medicine  and  a proven  track  record  as  a medical  executive  with  disability  management  experience  in  a 
managed  care  environment. 

Kemper  National  Services'  managed  care  strategy  employs  managed  care,  utilization  review,  disability 
and  case  management,  and  provider  networks. 

Medical  Director  will  be  responsible  for  enhancing  all  medical/disability  products,  ensuring  high 
quality  and  effectiveness. 

We  offer  a competitive  salary  and  excellent  benefits  package. 

Please  Forward  Curriculum  Vitae  to:  Carol  Gregory  - Employment-TMA 
P.O.  Box  189081,  Plantation,  Florida  33318-9081 
Fax  No.  (305)  452-4041 


KEmPER 


KNS  conducts  pre-employment  drug  screening.  Equal  Opportunity  Employer 


i i 

RISK 

manaGEmenT 

seRures 

■ ■ 


FOR  SALE  OR  LEASE 


Practices  For  Sale 


RANCH  FOR  SALE:  Large,  two-story  100  year  old  house 
(excellent  condition).  Horse  barns  - Lake.  South  of  Arling- 
ton. (817)  478-5061. 

Hunting 


TEXAS  TROPHY  DEER/HOGS 


Package  hunt  North  Webb  County 
for  3 days. 

Trophy  bucks  $1500.00 

Wild  boars $ 250.00 

3200  acre  ranch:  10  person  maximum. 
Dr.  Paul  Laursen 
P.O.  Box  29443 
San  Antonio,  TX  78229 
(210)  616-0283 


Solo  Surgical/Family  Practice  Office 
Available  Immediately  on  5 year 
lease/purchase  agreement. 

Board  certified  surgeon  retired  May  1,  1995  in 
Texas  City,  TX.  Population  43,000.  Office  is 
completely  furnished  in  reception  room, 
business  and  records  department,  consultation 
room,  treatment  and  minor  surgery,  office 
laboratory,  and  other  auxiliary  areas.  40  years 
of  goodwill,  prestige  and  patient's  records  are 
free.  P.O.  Box  3483,  Texas  City,  TX. 

Phone:(409)945-3261. 

By  appointment.  References  Available. 


Business  and  Financial  Services 


Office  Space 

Recently  vacated  medical  suite  available  in  W.  Hous- 
ton/Bear Creek  area.  1910  square  feet  at  Competitive  Rate. 
Vickie  Lyons  (713)  558-001 1. 


Ambulatory  Surgical 
Center  Consultants 


Team  of  physician,  architect  and  medical 
consultant  will  help  you  develop  your  own 
Medicare  approved  Ambulatory  Surgical  or 
Specialty  Facility.  Contact  Connie  Burk  @ 
(817)  335-5421  or  write  420  S.  Henderson, 
Ft.  Worth,  TX  76104. 


LAW  OFFICES  OF 
ROBERT  V.  WEST,  M.D. 
ATTORNEY  AT  LAW 

1250  N.E.  LOOP  410,  #805 
SAN  ANTONIO,  TEXAS  78209 
(210)  828-4218 
FAX  (210)  822-5557 

910  LAVACA 
AUSTIN,  TEXAS  78701 
(512)  479-1399 
(800)  999-9177 
FAX  (512)  478-7731 


Workers’  Comp  Solutions 
for  Medical  Professionals 


Software:  Workers’  Comp  Solutions  (WCS)  is  a 
powerful  windows  based  package  that  produces 
all  the  TWCC  medical  reports  using  on-screen 
forms  (TWCC  61’s,  63’s,  64's,  69’s,  and  70’s.) 

Other  Features: 


» Patient  Tracking 
» Management 
Analysis  Reports 
» 800#  Software 
Support 

• TWCC  Approved 
Forms 


On-Line  Help 

• Patient  Summary 
Reports 

• Windows 
Environment 

• All  Printers 
Compatible 


For  more  information,  call  P.I.S.  for  a free  brochure: 

(800)  747-7135 
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Travel  & Leisure 


If  We  Can  Teach  the  Pros 


ACADEMY  OF 
GOLF  DYNAMICS 
CAN  TEACH  YOU! 

You  will  learn  to  play  your  best  golf 
everytime.  Bill  Moretti,  honored  as  South 
Texas  PGA  Teaching  Pro  of  the  Year,  and 
his  staff  are  among  the  country’s  most 
recognized  golf  instructors.  They  teach 
PGA  and  LPGA  pros,  top  amateur,  junior, 
and  hundreds  of  low,  mid,  and  high 
handicap  golfers.  They  all  improve!! 


4 14  years  of  success 

♦ Individual  on-course  instruction 

♦ 3:1  (or  lower)  Student/Teacher  ratio 
4 Jack  Nicklaus  designed  ultimate 

teaching  facility 
4 Hi-Tech  analysis  equipment 
4 Take-home  video  & manual 
4 Very  cost  effective 
4 Family  lodging  packages  including 
pool,  tennis  courts  and  workout  area 


Call  1-800-879-2008  for  a free 
brochure  about  our  golf  schools. 

ACADEMY  OF 
GOLF 

DYNAMICS 

(512)261-3300 
45  Club  Estates  Pkwy 
Austin,  TX  78738  j 


Traveling  physicians:  Keep  watching  this  section  for  a 

growing  list  of  special  “getaways.”  We  are  endeavoring  to 
provide  you  with  unusual  travel  opportunities  - from  the 
luxurious  and  exotic  to  the  adventurous  and  bargain-priced! 
Advertisers:  to  list  your  travel  buy  here,  call  the  Advertising 
Department  at  (800)  880-1300. 

Advertising  Rates  & Data  - Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos, 
and  borders  may  be  used  in  display  classified  ads.  Discounts 
are  available  for  display  classified  ads  5 inches  and  larger. 


The  Greenhouse  Offers... 

**  An  exclusive  women's  spa  in  Arlington,  Texas. 

**  State-of-the-art  programs  in  fitness,  diet, 
beauty  and  massage. 

**  Gratification,  rejuvenation,  relaxation  and 
satisfaction. 

**  Massages,  facials,  beauty  consultations,  scalp 
and  hair  treatments. 

^ Fitness  classes,  water-aerobics,  Tai  Chi,  and 
much  more  every  day. 

**  A nutritionist  and  a registered  nurse  on  staff 
to  assist  you. 

^ A chance  to  be  pampered! 

Choose  one  of  the  world's  most  exceptional  and 

premier  destinations,  THE  GREENHOUSE! 

Let  us  treat  you  to  luxury  in  the  best  of  spa  facilities. 

Reserve  now  for  a traditional  full-week  package. 

At  certain  times  of  the  year,  mini-week  programs 

are  also  available. 

For  brochures,  special  rates  and  promotions, 

please  call  our  Sales  and  Marketing  Office... 

817/640-4000 


TMA  members  receive  a 10%  discount  for  advertising  with 
Texas  Medicine.  Ad  box  numbers  can  be  substituted  for  for- 
mal addresses  upon  request  at  no  extra  cost.  Name  and 
address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  1st  of  the 
month  (or  the  closest  business  day)  preceding  publication. 
Send  copy  to  Denise  Kotson,  Assistant  Advertising  Man- 
ager, Texas  Medicine,  401  West  1 5th,  Austin,  Texas  78701. 


Advertising  Directory 


Aberdeen  Medical  Insurance  Service 27 

Advantage  Auto  Lease 9 

Allied  Physicians 5 

American  College  of  Allergy, 

Asthma,  & Immunology 8 

Autoflex  Leasing Inside  Front  Cover 

Avis  Rent-a-Car 36 

Emcare  Physician  Staffing 10 

Federal  Land  Bank  Association 14-15 

Ford  and  Ferraro 27 

Freeman  & Cockerell  10 

Hilgers  & Watkins  1 3 

Jay  Menna  Insurance 6 

Medical  Control  45 

Medical  Protective  Company  37 

Medstaff  National  Medical  Staffing 48 

N.  American  Medical  Golf 

Association  45 

Pfizer  Pharmaceuticals 19 

Prism  Radiology  Network 9 

Scott  & White Back  Cover 

Texas  Medical  Association 

POEP 46 

PSO  42 

Public  Health after  36 

Texas  Medical  Association  Insurance  Trust  ...  I 
Texas  Medical  Liability  Trust 

Inside  Back  Cover 

Timberlawn  Psychiatric  Hospital 50 

U.S.  Air  Force 50 

University  Medical  Group 13 

Woodway  Financial 8 


Publication  of  an  advertisement  in  Texas  Medicine  is  not  to 
be  considered  an  endorsement  or  approval  by  the  Texas 
Medical  Association  of  the  product  or  service  involved. 


5 to  9 1/2  inches 
10  to  19  1/2  inches 
20  and  above 


$85/inch 

$70/inch 

$65/inch 
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Texas  Medicine 

Educational  Opportunities 


Risk  Management  CME  Home  Study  Courses 


Topics  include: 

s Risky  office  practice  patterns 
s Handling  difficult  patients 
s Defensible  documentation 
s Managed  care  liabilities 

s Handling  litigation 

Multidisciplinary  courses  available  in  6 or 
15  credit  hour  versions. 

Also  now  available:  RiskAware  for 
Pediatricians  (5  credit  hours). 


Sponsored  by 

MecifcsF 


For  course  brochures  contact: 

Chris  Launey 

Medical  Risk  Management,  Inc. 
2500  CityWest  Boulevard,  Suite  225 
Houston,  Texas  77042 
Phone  (800)  Med-Risk 
Fax  (713)  789-3337 


Winter  Radiology  Meeting 
January  20-27.  1996 

ARUBA-SONESTA  RESORTS 

Sponsored  by  the  Division  of  Radiolosic 
Sciences  and  the  Division  of  Continuins 
Education,  Bowman  Gray  School  of 
Medicine  of  Wake  Forest  University, 
Winston-Salem,  NC.  For  more  information, 
call  Pat  Rice  at  (800)  277-7654  or  Gigi 
Phillips  at  (800)  849-1680  Ext.  772. 


TWENTY-THIRD  ANNUAL  WILLIAMSBURG  CON- 
FERENCE ON  HEART  DISEASE  Sponsored  by  the 
American  College  of  Cardiology.  December  3-6,  1995. 
Williamsburg  Conference  Center,  Williamsburg  Lodge, 
Williamsburg,  Virginia.  Program  Director:  William  C. 
Roberts,  MD,  FACC.  Inquiries:  Registration  Secretary, 
Extramural  Programs,  American  College  of  Cardiology, 
9111  Old  Georgetown  Road,  Bethesda,  MD  20814- 
1699;  1-800-257-4739;  FAX  301-897-9745. 


CME  Travel/Ski  Programs 


18th  Annual 

INFECTIOUS  DISEASES 
IN  CLINICAL  PRACTICE 

January  28-February  2,  1996  Vail,  Colorado 

21  Category  1 AMA  credit  hours,  21  CEU’s  ACPE 

1 1th  Annual 

PRIMARY  CARE  MEDICINE: 
CONCEPTS  & CONTROVERSIES 

February  18-23,  1996  Snowmass,  Colorado 

20  Category  1 AMA  credit  hours. 

Sponsored  by  the  University  of  California  School  of  Medicine 
at  San  Francisco  Office  of  Continuing  Medical  Education. 

For  complete  brochures  on  these  programs  contact: 
UCSF  Postgraduate  Programs 
415/476-5208  or  fax  415/476-3542 


Department  of  Medicine 

University  of  California 

San  Francisco  School  of  Medicine 


AMERICAN  SOCIETY  OF 
TROPICAL  MEDICINE  AND  HYGIENE 
44TH  ANNUAL  MEETING 

November  1 7-21 , 1 995 
Hyatt  Regency,  San  Antonio,  Texas 
Over  600  presentations,  including  clinical  tropical 
medicine,  travelers'  health;  disease  agents,  patho- 
genesis; diagnosis;  vaccines,  drug  design;  epidemi- 
ologic investigations;  public  health  interventions; 
impact  of  tropical  disease;  vector  biology  and 
control.  Contact:  ASTMH,  60  Revere  Drive,  #500, 
Northbrook,  IL  60062. 

Phone  (708)  480  9592;  Fax  (708)  480-9282. 


ULTRASOUND  EDUCATION,  Category  I CME:  Spe- 
cialties  of  OB/GYN,  Urology,  Family  Practice,  Emergency 
Medicine,  Endocrinology,  and  Abdominal.  Contract 
courses  can  be  brought  to  your  location,  minimum  enroll- 
ment required.  Call  1-800-239-1361  for  more  information 
and/or  a free  catalogue.  Advanced  Health  Education  Cen- 
ter, 8302  Tybor  Street,  Houston,  TX  77074. 
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Educational  Opportunities 


MANAGING  RISKS  OF  MANAGED  CARE 

November  11  & 12, 1995 
San  Antonio,  Texas 

s Types  of  managed  care  organizations  s Malpractice  liability 

s Gatekeeper  issues  s Handling  treatment  denials 

s Managed  care  contracting  •/  Financial  risks 


Up  to  15  Category  1 hours! 


Sponsored  by 

MedltesF 


For  course  brochure  contact: 

Chris  Launey 

Medical  Risk  Management,  Inc. 

2500  CityWest  Boulevard,  Suite  225 
Houston,  Texas  77042 

Phone  (800)  Med-Risk  Fax  (713)  789-3337 


UT  SOUTHWESTERN  MEDICAL  SYMPOSIA 


/I t jCeile 
Isip.ihy/ 

L hiiver.iityj 
Ho.ipitnl 


ADVANCED 

SEMINARS 


Announcing  tHe  Fifth  in  a Series  of 
Advanced  Seminars: 

Advances  & Update  in  Clinical 
Neurology  for  Primary  Care 
PHYSICIANS:  A DIDACTIC  & SKILLS 
SYMPOSIUM 

December  2,  1995  — Dallas,  Texas 

For  information,  contact:  Office  of  Continuing  Education 
2 14/6-48-2 166;  1 -800/688-8678;  FAX  2 14/648-2317 

Southwestern 

An  equal  opportunity  institution 


CME  IN  THE  ROCKIES 


MEDICAL  DISORDERS  DURING 
PREGNANCY  January  25-27,  1996 
Breckenridge,  CO 

CRASH  96  - COLORADO  REVIEW 
OF  ANESTHESIA  March  1-8,  1996 
Vail,  CO 

RECONSTRUCTIVE  SURGERY  OF 
THE  HIP  AND  KNEE 

March  17-22,  1996  Aspen, CO 

Sponsored  by  the  University  of 
Colorado  School  of  Medicine.  Category 
1 AMA  credit  offered. 

Information:  J.  Bauer,  Office  of 
Continuing  Medical  Education, 
University  of  Colorado  School  of 
Medicine,  4200  East  9th  Avenue,  Box 
C295,  Denver,  CO  80262,  1-800-882-9153, 
303-372-9050,  FAX:  303-372-9065. 


TEXAS 

MEDICINE 

CLASSIFIED 

DIRECTORY 

DEADLINES 


ISSUE  DEADLINE 

November  1995  September  29,  1995 
December  1995  November  1,  1995 

January  1996  December  1,  1995 

February  1996  December  29,  1995 
March  1996  February  1,  1996 

April  1996  March  1,  1996 
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Backfalk 

Question 

What  is  your  best  or  worst  medical  school  memory? 


he  worst  memory  occurred  in  the  second  part  of 
B my  freshman  year  when  my  wife  and  I sat  on 
the  floor  and  rolled  pennies  to  buy  diapers  for  our  daugh- 
ter. The  best  memory  was  that  feeling  in  the  fourth  year 
that  I was  going  to  make  it  and  become  a doctor  after  all.” 


Bryan  E.  Bledsoe,  DO,  40 

emergency  medicine,  Arlington 


£ £ ■ am  very  grateful  for  the  high-caliber,  dedicated, 
■ and  devoted  professors  who  obviously  loved 
teaching  young  medical  students,  even  though  it  meant  fi- 
nancial sacrifice.” 


Gene  A.  Richardson,  MD,  62 

radiology,  retired,  Lindale 


m y 


| he  worst  was  on  the  first  day  of  class  when  we 
were  told  that  we  were  the  lowest  form  of  ani- 
mal species  and  that  anybody  who  wants  to  be  a doctor 
because  of  the  glamour  should  quit  now.” 


Jesse  I.  Perales,  MD,  55 

internal  medicine,  Hereford 


4 £ ■ n my  medical  school  class,  there  was  a little  group 
■ of  students  who  created  a fictitious  person  to  join 
our  class.  He  kept  enrolling  in  all  the  classes,  and  he  actu- 
ally graduated  with  us.  The  day  of  the  graduation,  a per- 
son who  was  related  to  a medical  student  dressed  up  as 
this  guy,  walked  up  there,  and  received  Dick’s  diploma. 
His  name  was  Dick  Vomer.  A vomer  is  a nasal  bone. 
That’s  the  best  memory  most  of  our  class  had  because  the 
whole  class  supported  it  — nobody  ever  objected.” 


Carlos  E.  Rodriguez,  MD,  42 

ophthalmology.  Eagle  Pass 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians'  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone.  We  welcome  suggestions  for  future  topics. 
Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX  78701,  or  fax  them  to 
(512)370-1632. 


he  best  memory  was  when  I was  working  with 
B Dr  Frederick  Bernhein  at  Duke.  He  was  a physi- 
ology professor  and  research  investigator,  and  we  found  out 
one  of  the  first  drugs  to  be  used  to  treat  tuberculosis.  He 
isolated  the  drug  that  those  bacteria  used  for  food  and  iden- 
tified it,  and  then  we  made  some  derivatives  of  that.  Those 
derivatives  were  studied  in  the  Pasteur  Institute  in  France.” 


Clyde  O.  Brindley,  MD,  78 

oncology,  retired,  San  Saba 


“t: 


I he  hard  work  and  stress  in  medical  school  was  at 
times  very  discouraging,  but  the  thought  that  I 
would  be  able  to  treat  sick  people  and  get  them  well  gave  me 
all  the  encouragement  to  pursue  further  in  medical  school.” 


Meera  Amar,  MD,  43 

endocrinology,  Waco 


££  ■ n 1958,  my  first  son  was  born  on  the  morning  of 
fl  my  organic  chemistry  final  in  college.  Then,  in 
my  senior  year  in  medical  school,  my  other  two  sons  were 
born  the  day  of  my  psychiatry  final.  They  let  me  retake 
the  final.  Those  would  be  my  best  memories.  I look  back 
on  medical  school  as  one  of  the  best  times  of  my  life  and 
one  of  the  most  rewarding.” 


Myron  G.  Glidewell,  MD,  61 

orthopedic  surgery,  retired,  Hawkins 


^^^■he  worst  memory  was  while  I was  a third-year 
B medical  student  at  Louisiana  State  University 
School  of  Medicine  in  New  Orleans.  I was  working  in 
Charity  Hospital  Emergency  Department  there  and  saw  a 
lady  with  a Bartholin  cyst.  When  I incised  and  drained  it, 
puss  hit  me  square  in  the  face.  It  was  awful!” 


Cynthia  A.  Judice,  MD,  45 

pediatrics,  Texas  City 
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Price  of  regulation  • Texas-Soviet  partnerships  • Physician  work  force_Elanni 


For 


Ten 


Years 


All  We’ve 


Done  Is 


Lease 


Cars. 


mniiitfmrv‘uu 


After  10  years  in  practice,  you’re  an  expert  in  your  field.  Likewise,  Autoflex 
Leasing  is  the  recognized  expert  in  auto  leasing.  We  are  endorsed  by  both  the 


Texas  Medical  Association  and  the  Texas  Dental  Association. 
So,  call  an  Autoflex  leasing  specialist  today. 


Tex 

It 


TexasMedical 

Association 


Auto flex 

(l  E A S I N g) 
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Call  1-800-634-1234 
or  214-234-1234 


Today’s  Health  Care  is  About 

Choices 

and  Control  of  Costs. 


Now  TMAIT  offers  you 
both. 

For  40  years,  your  Texas  Medical 
Association  Insurance  Trust  has 
offered  traditional  indemnity 
insurance  products  for  TMA 
physicians,  family  members,  and  staff. 

Today,  some  of  your  patients  are  choosing 
new  forms  of  insurance  that  provide 
quality  health  care  but  at  a lower  cost. 

Now,  TMAIT  offers  you  the  same  choice. 

Introducing  Group  Plus 
Point-of-Service  Plan 

As  a TMA  physician,  you  can  choose 
traditional  indemnity  plans  or  Group  Plus 
POS.  You  get  the  cost  benefits  of  a 
contemporary  style  plan  or  the  flexibility  of 
indemnity.  Your  choice. 


Group  Plus  POS  Features: 

• Low  co-pays 

• Freedom  to  go  out-of-network  for 
physician  or  hospital 

• Immunization  and  preventive  care 

• More  control  over  costs  because  you 
choose  copays,  level  of  coverage,  and 
deductibles 


For  more  information  on  the  new  TMAIT 
Group  Plus  POS  plan,  write  or  fax  us. 

If  choice  and  control  of  health  care  costs 
are  important  to  you,  call... 

1-800-880-8 1 81. 

Underwritten  by  The  Prudential  Insurance  Company  of  America 
for  26  years  (1969 -1995) 

Prudential  Plaza.  Newark,  N.J.  07102 
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Texas  Medical 
Association 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


P.0.  Box  1707  Austin,  TX  78767-1707 

Austin  370-1776  Houston  224-5309  Fax512/370-1799 


The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


A PUBLICATION  of  the  TEXAS  MEDICAL  ASSOCIATION 

TexasMedicine 


John  W.  Burnside , MD,  center,  chair  of 
the  Texas  Medical  Association  Council  on 
Scientific  Affairs,  talks  with  staff  members 
Michelle  Malloy,  left,  and  Gayle  Harris  near 
the  TMA  Foundation  exhibit  at  the  1995 
Fall  Leadership  Conference. 
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COVER  STORY 


Cover  illustration  ^JOSEPH  DANIEL  FIEDLER 


Beat  the  clock 

Some  observers  say  the  “corporatization”  of  health  care , along 
with  increased  splintering  in  the  medical  profession , will  bring 
about  the  demise  of  organized  medicine.  Others  contend  that  the 
rise  of  those  same  corporate  forces,  which  put  financial  interests 
ahead  of  medical  ones,  make  the  need  for  a single,  unified  voice 
of  medicine  more  urgent  than  ever  before. 

BY  TERI  LEE  JONES 

26 


Medical  Economics 

| The  price  of  regulation 14 

Ever  wonder  what  it  really  costs  to  comply  with  CLIA,  OSHA,  and  all  those 
payment  hassles  wrought  by  managed  care?  According  to  a new  Texas  Medical 
Association  study,  it’s  as  bad  as  you  thought. 

BY  LARRY  BeSAW 

Law 

Better  late  than  never .. 

The  feds  have  published  rules  clarifying  the  Stark  I self  referral  ban,  finally. 

BY  HUGH  M.  BARTON,  MD 

Public  Health 

Cultural  partnerships 22 

Texas  physicians  have  teamed  with  colleagues  from  the  former  Soviet  Union  to  improve 
medical  care  in  the  Newly  Independent  States. 

BY  TERI  LEE  JONES 
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Legislative  Affairs 

Order  in  the  court 31 

Court  watchers  say  a climate  shift  at  the  Texas 
Supreme  Court  finds  the  sun  noiv  shining  on  a 
more  level  playing  field  for  defendants.  But  the 
weather  change  was  no  accident. 

BY  KEN  ORTOLON 


: The  Physician’s  Life 

I Medical  history 

| TMA  50-Year  Club  members  helped  make  it.  They  share 
j memorable  experiences  - from  treating  presidents  to  delivering 
: their  own  babies. 

| BY  LARRY  BeSAW 

| One  hundred  thousand  years  of  Texas  medicine 

j BY  CHARLES  H.  GILLESPIE,  MD 


34 

36 


: Commentary 

j Why  we  need  organized  medicine 

j BY  DAVID  C.  FLEEGER,  MD 


i The  Journal 49 
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: CHARLES  B.  MULLINS,  MD 
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professional  Protection  Exclusively  since  1839 


To  reach  your  local  office,  call  800-344-1899. 


Texas  Medicine 


Editor’s  Mote 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services,  Inc.,  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


W e are  a dedicated  group  of 

professionals  with  a reputation 
for  obtaining  reasonably  priced 
malpractice  insurance  regardless  of  a 
physician’s  claim  history,  specialty  or 
previous  problems. 


Medical  Insurance  Services,  Inc. 


For  additional  information,  contact: 

David  A.  Butler,  Executive  Director 
Aberdeen  Medical  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd. , Suite  900  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • PH  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 


During  times  like  these 

of  great  upheaval  in  the  profes- 
sion, many  physicians  can  be 
expected  to  question  whether 
organized  medicine  will  remain  rele- 
vant to  its  members.  With  two  critical 
studies  on  this  subject  to  be  released  at 
the  end  of  the  year,  one  by  the  Ameri- 
can Medical  Association  and  the  other 
by  the  Texas  Medical  Association,  the 
time  seemed  right  to  lay  out  the  issues. 

Consider  our  cover  story,  "Future 
ol  the  Federation:  Can  Organized 
Medicine  Keep  Pace  With  Changing 
Times?"  beginning  on  p 26,  as  just  a 
taste  of  soup  with  many  hours  yet  to 
simmer.  We  offer  no  answers,  only 
questions  — and  devilish  ones  at  that. 

As  a group,  young  physicians  — 
busy  building  their  professional  and 
personal  lives  — are  usually  viewed  as 
among  those  least  involved  in  orga- 
nized medicine.  We  invited  David  C. 
Fleeger,  MD,  chair-elect  of  the  TMA 
Young  Physician  Section,  to  explain 
why  he  has  chosen  to  be  active  in 
organized  medicine. 

In  his  commentary,  starting  on  p 42, 
Dr  Fleeger  cites  the  need  to  protect  the 
"fundamental  principles  of  medicine" 
as  the  primary  reason  why  all  physicians 
should  get  involved.  And  in  this  era  of 
managed  care  and  "corporatization," 
with  physician  clinical  autonomy  on 
the  line,  that  advice  seems  more  perti- 
nent than  ever. 

JEAN  PIETROBONO 
Managing  Editor 
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Letters 


Medical  savings  accounts 
will  control  health-care  costs 

IARRY  BeSaw’S  ARTICLE, 
"Medical  Savings  Accounts: 
Financing  Alternative  Could  Put 
Physicians  and  Patients  Back  in 
Charge,”  in  the  September  1995  issue 
of  Texas  Medicine  was  excellent.  It  is 
clear  to  me  that  the  only  ones  gaining 
trom  managed  care  are  the  insurance 
companies.  The  fact  is  that  when  price 
controls  (managed  care)  are  put  into 
place,  the  first  thing  to  go  is  quality,  and 
then  quantity,  of  service.  This  already 
has  happened.  Just  ask  my  patients. 

Having  practiced  pediatrics  lor 
more  than  34  years,  I strongly  believe 
f that  the  combination  of  high- 
deductible  catastrophic  health  insur- 
ance and  medical  savings  accounts 
(MSAs)  is  the  only  way  to  return  the 
control  of  health  care  to  individuals 
and  their  doctors.  However,  there  is 
one  thing  that  must  be  added  to  com- 
plete the  cure:  Get  the  employers  out 
of  the  loop.  We  need  to  stop  the 
deduction  by  employers  lor  “provid- 
ing health  insurance”  for  their 
employees.  Let  the  employers  pay  the 
full  salaries,  and  let  employees  buy 
health  insurance  on  the  free  market  to 
their  individual  needs. 

— 

Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a letter,  mail  or  fax  it  to  Texas  Medicine,  TMA, 
401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632. 
Please  type  letters  you  submit  for  publication,  and  keep  the 
length  to  400  words  or  less.  If  necessary,  you  may  include  a few 
references,  preferably  less  than  five.  Letters  are  published  at  the 
discretion  of  the  managing  editor  and  editorial  advisors,  and 
| are  subject  to  editing  and  abridgment.  Letters  represent  the 
opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies 
of  the  Texas  Medical  Association. 


This  would  accomplish  two  major 
goals.  First,  it  would  make  individuals 
aware  of  how  much  their  insurance 
costs,  making  them  very  selective.  Sec- 
ond, when  paying  costs  that  are  not 
covered  by  catastrophic  insurance  out 
ol  their  MSAs  (their  own  money),  they 
would  think  carelully  about  the  neces- 
sity ol  visits  to  the  doctor.  Patients 
might  question  doctors  about  the  costs 
ol  medications  and  treatments.  Med- 
ical expenditures  would  plummet! 

The  current  system  hides  the  real 
costs.  First,  a third  party,  the 
employer,  buys  insurance  with  the 
employees’  money,  but  employees 
don’t  realize  it  because  they  never  see 
it.  Then,  another  third  party,  the 
insurance  company,  pays  the  bills,  fur- 
ther hiding  the  costs.  This  gives  an 
individual  a perverse  justification  to 
see  the  doctor  with  every  little  com- 
plaint and  gives  the  doctor  an  incen- 
tive to  be  careless  in  ordering  tests  and 
treatments.  Then,  of  course,  the 
patient  wants  the  most  expensive 
medication  even  il  a cheaper  one 
would  work  “because  the  insurance 
will  pay  for  it.” 

Costs  can  be  controlled  by 
rationing  (ie,  the  bureaucratic  night- 
mare of  managed  care)  or  by  individ- 
uals in  the  Iree  market.  The  choice  is 
up  to  us. 

William  R.  Fackler,  MD 

375  Municipal  Dr,  #102 
Richardson,  TX  75080 
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But  what  about  hospital 
charges? 

After  reading  “Medical 
Savings  Accounts”  on  pp  16-20 
of  the  September  issue,  I have 
one  question:  What  good  is  a 
medical  savings  account  going  to  do 
as  long  as  hospital  charges  to  unin- 
sured patients  are  exorbitant? 

William  J.  Dickey,  Jr,  MD 

3306  Fannin 
Houston,  TX  77004 

Medical  humor  issue 
well  received 

WHAT  A RENAISSANCE!  At 

first  I was  perplexed  — I hadn’t 
renewed  my  Texas  Monthly 
subscription,  yet,  seemingly, 
there  it  was  on  my  desk. 

It  took  a while,  a long  while,  to 
realize  the  truth.  Wow! 

PS:  The  jokes  were  good,  too. 

Eric  A.  Orzeck,  MD 

8181  N Stadium  Drive,  Ste  200 
Houston,  TX  77054 


The  time.  The  place 


Opening  the  door  1 
opportunity  is  easier  when  yc 
have  the  key. 

We  know,  because  ft 
more  than  75  years  we’ve  bet 
helping  people  find  the  way 
invest  in  land  for  recreatio 


1-800-922-5263 


Call  now  for  information,  or  to  apply  for  a loan  to  buy  i 


The  ways  and  means. 


“ekend  escapes,  or  a country 
•me.  We  re  your  locally- 
|med  and  operated  Federal 
nd  Bank  Association. 

You  won’t  find  a better 
derstanding  of  the  value  of 
iid,  or  a deeper  appreciation  of 


your  desire  to  own  a piece  ol  it. 

I n th  e end,  we  provide 
more  than  just  the  means  to 
buy  property.  We  help  people 
open  the  door  when  oppor- 
tunity knocks. 


finance  land,  make  improvements,  or  to  build  or  buy  a home. 


LAND  BANK 


Part  ot  the  fabric  of  rural  life. 


“ The  doctor  will  be  with  you  as  soon  as  he  finishes  his  paperwork .” 


You  went  to  school  to  practice  medicine, 
not  to  push  paper,  right?  Insurance  forms, 
phone  time,  billing  hassles,  red  tape,  blah, 
blah,  blah,  blah-  wouldn't  it  be  nice  if  you 
could  actually  spend  time  with  your  patients 
for  a change? 

Let's  face  it,  the  paperwork  will  probably 
never  go  away,  but  that  doesn't  mean  you  and 


your  office  staff  should  have  to  deal  with  it. 
There  is  one  organization  that's  in  the  business 
of  putting  physicians  back  in  charge  of 
medicine-Allied  Physicians  DFW.  We're  the 
only  physician-owned,  physician-controlled 
integrated  multi-specialty  group  practice  in  the 
Metroplex.  We  take  care  of  your  business,  so 
you  can  take  care  of  your  patients. 


If  you  'd  like  to  find  out  more,  call  Allied  today. 
Feel  free  to  finish  your  paperwork  first. 


Hied 
Physicians 
DFW 


2777  Stemmons  Freeway,  Suite  1710  • Dallas,  Texas  75207  • (214)  638-2501 

© 1995  Allied  Physicians  DFW 


People 


NEWSMAKERS 


General  practitioner  Elmer  C.  Baum, 
DO,  Austin,  received  the  Distin- 
guished Service  Award  from  the  Texas 
Osteopathic  Medical  Association 
(TOMA).  The  award  is  the  highest 
honor  that  TOMA  can  bestow  upon 
an  osteopathic  physician. 

The  Texas  Society  ol  Anesthesiologists 
conferred  the  1995  Distinguished  Ser- 
vice Award,  its  highest  honor,  on  Val 
F.  Borum,  MD,  of  Fort  Worth.  Retired 
from  active  practice,  Dr  Borum  is  a 
former  president  of  the  Texas  Medical 
Association. 

Temple  child  neurologist  Edwin  Dar- 
rell Crisp,  MD,  served  as  an  examiner 
for  the  American  Board  of  Psychiatry 
and  Neurology  in  Washington,  DC. 

Harry  A.  Croft,  MD,  San  Antonio  psy- 
chiatrist, was  awarded  the  Jules 
Bergman  Award  by  the  National  Asso- 
ciation of  Physician  Broadcasters  for 
his  report  on  myths  about  sleeping. 

Dallas  ophthalmologist  John  E.  Eisen- 
lohr,  MD,  was  elected  to  a 3-year  term 
on  the  Texas  Medical  Foundation 
Board  of  Trustees. 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership; election  or  appointment  to  an  office  of  or  honors  fom, 
a national  or  state  organization ; or,  space  permitting,  recogni- 
tion at  the  local  level.  Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  editor.  Submit  items  for 
consideration,  with  photos  if  possible,  to  Johanna  Franke,  People, 
Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512) 
370-1632. 


Louis  J.  Girard,  MD,  Houston  oph- 
thalmologist, was  honored  for  his 
many  contributions  to  audiovisual 
education  by  the  Department  ol  Oph- 
thalmology ol  The  University  of  Texas 
Medical  Branch  at  Galveston  at  a ded- 
ication of  the  Louis  J.  Girard  Audiovi- 
sual Library. 

Carole  L.  Gordon,  MD,  Waco,  was 
reappointed  chair  ol  the  American 
Urological  Association  Young  Urolo- 
gists Committee. 

Fort  Sam  Houston  anesthesiologist 
Richard  B.  Hecker,  DO,  was  appointed 
associate  medical  director  lor  Critical 
Air  Medicine,  Inc,  of  San  Diego,  Calif. 

John  C.  Hisley,  MD,  Amarillo,  received 
the  National  Faculty  Award  lor  Excel- 
lence in  Resident  Education  from  the 
Council  on  Resident  Education  in 
Obstetrics  and  Gynecology. 

1 hree  Temple  emergency  medicine 
physicians  received  awards  for  out- 
standing research  papers  at  the  annual 
meeting  ol  the  Texas  College  ol  Emer- 
gency Physicians.  Gregory  D.  Hobbs, 
MD,  won  the  Best  Overall  Research 
Paper  award,  Margaret  J.  Karnes,  DO, 
received  the  Best  Resident  Paper 
award,  and  Timothy  L.  Reynolds,  MD, 
won  the  award  lor  Best  Discussant. 

Robert  W.  Kottman,  MD,  San  Anto- 
nio, was  named  Volunteer  of  the  Year 
by  Texas  College  of  Emergency  Physi- 
cians (TCEP).  Dr  Kottman  also  was 
honored  for  his  election  to  the  TCEP 
Board  of  Directors. 


Val  F.  Borum,  MD 


Louis  J.  Girard,  MD 


Carole  L.  Gordon,  MD  Juan  J.  Olivero,  MD 


Rebecca  Minter,  student  at  The  Uni- 
versity of  Texas  Southwestern  Medical 
School,  was  elected  to  serve  as  the  dele- 
gate of  the  American  Medical  Associa- 
tion-Medical Student  Section  Assembly. 

The  1995-1996  officers  lor  the  Texas 
Academy  of  Family  Physicians  are 

Thomas  E.  Mueller,  MD,  president,  La 
Grange;  Sheri  J. Talley,  MD,  president- 
elect, Fort  Stockton;  Leah  Raye 
Mabry,  MD,  vice  president,  Pleasan- 
ton; and  Stephen  D.  Benold,  MD, 
treasurer,  Georgetown.  Dr  Mueller 
selected  Joe  Mendoza,  Jr,  MD,  Sey- 
mour, to  serve  as  parliamentarian. 

College  Station  neurologist  Bobby  B. 
Niemann,  MD,  was  named  Specialist 
Preceptor  ol  the  Year  and  Navasota 
family  practitioner  Clarence  H.  Pri- 
hoda,  Jr,  MD,  was  recognized  as  Primary 
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Care  Preceptor  of  the  Year  by  Texas 
A&M  University  College  of  Medicine. 

Houston  nephrologist  Juan  J.  Olivero, 
MD,  was  named  honorary  vice-consul 
of  Guatemala. 

Addiction  medicine  specialist  Francis 
E.  Seale,  MD,  Center  Point,  received 
the  Silver  Key  Award  from  the  Austin 
Council  on  Alcoholism  and  Drug 
Abuse  for  more  than  30  years  of  prac- 
tice in  the  field  of  alcoholism  and 
drug  addiction  treatment. 

William  C.  Smith,  MD,  Carthage  gen- 
eral practitioner,  was  named  Family 
Physician  of  the  Year  by  the  Texas 
Academy  of  Family  Physicians. 

Austin  hematologist  and  oncologist 
Thomas  B.  Tucker,  MD,  was  named 
director  of  the  Stem  Cell  Transplant 
Program  at  Southwest  Regional  Can- 
cer Center.  The  first  peripheral  blood 
stem  cell  transplant  in  Austin  was  per- 
formed by  Dr  Tucker  in  February. 


DEATHS 

Michael  Lee  Burditt,  MD,  50;  Cuero; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1970;  died  July 
29,  1995. 

David  Barnes  Coulson,  MD,  66; 

Austin;  Hahnemann  University  School 
of  Medicine,  1960;  died  August  6, 
1995. 


John  Kenneth  Cox,  MD,  72;  Houston; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1947;  died 
August  17,  1995. 

Winnie  Jo  Sosebee  Crump,  MD,  66; 

Houston;  The  University  of  Texas 
Southwestern  Medical  School,  1954; 
died  August  29,  1995. 

Tilman  E.  Dodd,  MD,  88;  Austin;  Bay- 
lor College  of  Medicine-Dallas,  1937; 
died  August  27,  1995. 

James  Watson  Lassiter,  MD,  77; 

Austin;  Vanderbilt  University  School 
of  Medicine,  1942;  died  September  2, 
1995. 

Eugene  Edgar  Mason,  MD,  8 1 ; Dallas; 
Baylor  College  of  Medicine-Dallas, 
1940;  died  August  12,  1995. 

Claire  Frederick  Miller,  MD,  91; 

Waco;  Baylor  College  of  Medicine- 
Dallas,  1929;  died  August  1 1,  1995. 

Anand  Kumar  Mittal,  MD,  53;  Eagle 
Pass;  Agra  University,  1964;  July  9, 
1995. 

Earl  Hunter  Rafes,  MD,  75;  Beau- 
mont; Hahnemann  University  School 
of  Medicine,  1945;  died  July  30,  1995. 

Jean  McKenzie  Rankin,  MD,  66;  Lub- 
bock; The  University  ofTexas  Medical 
Branch  at  Galveston,  1959;  died 
August  4,  1995. 


Upcoming 

Specialty 

Society 

Meetings 

Texas  Society  of 
Plastic  Surgeons 
Interim  Scientific  Meeting 

January  19-21, 1996 
Clarion  Grand  Pavilion, 
Cayman  Islands,  BWI 
Contact  Lisa  Jackson 
(512)  370-1511 

Texas  Society 
of  Pathologists 
Annual  Meeting 

February  1-4, 1996 
Westin  Galleria,  Dallas 
Contact  Paula  Rigling 
(512)  370-1510 

Texas  Medical  Group 
Management  Association 
Annual  Conference 

March  20-22, 1996 
Westin  Galleria,  Dallas 
Contact  (512)  370-1530 

Texas  Association  of 
Obstetricians  and 
Gynecologists 
Annual  Meeting 

April  11-13, 1996 
The  Tremont  House,  Galveston 
Contact  Paula  Rigling 
(512)  370-1500 

Texas  Radiological 
Society 

Annual  Meeting 

April  12-14, 1996 
San  Luis  Hotel,  Galveston 
Contact  Lisa  Jackson 
(512)  370-1507 
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Anyone  can  build  a hospital. 


Building  a tradition  takes  a little  longer. 

Seventy-eight  years  of  tradition  and  a continuing  commitment  to  excellence. 

For  patient  referrals  call  (214)  381-7181. 


BE  AN  AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with: 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  staff 

• Non-contributing  retirement  plan  if 
qualified 

Today’s  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 
fy. Call  USAF  HEALTH  PROFESSIONS 

Toll  free:  (800)  423-USAF 


Medical  Economics 


The  price  of  regulation 

TMA  study  identifies  costs 
of  doing  business 

By  Larry  BeS  aw,  Associate  editor 


hings  used  to  be  a lot  simpler  for  Larry  James, 
MD.  An  Austin  allergist  for  almost  20  years,  Dr 
James  used  to  be  able  to  conduct  lab  tests  on  his 
patients  in  his  office  and  have  the  results  in  as  lit- 
tle as  20  minutes.  Then  along  came  the  federal  Clinical  Lab- 
oratory Improvement  Amendments  (CLIA),  passed  by 
Congress  in  reaction  to  negative  publicity  (some  critics  called 
it  media  hysteria)  over  improperly  read  Pap  smears,  and  Dr 
James’  lab  was  out  of  business.  Not  because  he  did  anything 
wrong,  but  because  he  was  unwilling  to  put  up  with  the 
bureaucratic  hassle  and  expense  of  complying  with  CLIA. 


lab  and  now  sends  his  patients  to  other 
facilities,  which  means  it  is  now  hours 
or  even  the  next  day,  instead  of  min- 
utes, before  he  gets  the  results. 

“I’m  here  to  provide  quality  care 
for  my  patients,  and  that’s  not  quality 
care,”  Dr  James  said.  “It’s  a case  of 
somebody  trying  to  tell  me  it’s  better 
to  do  it  some  other  way,  and  the  end 
result  is  quality  of  care  suffers.  You 
can’t  tell  me  that  CLIA  has  improved 
the  quality  of  care  anywhere.” 


As  labs  go.  Dr  James’  setup  was  relatively  small  potatoes. 
His  staff  only  did  four  tests  — blood  counts,  nasal  smears, 
strep  screens,  and  theophylline  levels  — which  were  so  sim- 
ple that  he  says  “high  school  students  could  do  them.” 

When  CLIA  was  enacted,  Dr  James  learned  that  keeping 
his  lab  open  and  complying  with  its  requirements  would 
cost  him  at  least  $500  just  for  the  license,  and  even  more  for 
certification  and  training  of  his  staff.  And  then 
there  was  the  expense  of  abiding  by  the 
Occupational  Safety  and  Health 
Administration  (OSHA)  rules 
involving  possible  exposure 
to  blood  and  body  fluids. 

“It  just  wasn’t  worth 
it.  There  was  no  way  I 
could  recoup  those 
costs  with  the 
minimal  amount 
of  tests  we  were 
doing,”  he  said. 

As  one  of  the 
fast-disappear- 
ing solo  practi- 
tioners, Dr  James 
had  enough  headaches 
to  deal  with  and  didn’t  need  the 
aggravation  of  CLIA.  So  he  closed  his 


Adding  it  up 

Complying  with  CLIA  is  only  one  cause 
of  the  dramatic  increases  in  the  cost  of  doing  business  that 
Texas  physicians  are  experiencing.  According  to  data  com- 
piled by  the  American  Medical  Association,  professional 
expenses  for  self-employed  physicians  increased  128% 
between  1982  and  1992.  Government  regulations  and  the 
increasingly  complex  job  of  managing  a medical  office, 
including  having  to  assume  the  responsibility  for 
filing  insurance  claims,  are  major  culprits. 
“Between  federal  and  state  regula- 
tions and  managed  care,  doctors  are 
being  squeezed,  and  that’s  why  you’re 
seeing  doctors  forming  groups  so 
they  can  share  the  expense,”  said 
Arlington  surgeon  Bohn 
Allen,  MD,  chair  of  the 
Texas  Medical  Asso- 
ciation Council  on 
Socioeconomics. 
“In  today’s  eco- 


nomic climate,  it 
is  no  longer  feasi- 
ble for  physicians 
in  solo  practice  to 
stay  solo.” 

In  what  is  thought 
to  be  the  first  study  of  its 
kind,  TMA  set  out  to  deter- 
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mine  the  financial  impact  of  regula- 
tions and  payment  hassles  on  Texas 
physicians.  Donna  Kinney,  TMA 
manager  of-  regulatory  analysis  and 
advocacy,  conducted  a confidential 
survey  of  20  physicians  in  nine  family 
practice,  colorectal  surgery,  urology, 
physical  medicine  and  rehabilitation, 
pediatrics,  and  allergy  and  immunol- 
ogy practices  throughout  the  state. 
The  physicians  submitted  a broad 
range  of  financial  and  workload  infor- 
mation about  their  practices,  which 
Ms  Kinney  used  to  develop  detailed 
cost  allocation  studies.  The  cost  of 
regulations,  patient  care,  billing 
expenses,  and  payment  hassles  totaled 
$7.9  million  for  the  nine  practices. 

The  major  findings  of  the  TMA 
study  are: 

• Payment  hassles  cost  the  average 
physician  almost  $16,000  a year. 

These  hassles  included  precertifica- 
tion and  referral  requirements 
mandated  by  third-party  payers 
and  any  unusual  billing  or  collec- 
tion problems,  such  as  special 
reports  for  utilization  reviewers 
and  lengthy  telephone  hold  delays 
experienced  by  physicians  or  their 
staffs.  Apply  this  average  to  all 
office-based  physicians,  and  the 
cost  to  Texas  physicians,  which 
ultimately  is  passed  on  to  their 
patients,  totals  $360  million  a year. 
Nationwide,  the  total  would  be 
$6.3  billion. 

• The  yearly  cost  of  OSHA  compli- 
ance is  more  than  $4,500  per 
physician.  OSHA  compliance 
“seems  to  be  universally  worri- 


some” because  many  physicians 
and  their  office  staffs  are  unsure  if 
their  efforts  to  comply  are  suffi- 
cient, according  to  the  study. 
Physician  compliance  with  OSHA 
standards  costs  Texans  $103  mil- 
lion a year,  and  nationally  the  total 
is  $1 .8  billion. 

• CLIA  costs  physicians  who  operate 
office  labs  an  average  of  more  than 
$ 1 0,000  annually.  Twenty-seven  per- 
cent of  the  physicians  who  provided 
lab  tests  in  their  offices  have  shut 
down  their  labs,  while  another  31% 
have  reduced  the  number  of  tests 
they  perform  as  a result  of  CLIA. 

• Workers’  compensation  is  a major 
problem  lor  physicians  because  of 
outdated  CPT  codes,  an  appeals 
process  that  is  so  slow  it  is  almost 
nonexistent,  and  stalling  tactics 
used  by  some  insurance  carriers. 
One  physician  has  gone  so  far  as  to 
hire  a consultant  to  handle  all 
workers’  compensation  claims. 

• Inadequate  reimbursement,  pay- 
ment delays,  paperwork  problems, 
and  regulatory  hassles  in  the  Med- 
icaid program,  especially  the  Early 
and  Periodic  Screening,  Diagnosis, 
and  Treatment  program,  cause 
problems  for  many  physicians. 

• While  participants  in  the  study 
often  cited  reduced  problems  with 
routine  Medicare  billing,  they 
complained  about  the  reimburse- 
ment for  injectable  drugs  and 
problems  in  dealing  with  a new 
durable  medical  equipment  carrier. 

David  Marcus,  PhD,  director  of  the 

TMA  health-care  financing  depart- 


ment, said  that  while  the  study  is  not 
definitive,  it  “reaches  out  and  challenges 
people  to  look  at  the  degree  to  which 
regulations  contribute  significantly  to 
the  cost  of  practicing  medicine.” 

Ms  Kinney  says  among  the  sur- 
prises in  the  study  were  the  CLIA- 
associated  costs  of  microscopic  exams 
in  urology  practices.  Before  CLIA,  the 
physician  examined  a specimen  under 
a microscope  and  made  a notation  in 
the  patient’s  chart  only  if  there  was 
something  significant.  “Now,  because 
of  CLIA,  that  specimen  must  be 
logged,  it  must  be  labeled,  and  the 
results  must  be  in  a report  that  meets 
CLIA  standards,”  she  said. 

Also  unexpected,  she  adds,  was  the 
number  of  hassles  physicians  experi- 
enced beyond  normal  billing  proce- 
dures. T hese  often  involved  having  to 
submit  claims  several  times  before 
receiving  payment  and  insurance 
companies’  demands  to  examine  the 
same  medical  record  two  and  three 
times  before  paying  a claim. 

“What  regulation  turns  into  is  not 
some  kind  of  positive  behavioral 
change  that  produces  benefits,  but 
rather  documentation  that  nobody 
looks  at  except  for  purposes  of  com- 
pliance,” Dr  Marcus  said. 

CLIA:  a four-letter  word 

Of  all  the  government  regulations  that 
physicians  have  to  deal  with,  perhaps 
none  have  raised  their  hackles  like 
CLIA.  It’s  been  universally  con- 
demned by  organized  medicine  as  an 
unnecessary  expense  lor  physicians 
that  could  compromise  the  quality  of 
patient  care  it  is  intended  to  protect. 
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In  Dr  Allen’s  view,  for  example, 
forcing  a pediatrician  to  close  his  or 
her  lab  because  of  CLIA  and  send  the 
patients  across  town  to  other  facilities 
“delays  treatment  for  sick  kids.  It’s  not 
only  not  cost-effective  and  burden- 
some, it’s  poor  medicine.  It’s  danger- 
ous for  the  patients.” 

The  irony  ol  CLIA,  Dr  Marcus 
says,  is  that  while  it  grew  out  of  con- 
cerns over  Pap  smears,  such  tests  are 
not  read  in  doctors’  otfices.  “The  spec- 
imens are  sent  to  fully  equipped  labs, 
and  it  has  nothing  to  do  with  the  clin- 
ical testing  in  physicians’  offices,”  he 
said,  comparing  it  to  “swatting  Hies 
with  thermonuclear  devices.” 

And,  he  adds,  even  CLIA  supporters 
have  admitted  they  cannot  identify  any 
cost  benefits  from  the  law.  “It’s  time  for 
us  to  call  a spade  a spade.  We  are  in  the 
middle  of  the  last  act  of  The  Emperor's 
New  Clothes.  Very  clearly,  in  this  case, 
nobody  is  being  protected,”  he  said. 

Dr  Marcus  and  Dr  Allen  believe 
federal  regulators  have  lost  sight  of  the 
original  goal  of  protecting  patients 
and  are  now  more  interested  in  pro- 
tecting the  regulations  themselves. 

“All  of  the  issues  we’ve  seen  arise  in 
doctors’  offices  over  CLIA  are  time  and 
again  paper  issues,”  Dr  Marcus  said. 
“We’ve  seen  things  like  CLIA  inspec- 
tors who  cite  physicians’  offices  because 
the  doctors  hadn’t  signed  the  procedure 
manuals.  When  you  get  in  the  business 
of  picking  nits,  you  have  to  go  out  and 
hire  nitpickers  to  pick  your  nits.  For 
the  bureaucrats,  it’s  the  number  and 
the  weight  of  the  nits  they’ve  picked 
that  ultimately  becomes  the  gauge  of 
how  successful  this  program  is.” 
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Dr  Allen  said,  “Bureaucrats  become 
zealots,  they  overreact  and  try  to  enforce 
these  things  to  the  letter  of  the  law,  and 
nobody  uses  common  sense.”  If  regula- 
tion is  necessary,  he  said,  it  should  be 
done  by  professional  organizations  such 
as  the  American  Society  of  Clinical 
Pathologists  “who  have  the  expertise 
and  common  sense  to  promulgate  the 
regulations  and  to  enforce  them.” 

Relief  may  be  on  the  horizon.  Two 
Texas  lawmakers,  US  Sen  Kay  Bailey 
Hutchison  and  US  Rep  Bill  Archer, 
have  filed  legislation  exempting  physi- 
cian office  laboratories  from  CLIA 
regulations.  Pap  smears  would  still  be 
regulated. 

However,  in  late  September,  the  fate 
of  the  two  bills  was  uncertain.  Hear- 
ings had  not  been  held  on  either  bill, 
and  it  appeared  they  would  be  incorpo- 
rated into  the  federal  Budget  Reconcil- 
iation Act  to  be  adopted  before 
Congress  recesses  for  the  year,  said  Jim 
Stacey,  director  of  media  and  informa- 
tion services  for  the  AMA.  Congres- 
sional Democrats  and  Republicans 
were  still  fighting  over  the  budget,  and 
it  appeared  it  will  be  at  least  Thanksgiv- 
ing before  an  agreement  is  reached. 

Andrew  Shore,  legislative  aide  for 
Representative  Archer,  says  the  congress- 
man is  optimistic  physicians  will  see 
some  relief,  either  as  part  of  the  budget 
bill  or  in  bills  to  be  filed  next  year.  “He’s 
pushing  it.  He’s  extremely  supportive, 
and  he’s  going  to  make  every  attempt  to 
move  it  this  year,”  Mr  Shore  said. 

Easing  the  pain 

In  the  meantime,  TMA  will  take  sev- 
eral steps  to  try  to  reduce  the  burden 
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on  physicians  and  create  a more  has- 
sle-free environment. 

Part  of  the  effort  will  be  discussions 
with  medical  directors  of  insurance 
plans  to  develop  a more  efficient 
process  for  filing  claims,  including 
allowing  more  preauthorization  pro- 
cedures to  be  conducted  via  fax  or 
electronic  mail  instead  of  over  the 
telephone.  TMA  is  developing  a set  of 
fax  forms  that  physicians  can  use  to 
provide  the  information  insurance 
carriers  need  for  preauthorization. 

TMA  also  is  producing  brochures 
informing  patients  about  the  prob- 
lems doctors  face.  Physicians  may 
obtain  copies  of  the  brochure  by  writ- 
ing or  faxing  their  requests  to  the 
health-care  financing  department. 
The  address  is  401  W 15th  St,  Austin, 
TX  78701-1680,  and  the  fax  number 
is  (512)  370-1632. 

Finally,  Dr  Marcus  says,  TMA  will 
urge  Congress  to  do  a cost-benefit 
analysis  of  the  various  regulations  that 
apply  to  physicians.  The  study  would 
be  the  “first  step  in  understanding 
some  of  the  things  that  can  be  elimi- 
nated or  streamlined  in  order  to  save 
money  within  the  whole  system.  It  cer- 
tainly will  be  to  everyone’s  benefit.”  ★ 
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...into  all  that  TMA 
has  to  offer. 


■ Fall  and  Winter  Leadership 
Conferences 

■ Library  CME  Resource  Center 

■ Year-round  physician  education 
programs  on  AIDS,  cancer, 
genetics  . . . 

■ Retirement  and  investment 
planning 

■ Seminars  on  forming  a group 
practice 

■ Annual  Session,  offering  more 
than  250  category  I CME 
credit  hours 
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Better  late  than  never 

Stark  I rules  issued  at  last 

By  Hugh  M.  Barton,  JD 
TMA  assistant  general  counsel 


Keeping  abreast  of  federal  health-care  laws  and 
their  accompanying  rules  is  rarely  easy.  But 
compliance  becomes  especially  difficult  when 
one  law  is  amended  by  a second  law  before 
rules  clarifying  the  first  law  are  even  published.  Such  is  the 
case  with  the  Stark  I and  Stark  II  federal  statutes. 


Stark  I,  which  became  effective  Janu- 
ary 1,  1992,  banned  physicians  from 
referring  Medicare  patients  to  clinical 
laboratories  in  which  the  referring  physi- 
cians had  ownership  interests.  Exactly  3 
years  later,  on  January  1,  1995,  Stark  II 
amended  Stark  I,  and  expanded  this 
referral  ban  to  include  Medicaid  patients 
and  10  more  “designated  health  ser- 
vices.” These  added  services  include 
physical  and  occupational  therapy  ser- 
vices; radiology  or  other  diagnostic  ser- 
vices; radiation  therapy  services;  durable 
medical  equipment;  parenteral  and 
enteral  nutrients,  equipment,  and  sup- 
plies; prosthetics,  orthotics,  and  pros- 
thetic devices;  home  health  services; 
outpatient  prescription  drugs;  and  inpa- 
tient and  outpatient  hospital  services. 

This  August,  more  than  3 'A  years 
after  Stark  I became  law  and  6 months 
after  Stark  II  became  law,  the  Health 
Care  Financing  Administration 
(HCFA)  published  final  rules  clarifying 
Stark  1(1).  And  while  these  rules  tech- 
nically apply  to  the  more  limited  scope 
of  Stark  I — only  Medicare  patient 


Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  informa- 
tion on  selected  topics.  These  articles  are  published  with  the 
understanding  that  TMA  is  not  engaged  in  providing  legal 
advice.  When  dealing  with  specific  legal  matters,  readers 
should  seek  assistance  from  their  attorneys. 
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referrals  to  clinical  laboratories  and  not 
Stark  II’s  addition  of  Medicaid  patient 
referrals  to  10  more  “designated  health 
services”  — HCFA  has  said  it  will  use 
the  latest  Stark  I rules  when  it  reviews 
referrals  covered  under  Stark  II.  HCFA 
has  also  said  the  new  Stark  I rules  cover 
many  Stark  II  exceptions  (2). 

The  final  Stark  I rules  became  effec- 
tive September  13,  1995,  and  this  arti- 
cle highlights  some  parts  of  the  rules 
not  already  covered  in  Texas  Medicine 
(3—5).  Although  the  examples  used 
concur  with  the  Stark  I scope  of  the 
rules,  physicians  should  consider  their 
possible  implications  for  the  extended 
scope  of  Stark  II. 

Ownership  not  prohibited 

Neither  the  statute  nor  the  new  rules 
keep  physicians  from  having  ownership 
interests  in  clinical  laboratories.  What 
the  law  says  is  that  physicians  may  not 
refer  their  Medicare  patients  to  them. 
Physicians  also  may  not  refer  Medicare 
patients  to  laboratories  where  immediate 
family  members  have  financial  interest. 

Good  faith  exception  rejected 

HCFA  rejected  any  “hold  harmless” 
policy  for  physicians  who  might  unin- 
tentionally violate  the  law,  because  the 
law  applies  regardless  of  intent.  “It  is 
the  responsibility  of  physicians  and 
laboratory  entities  to  take  whatever 
steps  are  necessary  to  ensure  that  they ' 
do  not  violate  federal  law,”  according 
to  HCFA  policy. 

Group  practices  and  referrals 

Group  practices  may  continue  to  per- ! 
form  laboratory  tests  for  their  own  j 
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Medicare  patients.  They  may  accept  lab- 
oratory referrals  for  Medicare  patients 
from  physicians  in  the  community,  as 
long  as  the  referring  physicians  or  family 
members  of  the  referring  physicians  do 
not  have  financial  relationships  with  the 
group  practices. 

Medical  necessity  exception  rejected 

Even  if  a referral  is  both  medically  nec- 
essary and  does  not  result  in  a financial 
gain  for  the  referring  physician  larger 
than  the  fair  market  value  of  the  test- 
ing, the  referral  is  not  allowed  under 
the  new  rules  if  the  referring  physician 
has  an  ownership  interest  in  the  entity 
doing  the  testing.  HCFA  said  that 
assessing  whether  physicians’  referrals 
result  in  financial  gain  when  they  have 
financial  relationships  with  laborato- 
' ries  would  be  a difficult  and  burden- 
some administrative  process. 

Clinical  laboratory  services  and 
testing  defined 

For  physician  referral  purposes, 
HCFA  will  use  the  Clinical  Labora- 
tory Improvement  Amendments 
(CLLA)  definition: 

Clinical  laboratory  services 
means  the  biological,  microbio- 
logical, serological,  chemical, 
immunohematological,  hemato- 
logical, biophysical,  cytological, 
pathological,  or  other  examina- 
tion of  materials  derived  from 
the  human  body  for  the  purpose 
of  providing  information  for  the 
diagnosis,  prevention,  or  treat- 
ment of  any  disease  or  impair- 
ment of,  or  the  assessment  of  the 


health  of,  human  beings.  These 
examinations  also  include  proce- 
dures to  determine,  measure,  or 
otherwise  describe  the  presence 
or  absence  of  various  substances 
or  organisms  in  the  body. 

HCFA  does  not  support  the  sole 
use  of  the  American  Medical  Associa- 
tion CPT  codes  to  identify  clinical 
laboratory  services  for  physician  refer- 
ral purposes.  Laboratories,  under  the 
Stark  rules,  are  any  entities  furnishing 
the  above  CLIA-defined  services.  The 
definition  does  not  include  businesses 
that  only  collect  or  prepare  speci- 
mens, or  both,  or  that  only  serve  as 
mailing  services. 

HCFA  ruled  that  anatomical  labo- 
ratory services  are  always  invasive 
(that  is,  they  involve  the  examination 
of  materials  derived  from  the  human 
body)  and  would  always  be  subject  to 
the  Stark  I prohibition  on  referrals 
unless  an  exception  applies. 

As  for  exemptions  for  noninvasive 
testing,  HCFA  said  to  find  out  if  the 
test  is  subject  to  CLIA  and  recom- 
mended physicians  contact  the 
Medicare  carrier  first.  If  a test  does  not 
appear  on  a list  compiled  by  a 
Medicare  carrier,  HCFA  recommended 
physicians  then  contact  the  Centers  for 
Disease  Control  and  Prevention 
(CDC),  because  the  CDC  compiles 
the  lists  of  CLIA  tests. 

Laboratory  physicians 

Laboratories  often  contract  with 
physicians  for  services  such  as  review- 
ing abnormal  test  results  when  further 
medical  consultation  is  required,  or 


for  consultation  services  such  as 
reviewing  anatomic  pathology  speci- 
mens, interpreting  Holter  monitors  or 
electrocardiograms,  and  reviewing  Pap 
tests.  CLIA  regulations  require  labora- 
tories to  have  physicians  in  several  dif- 
ferent positions  in  the  laboratory  (1). 

The  Stark  rules  provide  an  excep- 
tion to  the  Medicare  referral  ban  for 
compensation  paid  to  a physician  for 
“personal  services’  furnished  under  a 
contract  as  the  result  of  a bona  fide 
employment  relationship.  Thus,  both 
employed  and  contracted  physicians 
may  refer  their  own  patients  to  a lab 
where  they  work  if  some  conditions 
are  met,  such  as  a fair-market-value 
payment  method  that  does  not  vary 
with  the  volume  or  value  of  any  refer- 
rals by  the  referring  physician. 

Financial  relationships 
when  a laboratory  is  sold 

If  a physician  sells  a laboratory  to  a 
new  owner  under  an  installment  sales 
agreement  that  extends  past  January  1 , 
1992,  he  or  she  may  not  make 
Medicare  referrals  to  the  new  owner. 
Such  an  arrangement  raises  the  possi- 
bility that  the  previous  owner  would 
make  referrals  for  the  purpose  of 
ensuring  that  the  new  owner  continue 
to  pay  off  the  debt.  A financial  rela- 
tionship, according  to  HCFA,  “may  be 
through  equity,  debt,  or  other  means,” 
and  HCFA  allows  no  exception  for 
debt.  HCFA  specifically  rejected  a 
debt  exception  based  on  a written 
note;  a fixed  repayment  schedule  unre- 
lated to  the  debtor’s  productivity;  or  in 
situations  where  the  debt-equity  ratio 
does  not  exceed  4 to  1 . 
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Group  practice  defined 

One  of  the  largest  exceptions  in  Stark 
I is  the  “group  practice”  exception, 
under  which  “substantially  all”  med- 
ical care  rendered  by  each  group 
member  must  be  in  a group  setting. 
However,  when  group  practices  have 
partners,  full-  and  part-time  physician 
employees,  and  physician  contractors, 
determining  who  qualifies  as  a “mem- 
ber” of  a group  practice 
raises  several  questions. 

What  does  “substantially 
all”  mean? 

HCFA  used  the  example 
of  a group  consisting  of  two 
physician  partners,  five  full- 
time  physician  employees, 
two  part-time  physician 
employees,  and  a contrac- 
tor physician  who  spends 
one  morning  a week  at  the 
group.  The  two  partners 
and  the  full-time  employees 
practice  only  through  the 
group.  The  two  part-time 
employees  devote  50%  of 
their  time  to  the  group,  and  the  con- 
tractor physician  spends  10%  of  his  or 
her  time  with  the  group.  Thus  the 
total  percentage  is  8 1 0%: 

7 physicians  at  100%  = 700% 

2 physicians  at  50%  = 100% 

1 physician  at  10%  = 10% 

810% 

Under  the  new  rule,  75%  of 
patient  care  furnished  by  all  physician 
members  must  be  furnished  through 
the  group  practice  to  satisfy  the  “sub- 
stantially all”  criteria.  Therefore,  the 
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810%  will  be  divided  by  the  10  physi- 
cians. The  result,  81%,  is  above  the 
75%  threshold.  Thus,  this  qualifies  as 
a group  under  Stark  I. 

Individual  billing  by  a 
group  practice  physician 

Some  group  practices  permit  their 
members  to  bill  Medicare  under  their 
unique  physician  identification  num- 


bers and  reassign  benefits  to  the 
group  rather  than  billing  for  services 
under  the  group’s  provider  number. 
This  decision  may  be  based  on  the 
desire  of  some  physicians  to  be  “non- 
participating” physicians  where  ser- 
vices are  billed  by  the  group  as  group 
services.  Because  the  law  requires  that 
Medicare  billings  be  in  the  name  of 
the  group,  such  individual  billing 
does  not  meet  the  definition  of  a 
group  practice. 

According  to  HCFA,  “.  . . an 
organization  whose  individual  physi- 
cians bill  in  their  own  names  does 
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not  constitute  a group  practice. 
Additionally,  the  services  of  a physi- 
cian who  does  not  bill  in  the  group’s 
name  cannot  be  counted  in  deter- 
mining whether  the  group  practice 
satisfies  the  ‘substantially  all’  crite- 
ria.” HCFA  also  stated  that  when  a 
bill  is  submitted  in  the  name  of  the 
group  on  an  assignment-related 
basis,  it  is  the  group  that  accepts 
assignment.  Since  Medicare  partici- 
pation agreements  are  agreements  to 
accept  assignment  in  all  cases,  any 
group  participation  agreement  “must 
be  entered  into  by  the  group  and 
must  apply  to  all  services  that  the 
physicians  furnish  as  members  of  the 
group,”  according  to  HCFA. 

Independent  group-practice 
laboratories 

HCFA  allows  group-practice  labora- 
tories to  provide  clinical  laboratory 
services  both  for  in-house  Medicare 
patients  and  for  Medicare  patients 
referred  from  other  physicians. 
“Physicians  and  group  practices  can 
bill,  under  their  provider  numbers,  for 
clinical  laboratory  services  performed 
only  for  their  own  patients.  If  the 
physicians'  or  group  practices’  in- 
office laboratory  also  provides  refer- 
ence work  for  patients  of  other 
physicians,  that  laboratory  entity 
must  bill  for  the  services  directly 
under  its  own  number,”  according  to 
HCFA  policy. 

Ambulatory  surgical  center  exception 

Physicians  often  refer  patients  to 
ambulatory  surgical  centers  (ASCs), 
where  the  patients  receive  clinical  lab- 


One  of  the  largest 
exceptions  in  Stark  I 
is  the  “group  practice” 
exception,  under  which 
“substantially  all” 
medical  care  rendered 
by  each  group  member 
must  be  in  a group 
setting. 
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oratory  work  in  preparation  for 
surgery.  HCFA  was  urged  to  provide 
an  exception  for  laboratory  services 
performed  in  an  ASC  in  cases  where 
physicians  have  an  ownership  interest 
in  the  ASC  as  a whole  and  where  any 
compensation  they  receive  is  not 
related  to  referrals  for  clinical  labora- 
tory services. 

HCFA  partly  accepted  this  sugges- 
tion. An  exception  was  provided  for 
referrals  for  the  limited  number  of 
diagnostic  laboratory  tests  that  are 
considered  ASC  “facility  services”  and 
are  included  in  the  ASC  reimburse- 
ment rate,  because  in  HCFA’s  view, 
there  is  no  incentive  to  overutilize 
these  services. 

On  the  other  hand,  HCFA  gave  no 
exception  for  ASCs  that  have  on-site 
laboratory  facilities  owned  or  operated 
by  the  ASCs  that  perform  general  lab- 
oratory testing  that  is  not  part  of  the 
ASC  “facility  rate.”  Under  Medicare 
regulations,  ASC  facility  services  do 
not  include  physicians’  services,  labo- 
ratory services,  and  x-ray  or  diagnostic 
procedures  (other  than  those  directly 
related  to  performance  of  surgical  pro- 
cedures). Referrals  to  an  ASC-owned, 
on-site  laboratory  for  general  labora- 
tory testing  by  a physician  who  has  a 
financial  relationship  with  the  ASC 
are  prohibited. 

No  exception  for  shared  office 
laboratories 

HCFA  was  urged  to  exempt  situations 
where  two  interrelated  group  practices 
share  a laboratory,  under  the  premise 
that  when  two  separate  entities  are 
interrelated  through  common  owner- 


ship, administration,  or  similar  sub- 
stantial and  ongoing  connections,  the 
two  entities  together  should  qualify  as 
a “similar  association,”  allowing  the 
two  practices  to  satisfy  the  group  prac- 
tice criteria  in  the  aggregate  (6).  This 
has  been  a difficult  issue  since  Stark 
first  became  effective. 

HCFA  declined  to  view  two  inde- 
pendent but  “organizationally  interre- 
lated” practices  as  a group  practice, 
because  Congress  did  not  specifically 
allow  a “common  ownership”  or  “sub- 
stantial connection”  as  part  of  the 
group  practice  definition.  Further, 
HCFA  did  not  believe  such  arrange- 
ments meet  the  statutory  requirement 
that  there  be  no  risk  of  program  or 
patient  abuse,  though  the  “in-office 
ancillary  exception”  could  apply  if 
each  physician  separately  met  the 
direct  supervision,  location,  and 
billing  requirements  of  that  section. 

The  new  Stark  I rules  are  both 
lengthy  and  complex.  Physicians 
should  review  the  rules  to  determine 
their  impact  on  their  practices. 
Copies  of  the  Federal  Register  con- 
taining this  document  may  be 
ordered  by  sending  a check  or  money 
order  for  $8,  payable  to  the  Superin- 
tendent of  Documents,  to:  Govern- 
ment Printing  Office,  ATTN:  New 
Orders,  PO  Box  371954,  Pittsburgh, 
PA  15250-7954.  Credit  card  orders 
may  be  placed  by  calling  the  order 
desk  at  (202)  512-1800,  or  by  faxing 
your  Visa  or  MasterCard  number 
and  expiration  date  to  (202)  512- 
2250.  Specify  the  August  14,  1995, 
Federal  Register,  volume  60,  number 
156.  ★ 
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Cultural  partnerships 

Texas  physicians  team  up  with  colleagues 
from  the  former  Soviet  Union 

By  Teri  Lee  Jones,  Associate  editor 


Slowly  but  surely,  the  patients  just  stopped  com- 
ing. Not  because  the  hospital  lacked  beds  or 
skilled  doctors  and  nurses  to  take  care  of  them, 
and  not  because  they  had  anywhere  else  to  go. 
They  stopped  coming,  no  matter  how  sick  they  got, 
because  word  got  around  that  going  to  the  hospital  either 
didn’t  help  or  could  make  them  sicker. 


Many  physicians  in  Kazakstan,  a country  that  was  once 
a republic  of  the  former  Soviet  Union,  now  make  house 
calls,  fully  aware  that  hospital-acquired  infections  are  just 
one  of  the  reasons  patients  won’t  come  to  them.  Others 
include  the  fact  that  they  have  almost  no  medicine  to  give 
them,  not  even  antibiotics  for  simple  infections.  Nor  do 
they  have  basic  diagnostic  equipment  or 
enough  consumable  supplies. 

And  the  populace  of  Kazak- 
stan, which  is  roughly  four  times 
the  size  of  Texas,  is  in  great  need 
of  medical  care.  In  one  large 
region  of  the  country, 
called  Semipalatinsk, 
many  people  grew  up 
practically  next  door 
to  a nuclear  weapons 
testing  facility.  Some 
500  nuclear  bombs 
were  exploded  there 
between  1949  and  1991 
— about  400  below 
ground  and  1 00  above 
ground. 

Although  scientific  stud- 
ies have  not  been  performed 
there  to  prove  a link  between 
radiation  exposure  and  dis- 
ease, experts  say  the  popula- 
tion surrounding  Semipalatinsk 
experiences  a higher-than-average 
incidence  of  several  cancers;  thyroid, 


blood,  and  chronic  cardiovascular  dis- 
eases; and  birth  defects. 

Not  surprisingly,  the  life  expectancy 
in  Kazakstan,  and  in  many  other 
regions  of  the  former  Soviet  Union,  has 
dropped  significantly  in  recent  years. 
For  the  general  population,  average  life 
expectancy  in  1992  was  69.6  years, 
compared  to  75.6  years  for  Western 
Europe.  An  average  man  in  Kazakstan 
in  1992  could  expect  to  die  at  the  age  of  59,  and  experts  say 
that  number  has  now  dropped  probably  closer  to  52. 

Because  of  the  frustrations  of  having  an  ailing  population 
and  few  medical  resources,  more  and  more  physicians  in 
Kazakstan  are  quitting  medicine  to  pursue  other  occupations. 
Some  have  become  security  guards,  who  now  make  higher 
wages  than  the  average  physician. 

Texans  pitch  in 

But  many  of  them  have  stayed  in 
medicine,  and  in  recent  years 
their  efforts  have  been  sup- 
ported by  the  US  State 
Department  through  its 
Agency  for  International 
Development  (AID).  Since 
1992,  a nonprofit  group 
called  the  American 
International  Health 
Alliance  (AIHA)  has 
organized  20  part- 
nerships between  US 
hospitals  and  hospi- 
tals in  the  former 
Soviet  Union  with 
funding  from  AID  and 
other  sources. 

The  first  Texas  partner- 
ship was  formed  this  Febru- 
ary between  four  hospitals  in 
Semipalatinsk,  Kazakstan,  and 
Houston’s  Baylor  College  of  Medicine 
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and  The  Methodist  Hospital,  in  coop- 
eration with  The  General  Board  of 
Global  Ministries  ol  the  United 
Methodist  Church. 

In  each  partnership  program,  teams 
of  about  a dozen  health-care  profes- 
sionals from  each  country  work 
together  to  improve  health  care  in 
Central  and  Eastern  Europe  (CEE) 
and  in  the  Newly  Independent  States 
(NIS)  ol  the  former  Soviet  Union.  The 
program  emphasizes  technical  training 
of  NIS  and  CEE  physicians,  nurses, 
and  administrators  as  they  try  to 
rebuild  their  health-care  systems  fol- 
lowing the  demise  of  the  Soviet  Union. 

On  her  first  visit  to  Kazakstan  last 
August  as  part  of  a fact-finding  team, 
Houston  oncologist  Teresa  Hayes, 
MD,  PhD,  was  impressed  by  the  tenac- 
ity of  her  hosts.  “They  didn’t  seem  dis- 
couraged,” said  Dr  Hayes,  “but  they 
were  frustrated  and  trying  hard  to  do 
anything  possible  to  improve  their  situ- 
ation.” And  her  Kazakstan  colleagues 
did  not  try  to  hide  the  bleak  realities  of 
their  environment. 

“I  had  an  idea  that  the  hospitals 
wouldn’t  be  quite  up-to-date,”  Dr 
Hayes  said.  “But  I was  really  shocked 
at  the  conditions  there.  Some  of  them, 
we  would  just  not  accept  as  good 
medical  practice.” 

Whereas  foreign  visitors  in  the  past 
were  only  shown  the  country’s  best, 
the  Texas  visitors  saw  firsthand  how 
medical  care  had  deteriorated  in  the 
few  years  since  the  collapse  of  the 
Soviet  Union. 

Many  of  the  facilities  were  old  and 
run  down.  Dr  Hayes  says,  and 
although  they  were  kept  as  clean  as 


possible,  dust  settled  in  patient  care 
areas  from  ongoing  construction. 
Large,  asbestos-lined  pipes  lay  open  in 
passageways.  “In  some  of  the  hospital 
wards,  there  was  no  running  water  to 
wash  your  hands,”  she  added.  “So  if 
you  went  from  patient  to  patient  and 
examined  them,  they  had  a nurse  with 
a sort  of  damp  towel  for  wiping  your 
hands  between  patients.  You  could  see 
how  infections  could  spread  with  con- 
ditions like  that.” 

In  a country  where  medical  care 
and  medicine  had  been  free  to  all  citi- 
zens and  where  the  entire  health-care 
system  was  state-owned  and  -operated, 
the  transition  to  a free  market  system 
has  been  rocky.  Many  hospitals  lost 
most,  if  not  all,  of  their  federal  funds 
with  the  collapse  of  the  Soviet  Union. 
And  the  breakdown  of  distribution 
channels  for  medical  supplies  and 
pharmaceuticals,  irrational  pricing  of 
medical  services,  and  inflation  have 
added  to  the  dilemma.  Although  citi- 
zens still  have  free  access  to  physicians 
and  hospitals,  they  have  to  buy  their 
own  medicine  where  they  can  find  it 
— or  go  without. 

“Before,  it  was  very  prestigious  to 
be  a physician,”  said  immunologist 
Zhamilya  Nugmanova,  MD,  PhD,  an 
AIHA  medical  adviser  and  native  of 
Kazakstan.  “But  we  no  longer  have 
medicine  to  give  patients.  We  can't 
renovate  facilities  or  get  new  equip- 
ment, and  so  we  can’t  provide  good 
quality  care.” 

Arntin  Weinberg,  PhD,  director  of 
Baylor  College  of  Medicine’s  Center 
for  Cancer  Control  Research,  was 
instrumental  in  forming  the  partner- 


Zhaksibay  Zhumadilov,  MD,  vice  president  for 
clinical  research  at  Semipalatinsk  Medical  Insti- 
tute, studies  computer  tracking  at  Baylor  College 
of  Medicine. 


Adlet  Moukhanov,  MD,  right,  oncology  depart- 
ment chair  at  Semipalatinsk  Medical  Imtitute, 
and  colleague  Altay  Nabiev,  MD,  listen  intently  as 
a student  volunteer  explains  a computer  program. 


ship.  He  hosts  visiting  teams  from 
Kazakstan  and  has  been  to  several 
locations  in  the  former  Soviet  Union. 
“You  can  only  be  humbled  with  what 
they  have  done,  and  what  they  do,  to 
take  care  of  their  people  in  conditions 
that  are  not  what  they  should  be. 
With  the  partnership,  we  hope  we  can 
help  improve  those  conditions,”  Dr 
Weinberg  said.  “But  we’re  not  miracle 
makers,  and  they  know  that. 

Teach  a man  to  fish 
Expenditures  on  health  care  in  the 
Soviet  Union  had  always  been  consid- 
erably lower  than  in  Western  Europe 
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or  the  United  States,  and  had  been 
declining  even  before  the  fall. 
“Nowhere  in  the  former  Soviet  Union 
can  you  find  excellent,  modern  equip- 
ment,” Dr  Nugmanova  said,  adding 
that  only  in  Moscow  and  in  other 
larger  cities  can  anything  comparable 
to  everyday  standards  in  the  United 
States  be  found.  And  although  many 
international  development  groups 
have  donated  much- 
needed  equipment  and 
supplies,  the  primary  mis- 
sion of  the  AIHA  partner- 
ship program  is  not  to 
provide  supplies,  but  to 
train  health-care  profes- 
sionals — not  just  in  clini- 
cal skills  but  also  in 
health-care  management 
and  delivery. 

The  teams  from  Kazak- 
stan will  use  what  they 
learn  about  the  American 
health-care  system  from 
their  stays  here  to  train 
others.  And  they’ve  gath- 
ered plenty  of  eye-opening 
information  to  bring  home. 

“In  the  former  Soviet  Union  as  a 
whole,  physicians  were  unaware  of 
how,  here,  we  have  been  able  to 
improve  physician  effectiveness  by 
developing  other  health-care  profes- 
sions,” Dr  Weinberg  said.  “For 
instance,  they  have  never  had  hospital 
administrators;  physicians  run  their 
hospitals.  Much  of  privatized  medi- 
cine is  totally  foreign  to  them.” 

When  a group  of  physicians  who 
head  hospitals  in  Kazakstan  visited 
Texas  this  April,  they  were  amazed  at 
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the  whole  concept  of  private  practice 
medicine  and,  in  particular,  at  the 
resources  of  a solo  practitioner  they 
visited.  “Here  was  a man  who  estab- 
lished his  own  practice  procedures, 
had  seven  or  eight  employees,  and 
people  paid  to  see  him  on  a regular 
basis.  It’s  something  they  don’t  have,” 
Dr  Weinberg  said. 

Although  the  Kazakstan  physicians 


had  lived  most  of  their  lives  behind 
the  Iron  Curtain,  they  are  not  oblivi- 
ous to  the  free  world’s  prosperity  and 
high  technology,  or  to  such  notions  as 
private  medical  insurance.  But  they 
know  that  lack  of  resources  will  slow 
their  ability  to  implement  what 
they’ve  learned. 

“We  have  no  experience  in  this 
field,  in  the  reform  of  our  health-care 
system,”  said  Zhaksibay  Zhumadilov, 
MD,  who  heads  the  medical  school  in 
Semipalatinsk.  'But  we  know  we  have 
to  start  somewhere.”  Dr  Zhumadilov 
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“You  can  only  be 
humbled  with  what 
they  have  done,  and 
what  they  do,  to  take 
care  of  their  people  in 
conditions  that  are 
not  what  they  should 
be.  With  the  partner- 
ship, we  hope  we  can 
help  improve  those 
conditions.” 


spent  6 months  in  Houston  absorbing 
everything  he  could  about  privatized 
medicine.  Adlet  Mukanov,  MD,  the 
oncology  department  chair  of  Dr 
Zhumadilov’s  hospital,  spent  a month 
in  Houston,  as  well,  preparing  to 
return  home  and  establish  the  area’s 
first  cancer  registry. 

Participants  in  the  Texas/Kazak- 
stan partnership  are  hopeful  they  can 
bring  about  change  because  partner- 
ships in  other  regions  of  the  former 
Soviet  Union  have  done  so.  Infant 
mortality  has  decreased  in  regions  of 
Central  Asia  where  maternal  and 
neonatal  care  were  the  primary  focus. 
And  regions  where  emergency  medical 
services  took  priority  have  seen  better 
trauma  survival  rates. 

Nuclear  fallout 

I he  Texas  side  of  the  partnership  is 
eager  to  research  the  longterm  effects 
of  radiation  exposure,  an  opportunity 
that  Kazakstan  is  uniquely  qualified  to 
provide.  The  Kurchatov  nuclear  test- 
ing facility,  named  after  the  Russian 
scientist  who  made  the  first  Russian 
atomic  bomb,  is  located  in  Semi- 
palatinsk and  was  the  site  of  about 
500  atomic  bomb  explosions. 

Like  Chernobyl,  Semipalatinsk  has 
attracted  scientists  from  all  over  the 
globe  interested  in  such  research  now 
that  the  Iron  Curtain  has  been  raised. 
And  Semipalatinsk’s  radiation  compo- 
nent was  one  reason  AIHA  selected 
the  Houston  group  over  other  hospi- 
tal applicants.  “We  were  interested  in 
this  partnership  because  we  already 
had  experience  working  with  other 
hospitals  in  the  NIS  studying  the 


Public  Health 


ro  Remember 
Someone 
Special. 
Remember 
Your 

Foundation. 


health  effects  of  the  Chernobyl  acci- 
dent,” Dr  Weinberg  said.  “The  dosage 
and  types  of  radiation  that  the  popu- 
lace ol  Chernobyl  and  Semipalatinsk 
were  exposed  to  were  different.  But 
there  are  opportunities  to  learn  from 
both,  and  to  compare.” 

Working  with  the  International 
Consortium  for  Research  on  the 
Health  Effects  ol  Radiation,  Dr  Wein- 
berg is  trying  to  establish  a US  registry 
for  immigrants  from  the  Chernobyl 
area,  who  now  number  more  than 
100,000.  Many  have  settled  in  Texas 
and  present  unexpected  challenges  to 
physicians,  not  only  because  of  poten- 
tial health  problems  due  to  radiation 
exposure  but  also  because  many 
immigrants  believe  that  every  ailment 
they  get  is  due  to  such  exposure. 

“There  are  many  physicians  who 
don’t  know  that  their  patients  may 
have  been  exposed  to  radiation, 
because  we  don’t  have  that  here,”  Dr 
Weinberg  said.  “And  with  thousands 
of  such  patients  here  in  Texas,  we 
want  to  alert  physicians  to  this  issue.” 
For  information  on  the  registry,  call 
(713)  798-4618. 

Dr  Weinberg  says  recruiting  physi- 
cians and  other  health-care  profession- 
als willing  to  volunteer  their  time  and 
expertise  to  the  partnership  has  been 
easy.  “No  one  has  ever  turned  me 
down,”  he  said.  And  although  one  side 
is  tremendously  more  advantaged  than 
the  other,  he  and  other  US  members  do 
not  characterize  their’s  as  charity  efforts. 
“It’s  refreshing  to  get  a chance  to  work 
with  colleagues  from  whom  we  were 
cut  off  for  so  long,”  Dr  Weinberg  said. 

But  many  of  those  colleagues  con- 


tinue to  drop  out  of  medicine,  thanks 
in  part  to  Kazakstan’s  oversupply  ol 
physicians,  as  well  as  the  country’s 
severe  social  and  economic  problems. 
Partnership  efforts  may  seem  like 
chipping  away  at  an  iceberg  with  an 
ice  pick,  but  at  least  some  physicians 
of  the  former  Soviet  Union  remain 
stubbornly  optimistic.  Dr  Nug- 
manova  said,  “I  think  we  are  now  at 
the  lowest  point  — there  is  nowhere 
else  to  go  but  up.”  ★ 
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Future  of  the  Federation  ,o1'" l)oc  u\ M0,  stared  at  the  test 

by  teri  lee  jones  associate  editor  results,  dreading  having  to  break  the 
news  to  his  patient.  The  lab  report  confirmed  that  the  20-year-old  woman  had  a fast- 
growing form  of  cancer  only  the  most  expensive  procedures  might  slow  down  or  cure  — 
procedures  he  knew  The  Company  would  not  approve. 

In  the  years  since  he  had  graduated  from  The  Company’s  medical  school  in 
2045,  The  Company  had  slowly  begun 
rationing  many  high-cost  procedures, 


“for  the  good  of  the  many,”  according  to  policy.  And  as  a longtime  employee  of  The  Com- 
pany, one  of  the  nation’s  four  corporate  health-care  plans  from  which  every  American  cit- 
izen receives  medical  care  and  for  which  the  federal  government’s  National  Health 
Insurance  Service  pays,  Dr  Doe  knew  how  hi  tile  efforts  to  get  aggressive  care  for  his 
patient  would  be.  All  components  of  the  country’s  health-care  system  — every  hospital, 
medical  school,  pharmaceutical  company,  and  laboratory  — belong  to  the  “super  four,” 
which  judiciously  manage  their  resources. 


He  remembered  when  his  physician  grandfather  had  predicted  medicine  would 
come  to  this,  the  same  year  the  American  Medical  Association  marked  its  200th  anniver- 
sary in  2047  by  forming  a partnership  with  the  AFL/CIO.  With  that  partnership,  the  AMA 
had  strengthened  its  negotiating  stance  for  better  physician  wages  and  working  conditions, 
but  old-timers  had  watched  the  move  with  sorrow.  Organized  medicine  had  struggled  for 
decades  against  abuses  111  corporate  medicine,  but,  ultimately,  with  dwindling  membership 
and  little  political  clout,  most  groups  had  folded  or  become  social  clubs. 

Dr  Doe  considered  “tweaking”  his  patient’s  record,  but  knew  quality  assurance 
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7 it  'll  officials,  who  only  had  to  plug  into  the  network  to  monitor 

keep  pace  with  w ; f , „ . , , 

1 1 his  case  management,  would  hnd  out  too  soon  to  help  her. 

He  documented  the  test  results  and  diagnosis  in  his  patient’s  record  by  speaking  into  the 
computer,  and  waited  for  it  to  prompt  him  to  voice  a treatment  plan.  The  screen  displayed 
a list  of  company-approved  palliative  procedures  and  drugs.  “Thank  you,  Dr  Doe,”  the 
computer  said.  “The  hospice  unit  has  been  notified.”  Dr  7 . . q 

Doe  took  his  time  sheet,  punched  out,  and  headed  home.  CflCLlfl^  l tl  IJICS  . 
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Such  a bleak  “big  brother”  sce- 
nario is  not  far  from  what  some 
physicians  fear  may  be  in  store 
lor  medicine,  although  they 
hope  not  in  their  lifetimes.  And 
it  is  one  reason  why,  in  addition  to  stagnant  membership 
rolls,  organized  medicine  at  every  level  has  begun  taking  a 
good,  hard  look  at  itself,  searching  for  ways  to  better  satisfy 
and  represent  its  members  and  to  thwart  forces  that  could 
undermine  the  profession.  But  the  dizzying  pace  of  changes 
in  the  health-care  marketplace  has  not  made  it  easy  for  the 
federation  of  medicine,  a descriptive  label  for  the  aggregate 
of  all  medical  associations,  to  decide  how  best  to  keep  up. 

Perhaps  the  hardest  hit  member  of  the  federation  has 
been  the  AMA,  which  saw  its  market  share  shrink  from  the 
60th  percentile  in  the  1970s  to  the  low  40s  today.  While 
actual  membership  has  been  inching  upward  since  bottom- 
ing out  about  5 years  ago,  market  share  has  not  kept  pace. 

The  main  influences  responsible  for  AJVLAs  shrinkage 
are  the  same  ones  other  medical  societies  and  associations 
face,  amplified  at  a national  level.  Experts  say  most  influ- 
ences fit  into  two  broad  categories  — the  “corporatization” 
of  medicine  and  fractionalization  within  the  profession. 
Often,  the  two  overlap,  or  one  exacerbates  the  other. 

“Thirty  years  ago,  there  was  a 
much  cleaner  set  of  options  in 
organized  medicine,”  said 
Bruce  E.  Balfe,  AMA  vice  presi- 
dent for  strategic  planning  and 
information  resources.  “It  was 
sort  of  an  assumption.  You 
joined  organized  medicine  because  that’s  what  you  did  as  a 
member  of  the  profession.  Now,  physicians  are  starting  to 
think  those  things  through  and  are  asking  themselves, 
‘Well,  what  am  I really  getting  out  of  it?  ” 

The  answer,  it  would  seem  lately,  is  that  the  larger  the 
organization  and  the  further  away  it  is  from  individual 
physicians,  the  harder  it  is  for  physicians  to  identify  tangi- 
ble results  from  their  dues  dollars.  The  AMA,  especially,  is 
in  the  difficult  position  of  constantly  having  to  prove  itself 
to  an  increasingly  fractionalized  physician  population. 
Smaller  incomes,  experts  say,  and  the  proliferation  of  spe- 
cialties, subspecialties,  and  sub-subspecialties,  have  rocked 
the  boat  of  traditional  organized  medicine,  eroding  mem- 
bership from  the  top  down. 

“Can  anybody  be  a member  of  10  or  15  organizations 
when  they  each  are  charging  some  $400  a year?”  asked  Car- 
los R.  Hamilton,  MD,  president-elect  of  the  Texas  Society 
of  Internal  Medicine.  “More  and  more,  people  who  are 
feeling  economically  squeezed  say  to  themselves,  ‘What  can 
I leave  off?’  In  Texas,  one  of  the  first  things  they  leave  off  is 
TEXPAC  [Texas  Medical  Association  Political  Action 
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Committee],  which  worries  me  a lot,  and  the  second  is  the 
AMA.  If  you  leave  off  those  two,  you’ve  just  saved  yourself 
about  600  bucks,  but  you’ve  weakened  the  profession’s  abil- 
ity to  represent  itself  effectively.” 

In  Dr  Hamilton’s  subspecialty  of  endocrinology,  he  says 
there  are  as  many  organizations  as  there  are  glands.  And 
because  physicians  have  identified  themselves  more  and  more 
closely  with  their  specialties  since  World  War  II,  they  con- 
sider themselves  not  so  much  as  physicians  but  as  ophthal- 
mologists or  dermatologists  or  cardiologists.  “Ask  a physician 
what  he  does,”  he  said.  “You’re  likely  to  get  a response  like, 
‘I’m  a retina  specialist.’  He’s  not  even  an  ophthalmologist 
anymore.”  With  so  many  organizations  to  join  and  less 
money  to  do  it  with,  physicians  tend  to  focus  their  resources 
closer  to  home  or  where  their  interests  are  the  greatest. 

“The  last  thing  physicians  will  give  up  is  their  scientific 
education  capability,"  said  Alan  Nelson,  MD,  executive 
vice  president  of  the  American  Society  of  Internal  Medi- 
cine. “As  the  pressure  on  dues  increases,  even  the  subspe- 
cialty organizations  are  finding  that  some  of  their  members 
are  dropping  out  to  join  sub-subspecialty  societies.”  Yet, 
just  as  more  branches  sprouting  on  a tree  does  not  necessar- 
ily weaken  it,  medicine’s  bifurcation  tells  just  part  of  the 
story.  Other  issues  play  large  roles  as  well. 

Perhaps  the  scariest,  most 
unpredictable  force  in  medicine 
today  is  the  loss  of  physician 
autonomy  seemingly  guaran- 
teed with  the  “corporatization” 
of  health  care.  “While  authority  in  medicine  is  shifting 
from  the  physician  to  a headless,  faceless  corporation,  the 
physician’s  responsibility  for  the  best  possible  care  of  the 
patient  has  not  changed,”  said  Louis  J.  Goodman,  PhD, 
director  of  TMA’s  medical  economics  division.  “In  the 
short  term,  the  checks  and  balances  are  on  the  side  of  the 
corporations,  whose  only  goal  is  to  maximize  profit  — 
which  is  not  medicine’s  goal." 
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“Iii  the  past, 
doctors  considered 
each  other  colleagues. 
Now,  everyone 
is  fighting  over 
a smaller  piece  of 
the  pie.” 

But  rather  than  increasing  physicians’  motivation  to 
unite,  this  shift  in  authority  seems  to  be  having  the  opposite 
effect.  To  some  degree,  a correlation  exists  between  the 
growth  of  corporate  medicine  and  a weakening  of  organized 
medicine.  In  California,  managed  care’s  market-share 
growth  seems  to  have  precipitated  a loss  in  California  Med- 
ical Association  members.  (See  article  on  p 30.) 

As  one  of  the  strongest  state  medical  associations  in  the 
federation,  the  Texas  Medical  Association  boasts  a member- 
ship of  about  84%  of  all  licensed  medical  doctors  in  the 
state.  But  managed  care  is  still  relatively  weak  statewide 
(less  than  10%  ofTexans  were  enrolled  in  HMOs  in  1994), 
although  it's  on  the  rise. 

“Here’s  the  irony  of  all  this,’’  said  Kim  Ross,  TMA  pub- 
lic affairs  director.  “Historically,  from  a political  angle, 
we’ve  always  tried  to  keep  government  off  our  backs.  Now, 
we’ve  got  to  get  corporate  America  off  our  backs.  Unfortu- 
nately, we  need  the  government  to  step  in  and  referee.” 

Legislative  clout  has  always  been  one  of  TMA’s  traditional 
strengths,  but  its  legislative  priorities,  as  well  as  those  of  other 
umbrella  associations  such  as  the  AMA,  will  have  to  change 
as  members’  needs  change.  “We’re  moving  from  being  an 
organization  of  individuals  who  happen  to  be  aligned  with 
groups  into  an  organization  of  organizations,”  Mr  Ross  said. 
And  that  creates  a perfect  setup,  he  says,  for  the  “Balkaniza- 
tion" of  organized  medicine. 

Greg  Bernica,  executive  vice  president  of  the  Harris 
County  Medical  Society,  says  the  analogy  fits.  “A  lot  of 
forces  in  the  marketplace  are  pitting  physician  against 
physician  more  than  they  ever  have  before.  In  the  past,  doc- 
tors considered  each  other  colleagues.  Now,  everyone  is 
fighting  over  a smaller  piece  of  the  pie.  In  many  ways,  the 
marketplace  is  forcing  physicians  to  also  consider  each 
other  competitors.’’ 

More  and  more  Texas  physicians  are  becoming  members  of 
all  sorts  of  vertically  integrated  practice  arrangements.  Many 
observers  believe  that  if  organized  medicine  nurtures  a culture 
that  upholds  only  fee-for-service,  private  practice,  physicians 
in  other  practice  arrangements  won't  stick  around  long. 


Leaders  in  organized  medicine  are  keenly  aware  of  how 
hard  it  has  become  to  hold  together  a physician  population 
having  divergent  needs  and  goals.  The  corporatization  of 
medicine  creates  divisions  far  more  threatening  to  organized 
medicine  than  the  usual  hot  topics  such  as  abortion  or  gun 
control.  And  to  maintain  what  is  sacrosanct  in  medicine  — 
clinical  autonomy  — they  say  they  will  continue  to  press  for 
a united  front.  “There  is  strength  in  numbers,”  Mr  Ross 
said.  “And  in  this  emerging  age  of  corporate  robber  barons, 
whose  premier  goal  is  shareholder  profits,  the  only  way  for 
physicians  to  survive  with  any  vestige  of  professionalism  and 
autonomy  intact  is  to  stay  involved,  to  stick  together." 

Many  federation  groups  are  not 
taking  external  threats  to  medi- 
cine lying  down,  nor  are  they 
ignoring  divisive  internal  fac- 
tors. Like  a big,  well-armed  mil- 
itary force,  the  federation  is  trying  to  decide  how  to  choose 
its  battles  and  which  of  its  branches  should  fight  them. 

The  AMA  has  two  initiatives  under  way.  Its  routine, 
annual  strategic  planning  process  took  on  more  depth  in 
1994,  creating  what  is  referred  to  as  the  “strategic  directions 
study,”  which  really  isn’t  a study  at  all,  per  se,  according  to 
Mr  Balfe,  but  an  AMA  effort  to  reinvent  itself.  One  result  of 
its  ongoing  strategic  planning  process  has  been  some  AMA 
restructuring,  including  the  creation  of  problem-solving 
teams  that  can  respond  to  issues  faster  than  its  traditional 
hierarchical  structure. 

The  second  effort  is  the  AMA-initiated  Study  of  the  Fed- 
eration, which  will  issue  a report  at  the  end  of  this  year. 
Begun  in  1993,  the  Study  of  the  Federation  is  being  con- 
ducted by  a 200-member  consortium  comprised  of  a cross- 
section  of  medical  society  members.  A smaller,  28-member 
project  team  focuses  on  developing  strategies,  while  the 
larger  group  evaluates  strategies  and  sets  goals. 

One  of  the  study’s  prime  goals  is  to  define  roles  for  fed- 
eration components.  “Were  looking  for  a logical  division 
of  effort,  so  that  each  component  can  focus  on  what  it  does 
best  and  leave  to  others  what  they  do  best,“  Mr  Balfe  said. 
“By  doing  this,  the  whole  system  of  what  we  call  the  feder- 
ation will  become  more  effective  on  behalf  of  physicians 
and  their  patients.” 

Increasingly,  more  attention  is  being  given  to  socioeco- 
nomic issues.  Fort  Worth  allergist  Susan  Rudd  Wynn,  MD,  a 
consortium  member,  says  the  AMA’s  efforts  to  bring  physi- 
cians together  will  help  them  see  the  big  picture.  “Through 
the  AMA,  I can  work  with  my  colleagues  in  California,  for 
example,  who  have  gone  through  incredible  changes  that  are 
probably  coming  to  Texas  pretty  soon.  And  I can  take  advan- 
tage of  their  experiences  and  hopefully  learn  from  them,”  Dr 
Wynn  said.  “Socioeconomically,  organized  medicine  can 
provide  physicians  with  new  services  they  didn’t  even  realize 
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they  needed  — like  how  to  prepare  for  capitation  and  how  to 
negotiate  contracts.” 

Many  county  medical  societies  in  Texas  are  doing  just 
that.  For  example,  most  new  programs  at  the  Harris  County 
Medical  Society,  according  to  Mr  Bernica,  relate  to  socio- 
economic issues,  including  a business  education  committee, 
liaisons  with  business  leaders  and  consumer  groups,  and 
monthly  meetings  with  medical  directors  of  managed  care 
companies.  As  activity  decreases  in  some  traditional  func- 
tions of  county  societies,  such  as  grievance  and  complaint 
hearings,  its  leaders  have  redirected  their  efforts.  “I  think 
that’s  why  Texas  counties  and  TMA  have  high  member- 
ship,” Mr  Bernica  said.  “Our  philosophy  has  always  been  to 
stay  in  touch  with  our  members’  needs  and  respond  to  them 
by  changing  accordingly.”  Working  closely  with  TMA  to 
avoid  duplication  of  effort  has  helped,  too,  he  says. 

Although  TMA  membership  remains  strong,  TMA 
President  Mark  J.  Kubala,  MD,  says  it  shouldn’t  rest  on  its 
laurels.  “We  have  to  be  very  cognizant  that  even  though 
we’re  doing  well,  this  could  change  overnight.”  As  prepara- 
tion for  the  inevitable  onslaught  of  managed  care  in  Texas, 
Dr  Kubala  recommends  an  open  mind  and  teamwork. 


“Our  lives  are  constantly  undergoing  change.  But  change 
doesn’t  necessarily  mean  bad  things.  What  is  important  is 
that  we  work  together  — so  we  can  still  practice  good  med- 
icine in  that  environment.” 

Part  of  helping  physicians  practice  in  the  new  market- 
place is  TMA’s  new  Texas  Physician  Services  Organization 
(TPSO),  which  has  been  created  to  give  physicians  the  infor- 
mation and  assistance  they  need  to  deal  with  managed  care. 
TPSO  will  provide  information  about  managed  care  compa- 
nies so  physicians  can  tell  which  ones  offer  the  best  deals 
before  they  sign  contracts.  It  will  offer  consulting  services 
and  outcomes  measurements,  among  other  services.  TMA’s 
Board  ofTrustees  is  also  conducting  a relevancy  study,  which 
will  report  recommendations  at  the  end  of  this  year. 

“TMA  has  a long  tradition  of  representing  physicians’ 
needs,”  said  Robert  G.  Mickey,  TMA  executive  vice  presi- 
dent. “I  think  the  strength  of  the  association  is  its  grassroots 
orientation.  And  while  marketplace  changes  have  the  poten- 
tial to  create  rifts  among  members,  TMA  will  continue  to  be 
the  bastion  for  physician  clinical  autonomy.  The  danger  is 
to  become  divided,  and  our  challenge  is  to  emphasize  those 
basic  values  that  hold  the  profession  together.”  ★ 


California’s  story 


After  losing  about  1,300  members  in  1993,  the  Califor- 
nia Medical  Association  (CMA)  announced  its  crisis  in 
the  January  1994  cover  story  of  its  magazine,  California 
Physician.  The  state’s  depressed  economy  and  changing 
physician  demographics  were  cited  as  influences  on 
decreased  membership,  but  managed  care  was  identified 
as  the  main  culprit.  California  has  the  second-highest 
penetration  of  health  maintenance  organizations 
(HMOs)  in  the  United  States,  with  almost  33%  of  its 
population  enrolled  in  HMOs,  as  opposed  to  Texas’ 
8.3%,  according  to  July  1994  HMO  industry  figures. 

“California  is  a laboratory  in  many  ways  for  managed 
care,”  said  Jack  Lewin,  MD,  CMA  executive  vice  presi- 
dent. “We’ve  discovered  that  some  of  the  negative  things 
about  managed  care  that  we  thought  would  occur  are 
real.  We’ve  also  discovered  that  there  are  aspects  of  it  that 
are  good.  It  really  depends  on  the  attitude  of  those  who 
are  overseeing  the  process  and  their  objectives.” 

Comparable  in  size  to  TMA  with  about  33,000  mem- 
bers, CMA  had  decided  by  the  end  of  1994  on  several 
ways  it  would  transform  itself  to  face  future  challenges. 
An  emphasis  on  socioeconomic  programs,  partnerships 


with  state  and  local  quality  assurance  accreditation 
groups,  and  the  implementation  of  a more  streamlined 
governance  system  were  among  its  changes.  But  Dr  Lewin 
credits  a recent  upturn  in  membership  to  the  excitement 
surrounding  CMA’s  California  Advantage,  a statewide, 
physician-owned  preferred  provider  organization  (PPO) 
that  CMA  will  launch  next  year,  with  an  HMO  to  follow. 

“Instead  of  complaining  about  the  way  things  are, 
we  are  going  to  get  in  the  marketplace  and  demonstrate 
the  way  things  ought  to  be,”  Dr  Lewin  said.  California 
Advantage  will  return  almost  90%  of  its  premiums  to 
direct  health  care,  will  be  physician-run,  and  will  openly 
disclose  to  employers  and  patients  how  their  premium 
dollars  are  spent,  according  to  Dr  Lewin. 

With  7,000  physicians  on  board  now,  Dr  Lewin 
hopes  to  eventually  have  20,000  physician  owners  cre- 
dentialed  to  provide  care.  “We  intend  to  be  the  gold 
standard  in  the  marketplace,  to  provide  the  highest  qual- 
ity of  care  in  the  most  efficient  manner.  All  physicians  in 
California  are  hopeful  that  this  program  will  force  the 
market  to  a higher  plane  of  social  responsibility  and  hon- 
esty in  the  way  it  deals  with  doctors  and  patients.” 
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Legislative  Affairs 

Order  in  the  court 

TEXPAC  effort  to  reform  states 
highest  court  paying  dividends 

By  Ken  Ortolon,  Associate  editor 


Clean  slate  in  88”  was  the  rallying  cry  Texas 
physicians  and  a coalition  of  other  business 
and  professional  groups  used  8 years  ago  when 
they  decided  to  take  back  the  Texas  Supreme 
Court.  Frustrated  by  ongoing  trial  lawyer  dominance  of 
the  court,  the  coalition  led  by  the  Texas  Medical  Associa- 
tion Political  Action  Committee  (TEXPAC)  launched  an 
unprecedented  grassroots  campaign  to  put  three  new  con- 
servative justices  on  the  nine-member  court. 


Now,  almost  a decade  later,  the  success  in  the  1988  and 
subsequent  elections  is  beginning  to  pay  off.  Court  watchers 
say  a decade-long  trend  in  favor  of  plaintiffs  has  swung  the 
other  way,  producing  a more  level  playing  field  for  defen- 
dants arguing  cases  before  the  high  court.  In  fact,  one  recent 
study  suggests  it  is  now  plaintiffs  who 
have  a hard  time  winning  their  cases. 

Plaintiffs  getting  big  chill 

In  September,  Texas  Lawyer,  a newspa- 
per for  the  legal  profession,  published 
the  results  of  a survey  it  made  of  10 
years’  worth  of  court  rulings.  The 
Texas  Lawyer  survey  found  that  in 
1985,  plaintiffs  won  69%  of  cases, 
while  defendants  won  only  28%.  By 
1990,  that  margin  had  narrowed  to 
53%  for  plaintiffs  and  45%  for  defen- 
dants, Texas  Lawyer  reported.  So  far 
this  year,  plaintiffs  have  won  only 
16%  of  cases  decided  by  the  court. 

Austin  defense  lawyer  Mike  Hull,  a 
partner  in  the  firm  Maroney,  Crowley, 

Bankston,  Richardson  and  Hull,  says 
the  Texas  Lawyer  survey  overstates  the 
trend  because  it  failed  to  look  at  the  split 
between  proplaintifif  and  prodefendant 
judgments  from  lower  courts  that  the 
Supreme  Court  declined  to  review. 


No  one,  however,  would  suggest 
that  the  balance  of  power  on  the  court 
has  not  changed. 

“No  question  but  there  has  been  a 
very  dramatic  shift  in  the  Supreme 
Court’s  basic  philosophy,”  said  TEXPAC 
Chair  Carlos  Hamilton,  MD,  of  Hous- 
ton. “The  reason  for  that  shift  has  been  a 
direct  result  ofTEXPAC’s  efforts.” 

Ralph  Wayne,  president  of  the 
Texas  Civil  Justice  League,  says  the 
court  is  much  less  dominated  by  plain- 
tiff’s lawyers  than  when  the  effort  to 
reform  the  court  was  launched  in  1988.  “For  years  in  Texas, 
the  plaintiff’s  lawyers  pretty  well  had  control.  They  domi- 
nated the  Supreme  Court  by  electing  their  candidates,”  said 
Mr  Wayne,  whose  organization  has  been  a partner  with 
TEXPAC  in  defeating  trial  lawyer  candidates  for  the  court. 
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“Obviously,  that  has  changed,’  Mr 
Wayne  added.  “Some  time  after  }anu- 
ary  1 , we  will  have  seven  Republicans 
on  the  Supreme  Court.  By  that  fact 
alone,  you  will  see  a less  activist  court. 
That  is,  they  won’t  be  writing  law,  they 
will  be  interpreting  law.  To  me  that  cer- 
tainly benefits  every  citizen  ofTexas.” 

Mr  Wayne  and  Mr  Hull  say  several 
benchmark  cases  have  been  handed 
down  in  recent  months  that  demon- 
strate the  new  attitude  of  the  court. 
Those  cases  involved  punitive  damages, 
deceptive  trade,  and  other  issues.  Mr 
Wayne  says  the  most  important  case 
likely  is  Transportation  Insurance  Co  v 
Moriel,  in  which  the  court  set  clear 
standards  for  the  awarding  of  punitive 
damages.  The  Moriel  decision  reversed 
a lower  court  ruling  that  would  have 
greatly  expanded  a defendant’s  risk  of 
being  slapped  with  punitive  damages. 

Added  to  the  shift  in  the  Supreme 
Court  is  an  apparent  shift  in  attitudes 
of  trial  court  juries,  as  well.  While 
defense  lawyers  say  certain  areas  of  the 
state  — most  notably  South  Texas  and 
the  Gulf  Coast  — still  are  havens  for 
plaintiff’s  lawyers,  recent  studies  do 
show  a trend  toward  fewer  jury  ver- 
dicts against  defendants  and  smaller 
damage  awards. 

Mr  Wayne  says  trends  on  the  high 
court  and  among  trial  court  juries 
demonstrate  a general  change  of  attitude 
among  Texas  voters,  a change  helped 
along  in  large  part  by  the  persistent 
efforts  of  the  court  reform  coalition. 

Persistence  pays  off 

The  road  from  trial  lawyer  dominance 
to  Republican  majority  on  the 
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Supreme  Court  was  hard  fought.  For- 
mer TEXPAC  Chair  Sheldon  Gross, 
MD,  of  San  Antonio,  says  physicians 
and  their  allies  realized  in  the  early 
1980s  that  plaintiff’s  lawyers  had  suc- 
ceeded in  putting  a whole  slate  of 
activist  judges  on  the  bench  who  were 
not  content  simply  to  interpret  the 
laws  passed  by  the  Texas  Legislature. 
Instead,  they  were  “writing  laws  from 
the  courthouse,”  Dr  Gross  said. 

Mr  Hull,  who  defends  physicians 
in  medical  liability  cases,  says  the 
courts  actually  were  expanding  oppor- 
tunities for  plaintiffs  to  bring  suits. 

“In  the  1980s,  the  court  was 
accepting  lots  of  cases  for  review  and 
creating  lots  of  new  causes  of  action,” 
Mr  Hull  said.  “Until  those  cases  are 
overturned,  those  causes  of  action  are 
still  out  there,  still  being  utilized  by 
plaintiffs,  still  having  an  impact.” 

By  1 986,  TEXPAC  and  others  had 
determined  they  had  to  get  into  the 
game,  and  in  1988  a coalition  of  busi- 
ness and  professional  groups  made  its 
first  strike. 

The  “Clean  Slate  in  ’88”  campaign 
used  what  seems  like  a simple  idea  but 
has  since  revolutionized  grassroots 
political  efforts  — a preprinted  “slate 
card”  containing  the  names  of  the 
three  candidates  endorsed  by  the 
TEXPAC-led  coalition.  The  idea,  says 
TMA  Public  Affairs  Director  Kim 
Ross,  was  suggested  in  the  summer  of 
1987  by  a physician  who  simply 
wanted  something  he  could  hand  out 
to  his  patients. 

Before  the  campaign  was  through, 
more  than  1 million  slate  cards  had 
been  distributed,  along  with  hundreds 
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of  thousands  of  other  pieces  of  cam- 
paign literature,  Mr  Wayne  adds. 

Enjoying  the  fruits  of  success 

The  1988  campaign  was  a resounding 
success  and  was  followed  by  similar  suc- 
cesses in  the  1990,  1992,  and  1994  elec- 
tions. During  that  period,  five 
Republican  and  two  Democratic  jus- 
tices were  elected  with  TEXPAC’s 
endorsement.  Activist  justices  Oscar 
Mauzy,  a former  state  senator  and  per- 
sonal injury  lawyer,  and  bill  Kilgarlin 
were  defeated  for  reelection,  whil  Justice 
Lloyd  Doggett  retired  from  the  court. 

Mr  Hull  says  the  result  has  been  a 
Supreme  Court  that  is  far  less  likely  to 
hand  down  precedent-setting  decisions 
creating  new  law  or  new  causes  of 
action.  “In  1995,  opinions  of  the  court 
have  almost  always  been  limited  to  the 
particular  case,  the  particular  set  of  cir- 
cumstances,” he  said.  “The  court  is  not 
taking  away  causes  of  action,  but  it’s 
not  creating  them  either.” 

Mr  Hull  says  the  new  attitude  of 
the  court  is  not  necessarily  prodefen- 
dant, simply  more  judicial.  “I  think 
we  are  moving  toward  getting  ‘judges’ 
on  the  court,”  he  said.  “We  have  had 
on  the  court,  during  the  time  that  the 
court  was  identified  as  being  more 
plaintiff-oriented,  politicians  who 
happened  to  be  lawyers.  We  are  mov- 
ing now  toward  a court  that  is  more 
lawyers  and  judges  who  happen  to 
have  political  affiliations.” 

The  current  court  includes  five 
Republicans  and  four  Democrats, 
including  two  Democrats  — Justices 
Jack  Hightower  and  Raul  Gonzalez  — 
who  have  enjoyed  TEXPAC  support 


Legislative  Affairs 


and  frequently  vote  with  the  conserva- 
tive elements  of  the  court.  The  bal- 
ance of  power  likely  will  shift  even 
farther  in  the  near  future  because  Jus- 
tice Hightower  and  Democrat  Bob 
Gammage  have  announced  they  will 
leave  the  court  before  the  end  of  their 
current  terms.  It  is  expected  that  by 
January,  Gov  George  W.  Bush  will 
have  appointed  two  new 
Republican  justices  to 
replace  Justices  Gammage 
and  Hightower. 

Dr  Gross  expects  those 
appointees  to  be  compati- 
ble with  the  justices  TEX- 
PAC  has  worked  hard  to 
elect.  “I  think  the  gover- 
nor’s philosophy  regarding 
the  type  of  person  to  be  on 
the  Supreme  Court  is  very 
similar  to  ours,"  he  said.  “I 
feel  quite  confident  that 
whoever  he  appoints  is 
going  to  be  someone  who 
is  fair-minded,  who  is 
interested  in  interpreting  the  Consti- 
tution, and  who  is  not  going  to  use 
that  as  a means  to  write  new  laws  or 
Ipursue  personal  agendas.” 

Battle  never  ends 

The  gains  made  on  the  Supreme  Court, 
however,  will  not  be  easy  to  hold. 
Supreme  Court  races  have  become 
high-profile  campaigns  costing  millions 
'of  dollars.  Trial  lawyers  will  continue  to 
back  proplaintiff  candidates  for  the 
court,  and  TEXPAC  and  its  allies  will 
continue  to  fight  back. 

Recently,  TEXPAC’s  campaign 
efforts  have  been  called  into  question. 


Justice  Gammage  recused  himself 
from  a high-profile  medical  malprac- 
tice case  and  called  on  four  of  his  col- 
leagues to  do  the  same  because  they 
had  appeared  in  a TEXPAC  campaign 
video  that  mentioned  the  case.  When 
the  other  justices  declined  to  recuse 
themselves,  Justice  Gammage,  as  well 
as  some  news  editorials,  argued  that 


the  affair  demonstrated  the  need  for 
judicial  election  reform  to  remove 
partisan  politics  from  the  court  races. 

Dr  Hamilton  and  Mr  Wayne  say 
both  TEXPAC  and  the  Texas  Civil 
Justice  League  long  have  supported 
judicial  election  reform  to  ensure  that 
qualified  jurists,  not  politicians,  sit  on 
the  high  court. 

“Having  justices  as  political  people 
is  quite  inappropriate,”  Dr  Hamilton 
said.  “There  must  be  some  way  to 
avoid  having  expensive  campaigns  for 
people  who  are  supposed  to  be  schol- 
ars interpreting  the  law,  not  represent- 
ing politic  issues.” 


Unfortunately,  the  Texas  Legisla- 
ture has  failed  to  act  every  time  judi- 
cial election  reform  plans  have  been 
proposed.  Until  the  system  is 
changed.  Dr  Hamilton  says,  TEXPAC 
and  others  whose  interests  are  affected 
by  court  decisions  must  continue  to 
fight  the  political  fight. 

In  1996,  that  battle  will  be  espe- 
cially important  with  four  seats  on  the 
court  up  for  grabs.  Chief  Justice  Tom 
Phillips  and  Justice  John  Cornyn, 
both  Republicans  endorsed  in  the  past 
by  TEXPAC,  will  be  up  for  reelection. 
Also,  the  replacements  for  Justices 
Gammage  and  Hightower  will  have  to 
seek  election  in  1996,  with  whoever 
wins  the  Hightower  seat  having  to  run 
again  for  a full  term  in  1998. 

Those  races  will  be  critical  for 
TEXPAC  and  supporters  of  the  con- 
servative court,  Dr  Hamilton  says. 
“We  can’t  rest  on  past  successes.  If  we 
do,  the  plaintiff’s  lawyers  will  just 
come  right  back  in,  and  once  again 
the  plaintiff’s  bar  will  become  a 
growth  industry.” 


All  articles  in  Texas  Medicine  that  mention  Texas  Medical 
Associations  stance  on  state  legislation  are  defined  as  "legislative 
advertising,”  according  to  Texas  Govt  Code  Ann  §305.027. 
That  law  requires  disclosure  of  the  name  and  address  of  the  per- 
son who  contracts  with  the  printer  to  publish  the  legislative 
advertising  in  Texas  Medicine:  Robert  G.  Mickey,  Executive 
Vice  President,  TMA,  401  W 15th  St,  Austin,  TX  78701. 


“We  have  had  on  the 
court . . . politicians 
who  happened  to 
be  lawyers.  We  are 
moving  now  toward 
a court  that  is  more 
lawyers  and  judges 
who  happen  to  have 
political  affiliations.” 
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Medical  history 

TMA  50-Year  Club  members 
helped  make  it 

By  LARRY  Be  Saw,  Associate  editor 


They  survived  the  Great  Depression,  won  a world 
war,  and  touched  millions  of  lives  — from  the 
downtrodden  to  heads  of  state  — while  helping 
to  bring  about  the  greatest  advances  in  medicine 
the  world  has  ever  known.  Now  in  retirement,  the  mem- 
bers of  the  Texas  Medical  Association’s  50-Year  Club  look 
back  and  marvel  at  what  they  have  witnessed. 


“From  the  beginning  of  antibiotics  to 
the  use  of  modern  diagnostic  equipment 
and  the  use  of  computers  for  everything, 
from  drugstore  preparation  of  prescrip- 
tions to  the  use  of  pharmaceuticals,  from 
dial  telephones  to  hand-held  car 
phones,”  is  how  86-year-old  retired 
Austin  pediatrician  Marie  Tisdale,  MD, 
summarizes  the  changes  she  and  her 
husband,  Albert  Tisdale,  MD,  88,  saw  in 
their  combined  1 18  years  in  medicine. 

“It  is  a whole  new  world  out  there, 
and  I am  glad  to  be  here  to  see  it,"  she 
said. 

Thumbing  through  history 

During  his  presidency  of  the  50-Year 
Club,  in  1994,  retired  Temple  anes- 
thesiologist Charles  FT.  Gillespie,  81, 
MD,  surveyed  the  group’s  member- 
ship. Included  in  the  information  he 
requested  was  a description  of  the 
physicians’  most  memorable  experi- 
ences. A look  at  the  varied  medical  sit- 
uations and  circumstances  listed  by 
the  physicians  who  responded  to  the 
survey  reveals  some  fascinating  stories. 

Some  of  the  experiences  included 
introducing  carpal  tunnel  syndrome 
to  the  medical  world  in  1948,  creating 
the  911  concept,  performing  a C-sec- 
tion  on  a kitchen  table,  delivering  27 


babies  between  6 pm  on  a Friday  and 
6 am  the  following  Monday  in  West 
Virginia  coal  mining  towns,  and  using 
a small  pocketknife  to  perform  a tra- 
cheotomy. Other  physicians  reported 
successfully  separating  Siamese  twins, 
delivering  a baby  without  a head  (it 
lived  4 hours),  performing  psychiatric 
evaluations  of  Jack  Ruby  and  testify- 
ing at  his  trial,  and  treating  the  vic- 
tims of  the  Texas  City  disaster.  One 
physician  delivered  his  own  baby 
because  the  obstetrician  was  late.  Still 
others  treated  the  likes  of  Presidents 
Lyndon  Johnson  and  Dwight  Eisen- 
hower, as  well  as  General  Douglas 
MacArthur  and  rocket  scientist  Dr 
Wernher  Von  Braun. 

Charles  Bailey,  MD,  next  year’s 
club  president,  was  the  physician  who 
treated  President  Johnson.  The  retired 
Austin  general  practitioner  was  not 
only  LBJ’s  personal  physician,  but  also 
his  friend  and  confidant  for  more  than 
15  years.  Dr  Bailey,  78,  says  being  the 
president’s  physician  “wasn’t  a com- 
mon, everyday  experience,”  but  he  did 
not  feel  any  pressure  to  treat  President 
Johnson  any  differently  than  other 
patients.  “I  treat  my  patients  all  the 
same,”  he  said. 

Dr  Bailey  believes  he  has  another 


claim  to  fame.  He  holds  a law  degree, 
as  does  his  son,  Houston  plastic  sur- 
geon Charles  Bailey,  Jr,  MD.  The 
elder  Dr  Bailey  says  as  far  as  he  knows, 
he  and  his  son  are  the  only  father  and 
son  doctor-lawyer  team  in  the  coun- 
try. “We  should  be  in  The  Guinness 
Book  of  Records,''  he  said. 

For  one  physician,  his  most  memo- 
rable medical  experience  occurred 
early  in  his  career  and  was  a simple 
one,  yet  one  that  many  physicians  can 
understand.  It  was,  he  said,  “the  first 
time  I was  ever  addressed  as  doctor, 
the  day  I received  my  medical  degree.” 

Doctors  go  to  war 

No  discussion  of  the  activities  of 
retired  Texas  physicians  is  complete 
without  recounting  the  contributions 
they  made  to  their  country  during 
World  War  II.  It  was  the  watershed 
event  in  the  lives  of  their  generation 
and  even  now,  50  years  after  the  war 
ended,  elicits  vivid  memories. 

Dr  Gillespie  was  one  of  the  physi- 
cians who  went  to  war,  and  it  changed 
his  life  and  his  medical  specialty. 

A graduate  of  The  University  of 
Texas  Medical  Branch  at  Galveston 
(one  of  only  two  medical  schools  in  the 
state  at  the  time)  in  1940,  Dr  Gillespie 
was  in  the  final  year  of  his  internal 
medicine  residency  at  Scott  & White 
when  the  Japanese  attacked  Pearl  Har- 
bor. He  enlisted  in  the  Army  the  fol- 
lowing April  and  was  assigned  to  Fort 
Sam  Houston  in  San  Antonio.  Within 
5 minutes  of  reporting,  his  command- 
ing officer  “told  me  they  didn’t  need 
any  more  internists,  they  needed  anes- 
thesiologists. While  I was  trying  to  tell 
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him  I didn’t  know  much  about  anesthe- 
sia, he  said,  ‘We  ll  teach  you. Thus,  he 
became  the  first  student  in  the  Brooke 
Army  Medical  Center  anesthesiology 
training  program  and  was  assigned  to 
the  First  Auxiliary  Surgical  Group. 

Dr  Gillespie’s  unit  was  sent  to  Eng- 
land in  1943.  Several  days  after  the  D- 
day  invasion  of  Europe,  he  found 
himself  part  of  a surgical 
team  landing  on  Utah 
Beach  on  the  Normandy 
coast  of  France,  treating 
head  and  brain  injuries  suf- 
fered by  allied  soldiers  tak- 
ing part  in  the  bloody 
i assault  on  the  German  army 
headquarters  at  Saint-Lo. 

Sitting  in  the  dining 
room  of  his  comfortable 
Temple  home  50  years  later, 

Dr  Gillespie  recalled  how 
he  and  his  colleagues  had  to 
! ignore  the  battle  raging  out- 
side their  hospital  tents 
while  they  operated.  “We 
got  reports  on  the  progress 
of  the  battle  and,  of  course, 
we  could  hear  the  firing. 

But  we  were  so  cotton-pick- 
ing busy,  we  didn’t  worry 
too  much  about  what  was 
going  on  out  there.  The  hospitals  were 
fairly  well  protected,  but  one  day  a 
bullet  came  through  the  tent  and 
landed  on  the  sterile  tray  we  had  for 
the  instruments,”  he  said. 

After  the  war,  Dr  Gillespie  returned 
to  Temple  and,  after  completing  a for- 
mal anesthesiology  residency  program 
in  Hartford,  Conn,  became  head  of 
the  anesthesiology  department  at  Scott 


& White  in  the  fall  of  1947.  He  retired 
at  the  end  of  1980. 

Dr  Gillespie’s  experience  is  typical 
of  the  Texas  physicians  who  left  their 
civilian  practices  to  put  their  medical 
skills  to  work  treating  the  casualties  of 
war.  One  physician  amputated  a 
woman’s  leg  at  midnight  in  a grass 
shack  on  the  island  of  Leyte  in  the 


Phillippines  as  Japanese  bombs  fell 
around  him.  Another  doctor  delivered 
a baby  under  fire  near  the  Anzio  beach- 
head and  named  him  after  his  com- 
manding officer.  A third  was  at  Pearl 
Harbor  that  fateful  December  7 and 
operated  on  the  first  85  wounded  men. 

Other  war  experiences  cited  in  the 
surveys  include  performing  a cholecys- 
tectomy aboard  a ship  in  the  Pacific 
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during  a typhoon  and  Hying  17  aerial 
combat  missions  in  Europe.  One  physi- 
cian helped  clean  up  a venereal  disease 
outbreak  after  the  liberation  of  Manila 
by  using  the  new  “wonder  drug”  peni- 
cillin to  treat  the  American  soldiers  and 
sailors  suffering  from  it.  He  got  Army 
MPs  to  track  down  Philippine  prosti- 
tutes so  they  could  be  treated  as  well. 


The  voice  of  experience 

When  Dr  Gillespie  began  performing 
anesthesiology,  the  procedure  was 
known  as  “open  drop”  because  ether 
was  dropped  on  sponges  atop  a gauze 
mask  over  the  patient’s  face.  The  ether 
evaporated  and  the  patient  breathed  in 
the  fumes.  It  worked,  he  says,  but  it 
“wasn’t  too  pleasant  a way  to  go  to 
sleep.”  Now,  he  says,  anesthesia  is 
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One  hundred  thousand  years  of  Texas  medicine 

By  Charles  H.  Gillespie,  MD 


In  1989,  Robert  Moreton,  MD,  in  consultation 
with  Valter  Brindley,  MD,  both  past  presidents  of 
TMA,  developed  criteria  for  a 50-Year  Club,  pat- 
terned after  the  American  Medical  Association 
50-Year  Club.  Candidates  for  membership  are  Texas 
physicians  who  have  graduated  from  medical  school  50 
or  more  years  past  and  are  current  members  of  the  TMA. 

Each  year  an  update  of  this  class  of  physicians  is  made, 
and  those  newly  qualifying  physicians  are  invited  to  become 
members  of  the  50-year  group.  As  of  1995,  there  were  1,908 
candidates  eligible  for  club  membership.  An  initial  fee  of 
$25  is  charged  to  become  an  active  member.  A $15  annual 
fee  continues  the  membership.  These  fees  are  pledged  to  the 
Texas  Medical  Association  Education  and  Research  Fund, 
which  is  reserved  to  help  medical  students  and  young  physi- 
cians complete  their  studies  through  a loan  program. 

The  annual  meeting  of  the  club  is  held  in  conjunction 
with  the  TMA  annual  meeting.  To  date,  this  meeting  has 
been  an  evening  business  and  social  gathering,  including 
an  enjoyable  meal. 

The  initial  plan  for  officers,  suggested  by  Dr  Moreton 
and  Dr  Brindley,  was  to  elect  a president,  a vice  president, 
and  a secretary-treasurer  at  the  first  meeting,  and  that  each 
officer  would  advance  in  line  with  the  president  retiring 
the  office  at  the  conclusion  of  each  annual  meeting.  Presi- 
dents of  the  organization,  beginning  in  1990,  have  been 
Robert  Moreton,  MD;  Valter  Brindley,  MD,  1991;  Dol- 
phus  Compere,  MD,  1992;  Hayden  McKay,  MD,  1993; 
Charles  Gillespie,  MD,  1994;  Joseph  Ainsworth,  MD, 
1995;  and  for  1996,  Charles  Bailey,  MD. 

During  my  year  as  president,  I chose  to  be  active  in 
putting  together  a written  history  of  the  club  and  to  con- 
duct a survey  during  1 994  and  1995.  The  survey  was  to 
cover  age,  marital  status,  number  of  years  in  medicine 
after  medical  school,  number  of  academic  degrees,  years 
— if  any  — in  retirement,  activities  and  hobbies,  mili- 
tary experience,  and  a brief  account  of  a memorable 
experience  in  medicine.  This  survey  exposed  me  to  a 
wonderful  overview  of  life  and  activity. 

There  are  presently  1,908  TMA  members  who  are  eli- 


Charles  H.  Gillespie,  MD,  is  chair  emeritus  and  senior 
consultant  in  anesthesiology,  and  director  emeritus  of  the  Pain  Clinic  at 
Scott  & White  Hospital  in  Temple. 


gible  candidates  for  the  50- 
Year  Club.  Of  these,  some 
400-plus  are  active  mem- 
bers. There  were  421  who 
completed  the  survey.  This 
survey  showed  an  average 
age  of  80.1  years.  These 
421  physicians  recorded 
22,657  years  in  Texas  med- 
icine, with  a total  of  20,340 
years  of  active  practice  in 
medicine.  Taking  only  the 
number  of  421  respondents  and  extrapolating  that  into 
the  total  number  of  1 ,908  candidates,  these  figures  calcu- 
late to  approximately  101,956  years  in  Texas  medicine 
and  91,530  active  practice  years. 

Other  striking  points  of  the  survey  revealed  319  of 
the  421  respondents  served  in  the  military  in  World 
Wars  I and  II  and  during  the  Korean  conflict. 

Another  interesting  revelation,  even  though  not 
specifically  sought,  was  that  24  listed  marriages  of  50  or 
more  years.  One  couple  had  been  married  61  years,  and 
two  couples  had  been  married  62  years.  Another  had 
been  married  69  years. 

Of  the  respondents,  seven  were  90  or  more  years  old 
— one  was  90,  five  were  91,  and  one  was  95. 

During  the  course  of  the  last  50  years  or  so,  medicine 
has  seen  tremendous  change  and  advancement.  As  physi- 
cians, we  have  lived  through  these  changes  and  seen  the 
image  of  medicine  evolve  from  one  of  archaic  technology 
and  trial-and-error  methods  to  the  modern-day  image 
that  medicine  presents  today.  The  advent  and  improve- 
ment of  technology  and  drugs  have  advanced  the  prac- 
tice of  medicine  tremendously. 

While  advances  have  resulted  in  prolonging  or 
improving  life,  the  diseases  and  ailments  and  even  the 
human  body  itself  still  hold  many  alluring  mysteries  yet 
to  be  solved.  The  physicians  in  practice  today  have 
embarked  on  a journey  that  will  take  them  through  as 
many  changes  with  as  wide  a variety  in  the  field  of  medi- 
cine as  our  trek  held  for  us.  As  onlookers,  we  can 
empathize  with  their  pitfalls,  rejoice  in  their  triumphs, 
and  understand  the  adventures  they  will  experience 
along  the  way. 
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administered  much  faster  and  more 
efficiently  through  intravenous  injec- 
tions and  inhalation  endotracheal  intu- 
bation, as  well  as  regional  anesthesia. 

There  is  no  doubt  that  the 
advances  in  technology  over  the  past 
50  years  benefit  patients  and  physi- 
cians. However,  Dr  Gillespie  worries 
that  today’s  physicians  often  rely  too 
much  on  technological  whistles  and 
hells  and  forget  the  importance  of  the 
human  touch  in  medicine. 

“We  learned  to  examine  patients, 
listen  to  them  and  feel  them,  and  get 
all  of  our  diagnostic  processes  by  per- 
sonal and  physical  examination,”  he 
said.  “This  day  and  time,  the  young- 
sters are  depending  on  some  sophisti- 
cated piece  of  equipment  to  find  out 
the  things  that  need  to  he  done.  The 
physical  exam  is  still  the  most  impor- 
tant thing.  Use  the  technologies  to 
prove  or  disprove  what  you  find  on 
physical  examination." 

Other  than  his  56-year  marriage  to 
his  college  sweetheart  and  his  chil- 
dren, Dr  Gillespie  is  most  proud  of 
the  fact  that  he  “never  lost  a patient  on 
the  table.  That’s  something  that  I 
don’t  think  very  many  people  can  brag 
about  in  the  present  day.  But  we  didn’t 
tackle  some  of  the  cases  back  during 
my  practice  that  are  being  tackled 
today.  The  extremely  ill  patients  that 
only  surgery  could  keep  alive,  we 
might  have  shied  away  from  in  the 
1 early  days  because  we  felt  like  we 
couldn’t  do  them  any  good  anyway.’’ 

What  is  his  advice  to  young  people 
considering  a medical  career?  “I’d  tell 
them  to  think  pretty  hard,"  he  said. 
“The  practice  of  medicine  has  been 


taken  away  from  physicians.  Adminis- 
trators tell  us  what  we  can  and  can’t 
do.  I am  proud  to  have  practiced  dur- 
ing the  greatest  period  of  medicine 
that’s  ever  existed.  We  started  out  in 
the  days  when  we  were  our  own  boss. 
We  knew  what  to  do,  we  knew  what 
we  wanted  to  do,  and  we  were 
absolutely  very  conscientious  about 
what  we  were  doing.  Now  you  have  to 
be  in  a group  and  controlled  by  some- 
one else  to  practice  the  type  of  medi- 
cine you  want  to  practice." 

Putting  it  in  perspective 

Retired  general  practitioner  Frank 
Carruthers,  MD,  75,  of  Greenville, 
speaks  for  his  generation  of  physicians 
when  he  says  his  most  memorable 
experience  in  medicine  is  “to  have 
lived  through  a period  of  time  in  this 
society  when  a doctor  was  revered  and 
asked  to  share  in  the  concern  with 
families  of  all  aspects  of  management 
and  caring  for  an  ill  person.  There 
could  not  possibly  be  a greater  feeling 
of  self-satisfaction  at  the  end  of  a long 
and  difficult  day.  The  intimate  per- 
sonal contact  with  families  looking  for 
assistance  from  a beloved  physician 
can  never  be  replaced.”  ★ 
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Miller  Optical  Instruments,  Inc. 
800/985-5524 

Specializing  in  Optical  Products, 
Magnification  Systems,  I ight  Sources, 
and  Image  Documentation  for 
Your  Office  and  Surgery 

We  Specialize  in: 

C arl  Zeiss  Colposcopes  for  Gynecology 

C arl  Zeiss  Scopes  for  Otolaryngology 

C arl  Zeiss  Scopes  for  Micro-Dentistry 

C arl  Zeiss  Loupe  Magnification  Systems  for 
Thoracic,  Vascular,  Urological,  and  Plastic 
.Surgery 

C arl  Zeiss  Fiber  Optic  Head  Lights  for  Bright, 
Even  Illumination  and  Optimal  Color 
Rendition 

Video  and  Photographic  Systems  for  Image 
Acquisition  and  Archiving 

Seminars  on  the  Proper  Use  of  Your 
Microscope  Including  Contrasting  Techniques 
and  Photo  Documentation 

Serving  Texas,  Oklahoma,  and  Arkansas 


ZEISS 


4005  Naples  Drive  • Plano,  Texas  75003 


Family  Practitioners, 
Pediatricians,  Internists 


University  Medical  Group  is  a 
national  physician-owned  and 
physician-operated  primary  care 
medical  practice  with  offices  oper- 
ating in  Houston,  Dallas,  Chicago, 
New  York,  New  Jersey,  and  the 
District  of  Columbia.  The  Dallas- 
Ft.  Worth  Region  seeks  full-time 
and  part-time  physicians.  We 
have  7 health  care  centers 
throughout  the  region,  with  future 
sites  planned  for  1995-96. 

✓ Must  be  board  certified  or  eligible. 

✓ Salary  ranges  from  $100  - 160K. 

✓ CME  stipend  and  leave 

✓ Paid  vacation 

✓ Malpractice  with  tail  coverage 

✓ Flexible  schedule 

...  and  much  more.  To  arrange  for 
an  interview,  call  Robert  A.  Lloyd, 
MD  at  (214)  570-5505. 
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ivery  now  and  then,  somebody 
in  Texas  grows  up  to  be  famous. 

Somebody  like  Emmit  Smith  from 
Dallas,  Carol  Burnett  from  San  Antonio,  or  Lyle  Lovett 
from  Klein.  To  give  your  little  Texans  a fair  shot  at  life, 
they  need  four  immunization  visits  by  age  two. 

Immunizations  protect  against  diseases  that 


In  Texas, 
EveryChild 
Is  Somebody 
Famous. 


can  cause  brain  damage  or 
death.  Vaccines  are  safe  and 
effective.  See  your  doctor  or 
public  health  clinic  or  call  1-800-252-9152  for 
more  information. 

After  all,  in  Texas,  every  child  deserves 
the  chance  to  grow  up  healthy. 


Emmit  Smith,  Dallas,  Texas 


IMMUNIZE  YOUK  UTILE 
TEXAN  BYTWO 

__SHOTSACKISSTEXAS^_ 


This  message  brought  to  you  by  the  Texas  Department  of  Health,  Texas  Medical  Association  Foundation  and  Shots  Across  Texas. 


Medicine’s 


Physician  leaders  rise  to  the 
challenge  at  TMA  fall  conference 

Ionnie  R.  Bristow,  MD, 
president  oi  the  American  Medical 
Association,  made  a lorceh.il  call  lor 
“unity,  professionalism,  and  part- 
nership with  our  patients”  in  his 
keynote  address  to  the  Texas  Medical 
Association’s  1 995  Fall  Leadership  Con- 
ference. Nearly  900  physicians,  medical 
students,  and  invited  guests  attended 
the  program  September  16  in  Austin. 

Dr  Bristow  warned  that  in  this  time 
oi  great  change  in  the  medical  profes- 
sion, physicians  must  not  let  their  dif- 
ferences pit  them  against  one  another: 
“primary  care  vs  specialist,  fee-for-ser- 
vice  vs  capitated,  conservative  physi- 
cian vs  liberal  physician.  Do  not  let 
differences  define  you,  because  as  an 
individual,  you  are  so  much  more  than 
that.  You  are  a physician,”  he  said. 
“The  lessons  in  life  we  learn  as  physi- 
cians are  much  more  powerful  than 
the  forces  that  would  tear  us  apart.” 

Joining  Dr  Bristow  in  addressing 
the  conference  were  other  leaders  in 
medicine,  public  health,  government, 
and  public  affairs.  Texas  Gov  George 
W.  Bush  and  Insurance  Commis- 
sioner Elton  Bomer  spoke  at  the  con- 
ference luncheon. 

Interest  in  computer  technology  and 
the  Internet  was  high  among  physicians 
attending  the  conference.  Stephen  M. 
Borowitz,  MD,  associate  professor  of 
pediatrics  at  the  University  of  Virginia 
Health  Sciences  Center,  presented  a 
program  titled  “Informatics  — Capital- 
izing on  New  Information  and  Com- 


munication Technology.  Physicians 
also  attended  an  Information  Technol- 
ogy Expo,  sponsored  by  TMA  and  the 
National  Library  of  Medicine,  and  a 
workshop  about  the  Internet. 

TMA  councils,  committees,  and 
other  groups  met  in  conjunction  with 
the  conference.  During  the  Strategic 
Planning  Meeting  immediately  follow- 
ing the  conference,  the  Board  of 
Trustees  approved  a 1 996  strategic  plan. 


( Clockwise  from  top  left) 

TMA  President  Mark  J.  Kubala,  MD,  welcomes 
participants  to  the  TMA  1995  Fall  Leadership 
Conference  in  Austin.  Theme  of  the  conference 
was  " Mastering  Medicine’s  Challenges.  ” 

US  Rep  Tom  Coburn,  MD,  discussed  early 
details  of  the  Republican's  Medicare  Preservation 
Act,  which  he  characterized  as  the  first  in  a 
series  of  needed  changes  in  the  federal  program. 
He  said  the  act  is  designed  to  “ keep  a commit- 
ment to  traditional  Medicare.  "A  freshman  in 
the  US  House,  Representative  Coburn  is  the  first 
Republican  to  represent  the  2nd  congressional 
district  of  Oklahoma  in  more  than  70  years. 

Lonnie  R.  Bristow,  MD,  the  1 50th  physician 
and  first  African-American  to  serve  as  president 
of  the  American  Medical  Association,  identified 
three  “signposts"  that  must  guide  physicians  into 
the  21st  century:  “unity,  professionalism,  and 
partnership  with  our  patients.  ” A California 
internist,  he  told  the  physician  audience,  “We 
need  to  reconnect  with  our  patients.  We  must  be 
able  to  listen  and  respond  with  meaningful, 
constructive,  two-way  communication  that  is 
both  responsive  and  responsible.  ” 

which  will  be  submitted  to  the  TMA 
House  of  Delegates  when  it  convenes 
for  interim  session  November  17-18. 
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Medicine’s  View 


Richard  M.  Lauve,  MD,  left,  medical  director  oft  the  Louisiana  State  University  Professional  Practices 
Association , talks  with  San  Antonio  internist  Martin  G.  Guerrero,  MD,  during  a break  in  the  con- 
ference. Dr  Lauve  spoke  during  the  general  session  about  ethical  issues  in  managed  care. 


tma  library 


llYour  Link! 

■ H> 

I lealing 

I:  i 

■ el' 

TMA  librarian  Miriam  Blum  demonstrates  Internet  capabilities  to  family  physician  John  C.  Rogers, 
MD,  of  The  Woodlands,  during  the  Information  Technology  Expo  held  in  conjunction  with  the  con- 
ference. Ms  Blum  also  taught  a course  titled  "Exploring  the  Internet:  A Guided  Tour  for  Physicians.  ’ 


Fernando  M.  Trevino,  PhD,  MPH,  executive 
director  of  the  American  Public  Health  Associa- 
tion, discussed  the  importance  of  recognition  and 
visibility  for  the  field  of  public  health,  as  well  as 
collaboration  between  public  health  and  medi- 
cine. Dr  Trevino  announced  that  the  first-ever 
national  congress  on  medicine  and  public  health 
ivould  be  convened  in  March  1996. 


Texas  Gov  George  W.  Bush  was  a featured  lun- 
cheon speaker  at  the  TMA  Fall  leadership  Con- 
ference. 
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Family  physician  Frederick  L.  Merian, 
MD,  of  Victoria,  lefi,  discusses  the  Texas 
Physician  Services  Organization 
(TPSO)  with  family  physician  Martin 
Basaldua,  MD,  of  Kingwood.  TPSO,  a 
package  of  professional  tools  and  services 
to  help  physicians  thrive  in  a managed 
care  environment,  was  officially 
“unwrapped"  during  the  leadership  con- 
ference. Dr  Merian  chairs  the  TPSO 
Advisory  Committee. 


TcxasMcdical 

Association 


“Texas  Medicines  Best,  ’’  legislators  recognized  by  TMA  for  their  sponsorship 
or  support  of  important  health-care  legislation  during  the  74th  Texas  Legis- 
lature, were  honored  at  the  conference.  From  left  are  Rep  Mark  Stiles;  Sen 
Frank  Madia;  Rep  Leticia  Van  De  Putte;  TMA  President  Mark  J.  Kubala, 
MD;  Sen  David  Sibley;  Rep  Todd  Hunter;  and  Rep  John  Smithee.  Also 
recognized  (not  shown)  were  Rep  Hugo  Berlanga  and  Sen  Jim  Turner. 


AMA  President  Lonnie  R.  Bristow,  MD,  left,  closing  speaker  at  the  TMA 
Alliance  Fall  Conference,  talks  with  Joseph  T.  Painter,  MD,  AMA  past 
president  and  chair  of  the  TMA  Foundation  Board  of  Trustees,  and  LaFon 
Ditzler,  chair  of  the  alliances  Medical  Student  Loan  Fund.  Alliance  pro- 
grams addressed  family  violence;  conflict  resolution;  fundraising,  financial 
management,  and  meeting  management;  and  managed  care. 
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EMERGENCY  CARE 
SPECIALISTS  is  one  of 

America's  fastest  growing  contract 
management  groups.  Our  physicians 
pride  themselves  on  providing  the  high- 
est quality  care  while  working  in  a stable 
and  rewarding  work  environment. 

Currently  we  are  recruiting  physicians 
seeking  the  advantages  of  small-town 
living  in  beautiful  eastern  Arkansas,  only 
a 45  minute  drive  from  Memphis. 

Qualified  candidates  should  be  board 
prepared  or  board  certified  in  emergency 
medicine,  or  a primary  care  specialty  with 
experience  in  an  emergency  department 
of  1 2,000  annual  patient  visits  or  greater. 

Contact: 

Dave  McLeod 

1 550  NE  Miami  Gardens  Drive,  Suite  504 
North  Miami  Beach,  FL  33025 
Phone:  (800)  372-2600 
Fax:  (305)  947-9990 


PRISM  RADIOLOGY  NETWORK 


Put  your  part-time  Radiologist 
on  the  Network 

To  provide  full-time  coverage  including: 

♦ Every  study  performed  at  the  hospital  between 
7 a.m.  and  5 p.m.  weekdays  will  be  read  that  day 
(usually  within  two  hours). 

♦An  immediate  reading  may  be  requested  on  any 
study  24  hours  a day. 

♦All  STAT  studies  are  read  immediately. 

♦The  Radiologist  will  have  access  to  a growing 
number  of  services  on-line  such  as  subspecialty 
consultation  and  coverage  for  new  modalities 
he/she  has  not  yet  mastered. 

Call  or  ask  your  hospital  administrator 
to  call  for  more  information 


David  A.  Nicol,  MD 

800-49-PRISM  ♦ 512-329-8844  ♦ FAX  512-327-6305 

2201  Plumbrook  Drive  ♦ Austin,  Texas  78746-6233 
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Commentary 

Why  we  need 
organized  medicine 

By  David  C.  Fleeger,  MD 


America  — Love  It  or 
Leave  It,”  the  bumper  sticker  said. 
I was  quick  ro  show  these  words  to 
my  father.  As  a young  boy,  I could 
easily  concur  with  this  sentiment  and 
the  bravado  with  which  it  was 
expressed.  Surely  my  father,  a career 
military  officer  and  recently  returned 
Vietnam  veteran,  would  agree. 

Nothing  could  have  been  further 
from  the  truth.  My  father  pointed  out 
that  diverse  and  often  divergent  opin- 
ions were  the  framework  upon  which 
our  country  and  indeed  democracy 
were  built.  America  attained  its  great- 
ness from  the  constant  striving  of  its 
citizens  to  improve  their  lot.  This  was, 
and  is,  an  inclusive  process,  not  an 
exclusive  one. 

To  young  physicians  like  myself, 
organized  medicine  can  at  times 
appear  to  be  a behemoth  incapable  of 
representing  the  increasingly  diverse 
views  of  physicians.  Yet,  lessons 


David  C.  Fleecer,  MD,  a colorectal 
surgeon  in  Austin,  is  chair-elect  of  the  TMA 
Young  Physician  Section. 


Medicine’s  View 


learned  early  in  life  convinced  me  of 
the  need  for  involvement  in  the  Texas 
Medical  Association  and  the  Ameri- 
can Medical  Association. 

The  more  I learn  about  these  orga- 
nizations, the  more  I appreciate  the 
necessity  of  their  existence.  Indeed, 
organized  medicine  provides  the 
framework  within  which  the  ideals 
outlined  by  Hippocrates  more  than 
2,000  years  ago  can  be  preserved  and 
advanced  in  the  rapidly  changing 
world  of  20th  century  medicine.  The 
need  for  this  framework  is  the  com- 
mon denominator  that  should  lead  to 
the  active  participation  of  every  physi- 
I cian  in  these  organizations. 

Too  often,  physicians  assume  the 
fundamental  principles  of  medicine  to 
be  safe,  and  instead  concentrate  on 
; specialty  societies  and  special-interest 
organizations  that  seem  to  better  rep- 
resent their  particular  concerns.  Yet 
participation  in  one  should  not  be 
done  to  the  exclusion  of  another.  They 
are  complementary  and  should  be 
used  to  improve  the  profession  of 
medicine  as  a whole.  True,  divergent 
opinions  and  conflicts  will  arise. 
These  inevitable  differences  should 
not  lead  to  exclusion,  but  rather  to  a 
better  understanding  of  the  complex- 
ity of  the  issues  at  hand  and  an  appre- 
ciation for  the  views  of  other 
physicians.  Sometimes,  we  may  have 
to  agree  to  disagree.  Remembering 
and  emphasizing  common  goals  and 
principles  makes  this  possible. 

I have  been  impressed  by  two 
! recent  events  that  have  demonstrated 
AMA’s  willingness  to  include  young 
physicians  in  its  agenda.  First  is  the 


iscal  check-ups 
for  the  whole  family 
at  Woodway. 


N.  Cameron  Woolverton,  III 


Woodway 


10,000  Memorial  Dr.  • Houston, 
683-7070 


FINANCIAL  ADVISORS 

A Trust  Company 


Texas  77024 


W Admmi'.trnhvi 


Confidential  and  Experienced 

Legal  Representation 

for  Texas  Physicians 

1 


Michael  Sharp 

1.  Attorney  at  Law 


epresentation  before:  • Texas  State  Board 
F Medical  Examiners  (hearings,  settlement 
conferences  and  licensure)  • The  Texas 
Medical  Foundation  • Medical  Staff 

■ Y-y  , ' ' 

Peer  Review  • Personal  Counsel 
and  Asset  Protection  in 
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FREEMAN  E>  COCKERELL 


DERMATOPATHOIOGV  LABORATORIES 


■ Diagnostic  Dermatopathology 

■ Evaluation  of  Margins 

■ Immunofluorescence 

■ Immunohistochemistry 

■ Clinicopathologic  Correlation 

24  Hour  Service 
Courier 
Air  Freight 
Fax  Reports 
Stat  Pick-up 


Frozen  Sections 

Diagnostic  Consultation 

Slide  Processing 

Rush  2 Hour 
Permanent  Sections 

214/638-2222 
800/309-0000 
Fax  214/630-5210 


ROBERT  G.  FREEMAN,  M.D.  CLAY  J.  COCKERELL,  M.D. 

2330  BUTLER  STREET  ■ SUITE  115  ■ DALLAS,  TEXAS  75235 


Opportunity  doesn’t  just 
knock  anymore, 

It  stays  in  contact 
with  people  like  us. 
Shouldn’t  you? 


Em  Care  Physician  Staffing  Services  has  the  perfect  opportunity  waiting  for 
you.  As  a full  service  physician  staffing  company  we're  prepared  to  meet  your 
every  need. 

Whether  it’s... 


• Physician  Search  • Locum  Tenens  • Contract  Management 

Don't  wait  for  a knock  on  the  door.  Call  us  today.  Your  opportunity  is  waiting. 

EmCaie 

Physician  Staffing  Services 


The  Choice  Is  Yours 

1717  Main  Street  • Suite  5200  • Dallas,  Texas  75201  • 800/535-9535 


Medicare  pay  disparity  issue.  In  its 
infinite  wisdom,  Congress  decided  to 
discriminately  cut  Medicare  reim- 
bursement to  physicians  in  their  initial 
4 years  of  practice.  This  placed  a finan- 
cial burden  on  young  physicians  just 
starting  in  practice.  Rather  than  ignore 
the  issue,  AMA  responded  to  the  pleas 
of  young  physicians  and  mounted  a 
campaign  that  expended  considerable 
resources  and  political  capital,  eventu- 
ally ending  in  successful  repeal. 

Second,  AMA  has  just  recently 
established  a young  physicians  seat  on 
the  Board  of  Trustees.  This  provides 
immediate  access  by  young  physicians 
to  a policy-making  position  that 
might  otherwise  take  decades  to 
attain.  These  and  other  more  subtle 
changes  have  convinced  me  that  AMA 
is  committed  to  including  young 
physicians  in  the  process,  and  not  just 
the  results,  of  change. 

What  the  future  will  bring  for 
organized  medicine  is  impossible  to 
guess.  I would  maintain  that  it  is  not 
essential  to  be  able  to  predict  what  the 
next  piece  of  legislation  will  bring  or 
what  the  next  managed  care  arrange- 
ment will  be.  More  important  will  be 
organized  medicine’s  ability  to  adapt 
to  the  needs  of  its  membership. 
Unlike  the  physicians  in  solo  practices 
and  small  group  practices  of  the  past, 
more  and  more  physicians  will 
become  members,  partners,  or  even 
employees  of  government  programs, 
insurance  companies,  hospitals,  and 
large  group  practices.  Organized  med- 
icine must  represent  these  physicians 
and  not  take  an  adversarial  role  in  its 
dealings  with  managed  care. 
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To  remain  strong  into  the  next  cen- 
tury, AMA  and  TMA  must  protect  the 
fundamental  ethical  values  of  medicine, 
become  inclusive  organizations,  and 
adapt  to  the  changing  needs  of  their 
members.  Rather  than  taking  a “love  it 
or  leave  it  attitude,  organized  medicine 
must  take  a “love  it  or  improve  it”  atti- 
tude. History  proves  this  to  be  an  inher- 
ently successful  approach. 


House  of  Delegates  meets  in 
Austin  this  month 


The  House  of  Delegates, 
Texas  Medical  Association’s  leg- 
islative and  policy-making  body, 
will  convene  in  Austin  November 
17-18  to  address  numerous  issues 
raised  by  the  membership. 

Reference  committees  will  hold 
hearings  Friday  afternoon,  November 
17,  to  consider  resolutions  from 
county  medical  societies  and  reports 
from  TMA  boards,  councils,  commit- 
tees, and  sections.  On  Saturday  morn- 
ing, November  18,  the  House  of 
Delegates  will  vote  on  reference  com- 
mittee recommendations  and  also 
adopt  association  priorities  for  the 
coming  year. 

All  TMA  members  are  welcome  to 
attend  the  session,  which  will  be  held 
at  the  Doubletree  Hotel  at  6505  N IH 
35  in  Austin.  For  more  information, 
contact  Sharon  Walker,  Texas  Medical 
Association,  401  W 15th  St,  Austin, 
TX  78701;  (800)  880-1300,  ext  1325, 
or  (512)  370-1325. 


Advising  Physicians 

PEER  REVIEW,  NETWORKS 


Clark  Watts,  M.D.,  J.D. 


FORDS  FERRARO,  L.L.E 

ATTORNEYS  AT  LAW 

98  SAN  JACINTO  BOULEVARD,  SUITE  2000 
AUSTIN,  TEXAS  78701 
512  ■ 476-2020 
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Whether  you  are  in  solo  or  group 
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Douglas  C.  McNabb 

Federal  Criminal  Defense  Attorney 

Recognized  as  one  of  Texas'  leading 
federal  criminal  defense  attorneys, 
Douglas  C.  McNabb  has  earned  a reputa- 
tion for  his  aggressive  representation  and 
knowledgeable  preparation  in  defending 
the  rights  of  individuals  charged  with 
federal  crimes.  He  limits  his  practice  to 
defending  people  who  are  being  investi- 
gated by  federal  agencies  such  as  the  FBI, 
DEA,  ATF,  IRS,  Secret  Service,  or 
Customs. 

Mr.  McNabb  has  been  involved  in 
numerous  high  profile  cases  that  have 
been  the  subject  of  several  books  and 
movies.  He  is  licensed  to  practice  before 
the  U.S.  Supreme  Court  and  other  federal 
courts  throughout  the  United  States. 

•Health  Care  Fraud  Crimes 
•Tax  Crimes 

•Mail/ Wire  Fraud  Crimes 
•Conspiracy  Crimes 
•Money  Laundering  Crimes 
•Export/ Import  Crimes 
•Drug  Crimes 
•Environmental  Crimes 

Douglas  C.  McNabb 

Texas  Commerce  Tower 
600  Travis  - 62nd  Floor 
Houston,  Texas  77002 

(713)  237-0011 

Not  certified  by  the  Texas  Board  of  Legal  Specialization 
No  designation  has  been  made  by  the  Texas  Board  of 

Legal  Specialization  for  a Certificate  of  Special 
Competence  in  these  areas. 


UT  Southwestern  honors 
sacrifice,  service  worldwide 

Three  physicians  received 

a new  international  award  estab- 
lished by  a Texas  philanthropist 
in  recognition  of  “extraordinary 
dedication  and  sacrifice  on  behalf  of 
medicine  and  mankind.” 

The  anonymous  benefactor  of  the 
Weigelt- Wallace  Award  asked  The 
University  ot  Texas  Southwestern 
Medical  Center  at  Dallas  to  adminis- 
ter the  award.  UT-Southwestern 
appointed  physicians  to  a committee 
to  select  the  award  recipients. 

The  Weigelt-Wallace  Award  was 
named  after  John  A.  Weigelt,  DVM, 
MD,  and  US  Navy  Commander 
Mark  R.  Wallace,  MD.  Dr  Weigelt  is 
a professor  and  vice  chair  of  the 
department  ol  surgery  at  the  Univer- 
sity of  Minnesota  and  chair  of  St  Paul- 
Ramsey  Medical  Center’s  department 
of  surgery.  Commander  Wallace  is 
now  stationed  at  the  Naval  Medical 
Center  in  San  Diego,  Calif. 

Dr  Weigelt  was  at  UT-Southwestern 
when  National  Guardsman  David 
Campbell  was  wounded  in  a SCUD 
missile  attack  on  his  barracks  in  Bahrain 
during  the  1991  Gulf  War.  Mr  Camp- 
hell’s  friends  connected  Dr  Weigelt  with 
Commander  Wallace,  a specialist  in 
infectious  diseases  who  stayed  at  the  sol- 
dier’s bedside  for  days.  They  conferred 
by  special  satellite  telephone  link  until 
Mr  Campbell’s  crisis  passed. 

Three  physicians  who  were  also  calm 
in  crisis  situations  were  each  given  a 
scroll,  a specially  commissioned  sculp- 


ture, and  an  honorarium  of  $50,000  as 
recipients  of  the  Weigelt-Wallace  Award. 

J.  Andy  Sullivan,  MD,  and  David 
W.  Tuggle,  MD,  both  of  the  Univer- 
sity of  Oklahoma  Health  Sciences 
Center,  were  presented  with  the 
Weigelt-Wallace  Award  during  the 
United  We  Stand  America  National 
Conference  in  Dallas  in  August.  Drs 
Sullivan  and  Tuggle  rescued  Dana 
Bradley,  who  was  trapped  under  a 
concrete  slab  during  the  April  19 
bombing  of  the  Alfred  R Murrah  Fed- 
eral Building  in  Oklahoma  City. 

Dr  Sullivan,  chair  of  OU’s  depart- 
ment of  orthopedic  surgery,  used  four 
surgical  knives,  his  pocketknife,  and  a 
tourniquet  made  from  nylon  rope  to 
amputate  Ms  Bradley’s  right  leg  at  the 
knee  while  Dr  Tuggle,  an  associate 
professor  of  surgery,  monitored  her. 
Dr  Tuggle  is  a Texas  Christian  Univer- 
sity and  UT-Southwestern  Medical 
School  graduate. 

W.  Angus  Wallace,  MB,  ChB,  pro- 
fessor of  orthopedic  and  accident 
surgery  at  University  Hospital,  Queen’s 
Medical  Centre  in  Nottingham,  Eng- 
land, received  the  third  Weigelt-Wal- 
lace Award  given  this  year  from  former 
British  Prime  Minister  Margaret 
Thatcher  in  London.  Dr  Wallace,  who 
is  not  related  to  the  Wallace  for  which 
the  award  was  named,  recognized  that 
a woman  on  his  British  Airways  flight 
from  Hong  Kong  to  London  in  May 
had  suffered  a collapsed  lung. 

Paula  Dixon  had  been  in  a motor- 
cycle accident  on  her  way  to  the  airport 
and  complained  of  pain  shortly  after 
takeoff.  Dr  Wallace  feared  the  planes 
descent  would  bring  about  a fatal 
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change  in  air  pressure.  Using  a scalpel 
land  local  anesthetic  from  the  747’s 
medical  kit,  a bottle  ol  water,  a rubber 
urinary  catheter,  scissors,  and  a coat 
hanger  sterilized  in  five-star  brandy.  Dr 
Wallace  operated  on  Ms  Dixon’s  chest 
to  release  the  air  compressing  her  lung. 


Measles  transmission  common 
in  medical  settings 


The  Centers  for  Disease 
Control  and  Prevention  has  iden- 
tified hospitals  as  among  the  most 
likely  settings  for  measles  trans- 
mission. Because  physicians,  nurses, 
emergency  room  personnel,  and  other 
health-care  workers  often  come  into 
contact  with  people  who  are  infected 
with  the  illness,  they  need  to  protect 
themselves  against  measles  with  the 
proper  vaccinations. 

The  Advisory  Committee  on  Immu- 
nization Practices  recommends  two 
doses  of  measles  vaccine  for  everyone 
born  after  1957,  documentation  of 
physician-diagnosed  measles  disease,  or 
documentation  of  laboratory  evidence 
of  measles  immunity  as  a condition  of 
employment. 

According  to  a study  reported  in 
the  September  1991  issue  of  The 
American  Journal  of  Medicine,  nearly 
30%  ol  measles  cases  investigated 
between  1985  and  1989  in  workers 
born  before  1957  occurred  in  nonvac- 
cinated  health-care  professionals. 
Almost  20%  of  the  infected  workers 
were  physicians  while  30%  of  the 
infected  workers  were  nurses. 


75  Years  Ago  in  Texas  Medicine 

iMlKr  1)10 

Prohibition  and  the  practice  of  medicine 
Zfy A l e x . W.  Acheson,  MD 
Denison , Tex 

WE  HAVE  HAD  MANY  observations  by  incompetent  persons  on 
the  effects  ol  alcohol  and  enthusiasts  have  the  country  so  cowed  that 
hardly  any  one  dares  publish  anything  unless  it  leans  strongly 
toward  the  opinion  of  those  who  hold  that  alcohol  can  only  cause 
harm.  In  my  opinion  the  Prohibition  Act  was  passed  under  a misappre- 
hension, in  that  the  public  was  not  informed  as  to  the  effects  ol  alcohol.  . . . 

It  will  be  claimed  that  the  law  does  not  prohibit  the  procuring  of  alco- 
hol for  medicinal  use.  Yet  the  doctor  who  attempts  to  prescribe  it  is  sub- 
jected to  harsh  rules  and  required  to  take  out  a permit;  the  druggist  is 
placed  under  bond,  while  the  railways  are  not  permitted  to  transport  it 
except  under  irksome  conditions.  For  these  reasons  alcohol  cannot  be 
obtained  by  physicians  in  small  towns  and  on  some  lines  ol  railroads.  The 
requirements  in  force  are  so  onerous  and  the  danger  of  prosecution  so 
great  for  even  the  slightest  irregularity  on  the  part  ol  the  doctor  or  drug- 
gist that  both  hesitate  to  handle  alcohol. 

Alcohol  is  a germ  killer,  and  laudanum  a pain  killer.  When  these  are 
denied  a country  swept  by  an  epidemic  ol  influenza  the  results  are 
appalling.  The  large  mortality  is  lamentable  enough,  but  it  is  more  dis- 
turbing to  think  of  the  torture  endured  by  the  thousands  because  lau- 
danum was  put  beyond  reach  and  they  were  driven  to  headache  powders 
which  produce  cyanosis  and  prostration. 

This  epidemic  germ  disease  came  at  a time  when  the  country  was  under- 
going the  experiment  ol  abolishing  a potent  germ  killer.  Nearly  100,000 
lives  were  lost.  Could  these  two  facts  have  any  connection?  Is  it  possible 
that  depression  follows  abstinence  from  an  accustomed  stimulant?  As  a 
result  of  this  depression  is  not  an  individual  more  susceptible  to  infection? 
In  the  million  cases  ol  influenza  were  any  lives  prolonged  by  the  absence  of 
alcohol?  The  United  States  Government  shipped  40  barrels  ol  alcoholic 
liquors  into  a Kentucky  army  camp  contrary  to  the  laws  of  that  State.  Has 
the  Government  any  more  right  to  distribute  a half  million  doses  of  germ 
killer  than  the  individual  citizens?  . . . 


( Texas  State  Journal  of  Medicine.  1920;  16[7]:305-306) 
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you  are  looking  for  a special  W way  to  tkank  your  colleagues 

tkis  k oliday  season,  consider  konoring  tkem  witk  a donation  to  tke  TMA 
Pkysicians  Benevolent  Fund.  Financed  entirely  tkrougk  generous  donations 
from  pkysicians  and  tkeir  spouses,  tke  Fund  assists  indigent  pkysicians  and 
tlieir  families  wko  are  unakle  to  work,  as  well  as  spouses  and  ckildren  of 
deceased  pkysicians  wko  kave  keen  left  witk  inadequate  means  of  support. 
Wken  you  contrikute  $25  or  more  per  person  to  tke  Fund,  TMA  sends  a 
kandsome  card  to  eack  colleague  you  designate,  indicating  tkat  tke  Pkysicians 
Benevolent  Fund  lias  received  a gift  from  you  in  kis  or  ker  konor. 
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• It’s  easy  to  do. 

• It’s  for  a very  good  cause. 

• It’s  a great  way  to  express  concern  for  your 
less-fortunate  fellow  TMA  memkers. 

• It’s  sure  to  make  you  feel  good. 

• And,  of  course,  it’s  tax-deductikle  as 
a ckaritakle  contrikution. 


Please  send  your  ckeck  today,  along  witk  tke  names  and  addresses  of  your 
colleagues,  to:  Pkysicians  Benevolent  Fund,  Texas  Medical  Association, 

401  West  15tk  Street,  Austin,  TX  78701. 

For  more  information,  call  (800)  880-1300,  Ext.  1470,  or  (512)  370-1470. 
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Tke  Texas  Med  ical  Association  Board  of  Trustees  manages  tke  Pkysicians  Benevo  lent 
Fund,  guided  ky  tke  Joint  Committee  on  Pkysicians  Benevolent  Fund  of  tke  Texas 
Medical  Association  and  7\Jliance. 
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Physician  work  force  in  Texas:  planning  for  the  future 


A number  of  proposals  have  been 
advanced  to  solve  the  shortage  of  pri- 
mary care  physicians  in  the  United 
States.  We  analyzed  the  supply  of  pri- 
mary care  and  nonprimary  care  physi- 
cians in  Texas  and  contrasted  work  force 
supply  with  projected  need.  Texas  has  a 
serious  shortage  of  primary  care  physi- 
cians and  an  adequate  supply  of  nonpri- 
mary care  specialists  only  in  major 
urban  areas.  We  also  analyzed  attitudes 
of  medical  students  in  and  graduates  of 
The  University  of  Texas  medical  schools 
to  assess  factors  that  influenced  their 
career  choices.  The  most  influential  fac- 
tors were  remarkably  similar  among  all 
groups  and  were  related  primarily  to 
personal  attributes  and  experience.  This 
study  assesses  the  current  physician  work 
force  in  Texas  and  suggests  means  by 
which  policy  can  be  decided  to  affect  the 
supply  and  distribution  of  physicians  in 
Texas. 


Also  contributing  to  this  article  were  members 
of  the  Institutional  Primary  Care  Tracking  Sys- 
tem Planning  Group:  Lynne  Kirk,  MD,  Wes 
Norred,  and  Robert  Youde  of  The  University 
of  Texas  Southwestern  Medical  Center  at  Dal- 
las; Billy  Ballard,  MD,  Barbara  Ferrell,  PhD, 
and  Steve  Spann,  MD,  of  The  University  of 
Texas  Medical  Branch  at  Galveston;  Nancy 
Hansel,  DrPH,  and  George  Oser,  PhD,  ofThe 
University  of  Texas  Health  Science  Center  at 
Houston;  and  Andrew  Diehl,  MD,  Don  Gray- 
don,  PhD,  and  Carlos  Moreno,  MD,  ofThe 
University  of  Texas  Health  Science  Center  at 
San  Antonio. 

Send  reprint  requests  to  Dr  Guckian,  Execu- 
tive Associate  for  Health  Policy  and  Planning, 
The  University  of  Texas  System,  601  Colorado 
St,  Austin,  TX  78701-2982. 

50 


James  C.  Guckian,  MD 
Marion  R.  Zetzman,  DrPH 
Charles  B.  Mullins,  MD 

Much  has  been  re- 
ported  about  the  physician 
work  force  in  the  United 
States,  the  shortage  of  primary  care 
physicians  (PCP),  and  the  oversupply 
of  nonprimary  care  specialists  (non- 
PCP).  Various  organizations  have  pre- 
sented proposals  to  reform  the  supply 
and  distribution  of  health  profession- 
als, stating  goals  for  the  percentage  of 
PCP  in  practice,  and  to  reform  under- 
graduate and  graduate  medical  educa- 
tion to  attain  these  goals.  While 
critical  data  to  support  these  goals  do 
not  exist,  they  have  been  widely 
accepted.  These  proposals  apply  to 
national  policy.  Few  contemporary 
studies  exist  concerning  the  physician 
work  force  required  and  how  to  meet 
those  needs  in  Texas.  Kennedy  and 
Spears  recently  published  data  on  sup- 
ply and  distribution  of  physicians  in 
Texas  (1).  The  purpose  of  this  article  is 
to  review  the  supply  and  needs  and  to 
analyze  how  medical  education  in 
Texas  can  best  meet  those  needs. 

Methods 

Data  from  1994  statistical  reports  of 
the  Association  of  American  Medical 
Colleges,  Texas  State  Board  of  Med- 
ical Examiners  (TSBME),  Texas 
Department  of  Health,  and  Texas 
Higher  Education  Coordinating 
Board  were  used  to  determine  the 
supply  of  physicians.  The  numbers  of 
physicians  practicing  in  Texas  exclude 
resident,  military,  inactive,  and 
administrative  physicians  at  that  time. 
Primary  care  physicians  are  defined  as 
family  practice,  general  practice,  gen- 
eral internal  medicine,  general  pedi- 
atrics, and  obstetrics-gynecology. 
Recent  models  of  “need”  for  physi- 
cians, which  included  the  impact  of 
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managed  care  on  utilization  of  ser- 
vices, provided  the  basis  on  which 
need  was  assessed  (2-4).  Each  of  the 
four  University  of  Texas  (UT)  System 
medical  schools  collect  and  maintain 
data  on  the  residency  matches  of  grad- 
uating medical  students.  These  data 
were  analyzed  for  the  years  1990 
through  1994.  The  total  number  of 
graduating  students  ranged  from  741 
in  1990  to  767  in  1994.  In  1994,  each 
UT  medical  school  began  administer- 
ing anonymous  questionnaires  to 
fourth-year,  second-year,  and  entering 
medical  students  and  to  graduates  in 
their  first  and  third  postgraduate  year 
of  training  and  5 and  10  years  post- 
MD  (questionnaires  available  on 
request).  All  questionnaires  were  con- 
solidated, tabulated,  and  analyzed. 

Results 

Supply  of  physicians 

Although  the  total  number  of  physi- 
cians practicing  in  Texas  has  increased 
and  the  number  of  physicians  per 

100,000  population  in  Texas  has 
increased  from  106  in  1970  to  160  per 

100,000  population  in  1994,  the 
numbers  ol  PCP  and  of  family  practi- 
tioners (including  general  practice)  per 

100,000  population  have  not  changed 
significantly  (60  and  26  per  100,000 
population,  respectively,  in  1994). 
Excluding  academic,  administrative, 
military,  and  inactive  physicians 
decreases  the  total  number  of  physi- 
cians per  100,000  population  in  1994 
to  143.  The  increase  in  physicians  peri 

100,000  people  has  been  predomi-j 
nantly  in  nonprimary  care  specialists 
(non-PCP).  Table  1 illustrates  the! 
number  and  specialty  of  practicing! 
physicians  in  Texas  in  1994. 

The  distribution  of  both  PCP  and 


Fig  1.  Percentage  of  medical  school  graduates  entering  indicated  resident  training  program  in 
1990  through  1995. 
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Table  1.  Practicing  physicians  in  Texas  in  1994.* 


Specialty 

No.  (%  of  total) 

No.  Per 

100,000  Population 

Primary  care 

11,012  (43) 

62 

Family  practice 

4,762  (18) 

26 

Internal  medicine 

2,898  (1  1) 

16 

(21%  reported  subspecialty) 

Pediatrics 

1,632  ( 6) 

9 

(9%  reported  subspecialty) 

Obstetrics-gynecology 

1,720  ( 7) 

10 

Nonprimary  care 

14,625  (57) 

81 

Anesthesiology 

1,629  ( 6) 

9 

Psychiatry 

1,501  ( 6) 

8 

General  surgery 

1,218  ( 5) 

7 

Orthopedic  surgery 

1,009  ( 4) 

6 

Ophthalmology 

818  ( 3) 

5 

Radiology 

813  ( 3) 

5 

Pathology 

696  ( 3) 

4 

Emergency  medicine 

717(3) 

4 

Others 

6,224  (24) 

33 

Total 

25,637 

143 

Source:  Texas  Department  of  Health  — Health  Professions  Resource  Center. 

* Excludes  residents,  academic,  and  administrative  physicians,  military,  and  inactive,  totaling  8,572. 
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non-PCP  was  heavily  skewed  in  1991 
(Table  2).  Four  counties  with  more 
than  1 million  population  had  71 
PCP  and  103  non-PCP  per  100,000 
people.  Yet,  the  fast-growing  sur- 
rounding suburban  areas  had  only  44 
PCP  and  35  non-PCP  per  100,000 
people.  The  number  of  physicians  per 
1 00,000  people  in  counties  with  less 
than  250,000  people  declined  in 
direct  relationship  to  population. 

In  1993,  Texas  had  about  twice  the 
number  of  positions  for  allopathic 
medical  students  per  100,000  popula- 
tion (6.5)  as  did  California  (3.4)  but 
only  two  thirds  the  number  of  New 
York  (9.5),  Pennsylvania  (9.2),  or  Illi- 
nois (9.2).  Texas  also  had  slightly 
more  resident  physicians-in-training 
per  100,000  population  (34)  than  did 
California  (30)  but  fewer  than  New 
York  (82),  Pennsylvania  (61),  or  Illi- 
nois (48).  Most  importantly,  the 
number  of  accredited  nonmilitary 
first-year  resident  positions  in  Texas 
(1  180)  was  less  than  the  annual  num- 
ber of  graduating  Texas  medical  stu- 
dents (data  not  shown). 

The  TSBME  reported  in  August 
1994  that  more  than  29,000  physi- 
cians practice  in  Texas.  About  46%  are 
graduates  of  Texas  medical  schools, 
36%  are  graduates  of  other  US 
schools,  and  18%  are  graduates  of 
schools  outside  of  the  United  States. 
Policy  analysis  has  demonstrated  pre- 
viously that  reducing  the  number  of 
medical  students  in  Texas  schools 
would  have  a negligible  effect  on  the 
number  of  physicians  practicing  in  the 
state  because  of  in-migration  of  physi- 
cians to  Texas  (5). 

Projected  need  for  physicians 

Based  on  models  of  need  (2-4),  the 

United  States  has  a significant  over- 
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Table  2.  Physician  supply  in  Texas  by  population  of  county  in  1991.* 


supply  of  physicians,  mostly  non-PCP 
(Table  3).  Conversely,  Texas  does  not 
have  an  oversupply  of  physicians  bur 
has  a shortage  of  PCP  and  either  an 
oversupply  or  an  adequate  supply  of 
non-PCP,  according  to  whose  model 
of  need  is  accepted.  Weiner’s  model 
suggests  that  the  need  for  non-PCP  is 
65  to  75  per  100,000  people  (3); 
Cooper’s  model  suggests  that  the  need 
is  90  to  100  per  100,000  population 
(4).  Using  Weiner’s  model,  the  spe- 
cialties in  Texas  that  clearly  exceed 
estimated  need  are  anesthesiologists 
and  psychiatrists.  No  definitive  data 
are  available  on  subspecialties  ol  inter- 
nal medicine  in  Texas  or  of  pediatrics 
in  Texas  or  in  the  United  States. 

If  the  supply  of  PCP  (62  per 
100,000  people)  falls  short  of  Weiner’s 
estimated  need,  the  distribution  of 
PCP  in  Texas  is  even  worse.  Only  the 
four  counties  with  populations  greater 
than  1 million  people  had  an  adequate 
supply  of  both  PCP  and  non-PCP  in 
1991.  The  actual  number  of  PCP 
required  to  meet  the  need  in  rural 
areas,  however,  is  not  great.  According 
to  the  Texas  Department  of  Health, 
approximately  250  strategically  placed 
physicians  could  meet  the  basic  need 
in  all  Texas  shortage  areas,  both  rural 
and  urban.  For  example,  roughly  45 
PCP  placed  strategically  in  the  49 
rural  counties  in  Texas  with  no  physi- 
cian or  only  1 physician  could  meet 
the  need  of  203,000  Texans. 

University  of  Texas  System  (UT) 
medical  student  primary  care 
residency  selections,  1990-1995 
The  percentage  of  students  entering 
training  in  family  practice  increased 
from  12%  in  1992  to  17%  in  1995  (Fig 
1).  The  percentage  of  students  match- 
ing in  internal  medicine,  pediatrics,  and 
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Population 
(number  of  counties) 

Primary  Care  Physicians 

Per  100,000  People 

Other  Specialists 

Per  100,000  People 

All  counties 

60 

75 

Counties  with  > 1 million  (4) 

71 

103 

Surrounding  counties 
containing  > 1 million  (14) 

44 

35 

Counties  between  250,000 
and  1 million  (10) 

58 

74 

Metropolitan  counties 
with  less  than  250,000  (21) 

61 

88 

Urbanized  counties  with 

20,000  or  more  (14) 

54 

54 

Counties  between  2,500 
and  20,000  (135) 

43 

21 

Counties  with  < 2,500  (56) 

24 

6 

‘Adapted  from  Kennedy  and  Sp 

ears  (1). 

Table  3-  Physician  supply  per  100,000  population  in  Texas. 

Specialty 

Adjusted  Staff 
HMO  Need* 

1992 

US  Supply* 

1994 

Texas  Supply  (%)t 

Primary  Care 

78 

77 

62  (43) 

Family  practice 

18 

29 

27 

Internal  medicine 

31 

23 

16 

Pediatrics 

17 

13 

9 

Obstetrics-gynecology 

12 

11 

10 

Specialties 

68 

94 

81  (57) 

Internal  medicine  subspecialties 

15 

18 

NA 

Anesthesiology 

5 

9 

9 

Psychiatry 

5 

12 

8 

General  surgery 

6 

11 

7 

Orthopedics 

5 

7 

6 

Ophthalmology 

3 

6 

5 

Radiology 

7 

9 

5 

Pathology 

2 

4 

4 

Emergency  medicine 

5 

6 

4 

Others 

15 

12 

NA 

Total 

146 

171 

143 

‘Adapted  from  Weiner  (3). 
t Texas  Department  of  Health,  1994. 
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Table  4.  Choice  of  specialty  of  UT  System  medical  students. 


Specialty  (n 

Seniors,  % 

= 701,  88%  return) 

Mean  Ranking 

By  Sophomores 
(n  = 570,  71%  return) 

Interest  of  Freshman,  % 
(n  = 751,  94%  return) 

Family  practice 

16  (7.0-21.5)* 

1.3 

General  internal 

12  (9.5-13.5) 

2.0 

medicine 

General  pediatrics 

9 (1.9-11.8) 

4.3 

Obstetrics/ 

6 (4.4-8. 6) 

5.1 

gynecology 

Total  primary  care 

43 

39 

General  surgery 

9 (5.6-13.5) 

7.1 

Anesthesiology 

8 (7.6-8. 9) 

14.4 

Emergency  medicine 

5 (4.5-5. 9) 

6.4 

Internal  medicine 

4 (2. 2-5. 9) 

2.8 

subspecialty 

Radiology 

4 (2. 2-7.6) 

12.4 

Orthopedic  surgery 

3 

12.1 

Urology 

3 

20.3 

Otolaryngology 

2 

15.6 

Pediatric  subspecialty 

2 

8.4 

Ophthalmology 

2 

14.4 

Other  surgical 

1 

7.6 

subspecialty 

All  others 

13 

25 

Undecided 

1 

13.0 

36 

* Range  among  four  schools. 


Table  5.  Mean  ranking  of  factors  influencing  specialty  preference  of  medical  students. 


Seniors 

Sophomores 

Type  of  relationships  with  patients 

1.5 

1.3 

Intellectual  content 

2.3 

8.9 

Challenge 

3.0 

3.5 

Fit  with  skills 

4.3 

3.4 

Physician  role  model 

5.8 

6.3 

Past  personal  experience 

6.0 

5.1 

Controllable  lifestyle 

6.0 

3.0 

Opportunity  to  perform  procedures 

8.3 

9.1 

, Favorable  clerkship  experience 

8.8 

— 

Opportunity  for  continuity  of  care 

9.8 

9.0 

Always  wanted  that  specialty 

10.5 

9.8 

Employment  opportunities 

12.8 

13.4 

Desired  location  of  practice 

13.8 

11.1 

Income  potential 

14.0 

10.8 

Length  of  graduate  training 

15.0 

13.5 

Encouragement  of  faculty 

15.3 

18.6 

Encouragement  of  family 

18.3 

16.5 

Encouragement  of  spouse 

18.3 

19.1 

Prestige 

19.0 

16.0 

Indebtedness 

19.5 

18.1 

i Encouragement  of  other  students 

20.5 

20.3 

Medical  school  curriculum 

20.8 

16.4 

obstetrics-gynecology  remained  un- 
changed. Since  1990,  the  percentage  of 
students  entering  any  one  of  the  four 
primary  care  specialties  has  increased 
gradually  to  53%  in  1995. 

About  60%  of  Texas  medical 
school  graduates  choosing  training  in 
primary  care  entered  a residency  pro- 
gram in  Texas. 

UT  System  medical  student  survey 
regarding  choice  of  specialty 
For  1994,  approximately  16%  of 
senior  students  plan  a career  in  family 
practice;  12%,  in  general  internal  med- 
icine; 9%,  in  general  pediatrics;  and 
6%,  in  obstetrics-gynecology,  for  a 
total  of  43%  in  primary  care  (Table  4). 
The  potential  excesses,  in  comparison 
to  “projected  need,”  are  found  in  anes- 
thesiology and  general  surgery.  Second- 
year  students  ranked  individual  career 
choices,  in  descending  order  of  prefer- 
ence, as  family  practice,  general  inter- 
nal medicine,  internal  medicine 
subspecialty,  general  pediatrics,  and 
obstetrics-gynecology.  About  39%  of 
matriculating  students  indicated  a 
career  choice  in  primary  care,  and  36% 
were  undecided.  Although  longitudi- 
nal data  tracking  individual  students 
are  not  yet  available,  the  balance  of  stu- 
dents appears  not  to  be  changing  orig- 
inal career  choices  from  primary  care  to 
other  specialties.  For  example,  39%  of 
matriculants  indicated  a preference  for 
primary  care,  and  43%  of  fourth-year 
students  made  the  same  choice. 

The  ranking  of  factors  that  influ- 
enced specialty  preference  was  quite 
similar  for  seniors  and  sophomores 
(Table  5). 

More  than  one  half  of  fourth-year 
students  changed  their  choice  of  spe- 
cialty after  the  second  year  of  medical 
school.  Of  those  who  changed,  the 
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most  important  factors  noted  were 
another  specialty  was  more  fulfilling, 
original  choice  inconsistent  with  per- 
sonality, original  choice  too  demand- 
ing, unfavorable  clerkship  experience, 
did  not  like  the  type  of  patients,  and 
not  enough  challenge  (Table  6). 
Among  the  least  important  factors  in 
changing  career  choice  were  discour- 
agement from  faculty,  insufficient 
income,  and  lack  of  prestige. 

About  20%  of  both  fourth-  and  sec- 
ond-year students  plan  to  practice  in  a 
rural  area  or  small  town,  or  in  an  inner- 
city  location  (Table  7).  About  15%  of 
students  are  undecided  about  practice 
location.  Twenty- two  percent  of  students 
entering  a UT  medical  school  in  1994 
were  from  rural  areas  or  small  towns. 
Only  about  1 5%  of  second-  and  fourth- 
year  medical  students,  however,  plan  to 
practice  in  rural  areas  or  small  towns.  A 
surprising  response  was  that  less  than  one 
half  of  fourth-year  and  second-year  stu- 
dents planned  to  practice  in  Texas,  even 
though  almost  90%  of  students  are  resi- 
dents of  Texas;  16%  of  students  have  not 
decided  where  they  may  wish  to  practice. 

Responses  to  questionnaires  sent  to 
medical  school  graduates  are  shown  in 
Tables  8 and  9.  The  distribution  of 
graduates  in  practice  among  specialties 
and  among  geographic  locations  was 
remarkably  similar.  Their  responses 
were  similar  also  to  those  of  fourth-year 
students  and  residents,  except  that  a 
higher  proportion  of  the  respondents  5 
and  10  years  post-MD  were  practicing 
in  urban  or  inner-city  settings.  Like- 
wise, the  ranking  of  factors  influencing 
specialty  preferences  was  almost  identi- 
cal for  physicians  in  practice,  in  train- 
ing, and  graduating  from  medical 
school.  Only  4%  to  6%  of  physicians 
changed  careers  or  career  goals  after 
graduating  from  medical  school. 


Table  6.  Mean  ranking  of  factors  influencing  change  of  earlier  specialty  choice 
(senior  students  only,  n = 369). 


Another  specialty  more  fulfilling 

1.0 

Inconsistent  with  personality 

2.3 

Too  demanding  ol  time/effort 

3.0 

Unfavorable  clerkship  experience 

3.8 

Other 

5.3 

Did  not  like  type  ol  patients 

6.0 

Not  enough  challenge 

6.5 

Length  and  cost  of  residency 

8.3 

Excessive  emotional  stress 

9.5 

Difficulty  getting  residency 

10.5 

Overcrowding  in  field 

10.8 

Discouragement  from  faculty 

12.5 

Malpractice  costs 

13.3 

Insufficient  income  potential 

13.5 

Discouragement  Irom  family 

15.3 

Lack  of  required  ability 

15.5 

Lack  of  prestige 

16.0 

Discouragement  of  other  students 

18.0 

Table  7.  Preference  of  practice  location  of  medical  students. 

Percent  of 

Seniors 

Percent  of 
Sophomores 

Hometown  of 
Freshman 

Type  of  locale 

Rural/small  town 

14 

15 

22 

Suburban 

36 

36 

40 

Urban 

32 

28 

33 

Urban/inner  city 

4 

4 

5 

Undecided 

13 

15 

— 

Geographic  location 

Texas 

46 

43 

Other 

38 

41 

Undecided 

16 

16 

Discussion 

Several  conclusions  can  be  derived 
from  this  analysis  of  supply  and  need: 

• Texas  has  the  appropriate  number 
of  medical  school  positions.  Most 
of  the  increase  in  PCP  in  Texas 
from  1981  to  1991  was  attribut- 
able to  graduates  of  Texas  medical 


schools  (1).  Reduction  in  Texas 
medical  school  enrollment,  there- 
fore, likely  would  reduce  the  sup- 
ply of  future  PCP  in  the  state.  If  in 
the  future  the  supply  of  physicians 
in  Texas  is  deemed  to  be  excessive, 
reduction  of  the  number  of  med- 
ical school  positions  will  have  little 
impact  on  the  number  of  practic- 
ing physicians  (5).  Supply  must  be 
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Table  8.  Characteristics  of  respondents  to  medical  school  graduate  survey. 


PY’  1 
(n  = 298, 
return  rate  40%) 

PY  3 
(n  = 278, 
(return  rate  37%) 

5 Years 
Post-MD 
(n  = 321, 
(return  rate  42%) 

10  Years 

Post-MD 
(n  = 306, 
(return  rate  40%) 

Specialty 

Percent 

Family  practice 

14 

12 

12 

15 

Internal  medicine 

13 

16 

7 

8 

Pediatrics 

10 

8 

7 

8 

Obstetrics-gynecology 

6 

6 

6 

6 

Total  primary  care 

43 

42 

32 

37 

Anesthesiology 

7 

8 

8 

8 

Radiology 

7 

4 

7 

4 

General  surgery 

5 

5 

3 

6 

Emergency  medicine 

5 

4 

5 

6 

Internal  medicine 

6 

8 

9 

7 

subspecialty 

Pathology 

4 

4 

1 

3 

Pediatric  subspecialty 

3 

2 

4 

4 

Psychiatry 

4 

5 

7 

4 

Ophthalmology 

3 

3 

2 

1 

Surgical  subspecialty 

2 

3 

2 

6 

Orthopedics 

2 

5 

3 

3 

Not  in  practice 

— 

— 

3 

3 

Type  of  locale 
(preference  or  actual) 

Rural/small  town 

14 

12 

19 

20 

Suburban 

47 

47 

21 

25 

Urban 

25 

28 

41 

41 

Urban/inner  city 

2 

1 

14 

10 

Undecided 

10 

11 

— 

— 

Geographic  location 

Texas 

50 

42 

43 

58 

Outside  Texas 

34 

46 

57 

42 

Undecided 

16 

12 

— 

— 

■PY  = postgraduate  year. 


controlled  by  national  policy 
regarding  physicians  graduating 
outside  of  the  United  States. 

Texas  has  the  appropriate  total 
number  of  practicing  physicians  to 
meet  the  needs  but  has  a shortage 
and  maldistribution  of  primary 
care  physicians.  Weiner’s  adjusted 


HMO  model  of  need  accounts  for 
utilization  of  services  that  might 
differ  from  that  of  a staff-model 
HMO  (3).  Although  not  consid- 
ered when  estimating  need  for 
physicians  in  regions  of  Texas,  our 
estimates  of  need  for  the  state  as  a 
whole  include  these  adjustments. 
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Numerous  authors  have  ques- 
tioned the  validity  of  relating  need 
for  physicians  to  the  ratio  of  physi- 
cians to  population.  Likewise, 
relating  physician  density  to  need 
within  geographic  boundaries 
introduces  arbitrary  limits.  Never- 
theless, physician  density  within  an 
area,  with  adjustments  based  on 
the  demographics  of  the  popula- 
tion to  be  served,  may  be  the  best 
estimate  of  need. 

Texas  has  a deficit  of  first-year  resi- 
dent positions  in  primary  care. 
Texas  Education  Code  contains  a 
goal  that  50%  of  first-year  resident 
positions  should  be  in  primary  care. 
The  UT  medical  schools  have 
achieved  this  goal.  The  statute  con- 
tains also  a goal  that  23%  of  first- 
year  positions  should  be  in  family 
practice.  Only  1 7%  of  first-year  res- 
ident positions  in  Texas  are  cur- 
rently in  family  practice,  and  to 
achieve  the  goal  of  25%  would 
require  that  Texas  export  family 
practice  trainees  to  other  states  with 
the  hope  that  they  may  return  to 
Texas.  Note  that  the  percentage  of 
UT  graduates  entering  family  prac- 
tice training  has  increased  from 
12%  to  17%  in  the  last  2 years. 
Medical  schools  and  policy-makers 
need  a systematic  method  of  track- 
ing graduates  from  medical  school 
and  from  all  residency  training 
programs  in  Texas.  Tracking  proba- 
bly will  never  account  for  all  grad- 
uates as  graduates  of  medical 
schools  and  resident  training  pro- 
grams leave  Texas,  do  not  return, 
and  do  not  maintain  a Texas 
license.  The  most  workable  system 
might  be  to  provide  the  TSBME 
an  annual  database  of  medical 
school  graduates  and  to  inquire  on 
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the  application  or  annual  renewal 
form  for  licensure  (TSBME)  where 
the  physician  completed  his  or  her 
training.  These  data  would  allow 
the  TSBME  to  determine  the 
number  of  Texas  medical  school 
graduates  who  are  not  licensed  in 
Texas  (and  supposedly  reside  and 
practice  elsewhere)  and  the  num- 
ber licensed  who  either  do  or  do 
not  reside  in  Texas.  Such  data 
would  also  allow  the  TSBME  to 
track  graduates  of  Texas  training 
programs  who  are  licensed  in 
Texas,  regardless  of  where  they 
attended  medical  school. 

Cooper  recently  challenged  the 
widely  held  “50%  rule”  and  argued 
that  the  goal  for  the  national  resident 
physician  work  force  should  be  33% 
PCP  and  67%  non-PCP,  with  a cap  on 
the  number  of  first-year  resident  train- 
ing positions  at  125%  rather  than 
110%  of  the  number  of  graduating 
medical  students  per  year  (4).  These 
recommendations  present  two  major 
problems.  First,  physician  supply  in 
the  year  2012  would  far  exceed  the 
need.  Second,  the  projected  number  of 
PCP  would  be  sufficient,  but  the 
number  of  non-PCP  would  far  exceed 
the  need.  We  suggest  that  a better 
national  goal  might  be  to  have  40%  of 
resident  physicians  in  primary  care  and 
to  cap  the  number  of  first-year  resident 
training  positions  at  1 10%  of  the 
number  of  graduating  medical  stu- 
dents in  the  United  States.  Since  43% 
of  senior  students  in  UT  medical 
schools  plan  a career  in  primary  care 
and  because  the  “pipeline”  for  supply 
of  physicians  is  long,  UT  medical 
schools  may  have  already  achieved  the 
necessary  balance  of  PCP  and  non- 
PCP  for  the  year  2005  and  beyond.  A 
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Table  9.  Top  three  factors  most  influential  in  graduates’  choice  of  specialty. 


PY*  1 

PY  3 

5 Years  Post-MD 

1 0 Years  Post-MD 

Relationship  with  patients 

13.0 

14.2 

13.7 

13.3 

Intellectual  content 

11.8 

13.6 

14.0 

11.9 

Fit  with  skills 

8.9 

9.2 

10.4 

13.0 

Controllable  lifestyle 

9.0 

11.8 

10.7 

8.5 

Challenge 

8.2 

6.6 

7.9 

8.6 

Physician  role  model 

6.8 

6.9 

6.6 

8.3 

Opportunity  for  continuity  of  care 

7.3 

4.9 

4.0 

4.7 

Past  personal  experience 

6.4 

4.6 

4.8 

5.2 

Favorable  clerkship  experience 

5.4 

5.2 

5.7 

6.5 

Opportunity  to  perform  procedures 

5.4 

7.3 

7.2 

6.0 

Always  wanted  specialty 

4.0 

4.0 

3.3 

4.1 

Employment  opportunities 

2.8 

3.5 

2.0 

1.7 

Income  potential 

2.6 

1.9 

2.1 

0.9 

Length  of  graduate  training 

2.1 

1.6 

1.2 

0.8 

Desired  location  of  practice 

1.5 

0.8 

1.2 

1.1 

Encouragement  of  faculty 

1.0 

0.7 

2.2 

2.3 

Indebtedness 

0.7 

0.6 

0.9 

0.5 

Prestige 

0.9 

0.7 

0.2 

0.5 

Medical  school  curriculum 

0.7 

0.4 

1.0 

0.7 

Encouragement  of  spouse 

0.4 

0.7 

0.5 

0.9 

Encouragement  of  family 

0.4 

0.7 

0.1 

0.6 

Encouragement  of  other  students 

0 

0.1 

0.4 

0 

*PY  = postgraduate  year. 


policy  for  Texas  limiting  the  number 
of  nonprimary  care  resident  positions 
is  unworkable,  however,  because  resi- 
dept  training  is  a national  enterprise. 
Imposing  state  limits  will  only  drive 
Texas  students  out-of-state  to  achieve 
their  career  goals  in  specialties  other 
than  primary  care. 

The  findings  in  this  study  regard- 
ing attitudes  of  students  and  graduates 
about  careers  or  goals  were  similar  to 
data  reported  previously  from  other 
American  medical  schools  (6-8).  Sur- 
veys of  generalist  physicians  who  grad- 
uated from  medical  schools  that 
produced  higher  percentages  of  PCP 
established  that  personal  values,  resi- 
dency training  experience,  role  models 
before  and  during  medical  school, 
clerkship  experience,  and  desired 
practice  setting  was  influential  in  deci- 
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sions  to  enter  primary  care  (6).  These 
physicians  felt  that  magnitude  of 
indebtedness,  marital  status,  parental 
preference,  policies  or  mission  of  the 
medical  school,  and  income  potential 
were  not  influential  factors.  Senior 
students  in  other  studies  rated  helping 
people,  clerkship  experience,  intellec- 
tual content  or  challenge,  house  offi- 
cer, preceptor,  types  of  patients, 
consistent  with  personality,  and 
matching  of  skills  as  the  most  influen- 
tial factors  in  career  selection  (7,8). 
They  ranked  prestige,  income  poten- ! 
tial,  length  of  residency,  ease  of  getting 
a residency,  stress,  lifestyle,  and  debt 
as  least  influential. 

The  impact  of  indebtedness  on 
career  choice  is  controversial.  Accu- 
mulated educational  debt  was  a strong 
influence  on  some  graduates,  and  the; 


magnitude  of  debt  above  $75,000 
correlated  with  the  likelihood  of 
choosing  a nonprimary  care  specialty. 
The  overall  impact  of  debt,  however, 
was  not  great  (9).  More  than  80%  of 
those  whose  career  choices  were  other 
than  primary  care  indicated  that  debt 
had  only  moderate  to  no  influence  on 
their  choices.  The  influence  of  debt  on 
i career  choice  of  UT  medical  students 
and  graduates,  likewise,  was  minimal, 
even  though  the  mean  indebtedness  of 
$52,000  to  $58,000  in  1993  was  sim- 
ilar to  the  national  mean;  however,  the 
influence  of  indebtedness  on  students 
who  choose  “support”  specialties 
appears  to  be  greater  than  for  those 
choosing  generalist,  medical,  or  surgi- 
cal specialties  (9,10).  A survey  of  1993 
senior  medical  students  at  six  other 
medical  schools  indicated  that  income 
expectations  were  quite  different  for 
those  choosing  primary  care  and  non- 
primary care  careers  (11),  and  income 
prospects  for  students  entering  surgi- 
cal and  “support”  specialties  were 
more  influential  in  their  career  choice 
than  for  those  entering  generalist  or 
medical  specialties  (8).  Additionally, 
of  those  who  chose  nonsurgical,  non- 
primary care  specialties,  30%  or  more 
said  that  they  would  change  to  pri- 
mary care  if  their  expected  income 
were  higher,  their  work  hours  fewer, 
and  their  debt  repaid  (11). 

This  study,  as  well  as  others,  indi- 
cated that  many  students  change  their 
choice  of  careers  during  the  last  2 
years  of  school.  The  factors  influenc- 
ing change  in  choice  of  specialty 
among  UT  students  related  predomi- 
nantly to  personal  preferences  and  a 
; physician  role  model.  The  role  model 
may  have  been  a faculty  member;  the 
questionnaire  did  not  differentiate 
faculty  and  nonfaculty. 


About  22%  of  the  UT  students 
matriculating  in  1994  came  from 
rural  areas  or  small  towns,  while  only 
about  15%  of  sophomore  and  senior 
students  plan  to  practice  in  rural  areas 
or  small  towns.  Characteristics  of 
these  separate  groups  of  students  may 
differ,  and  follow-up  of  first-year  stu- 
dents will  be  important  to  determine 
their  ultimate  practice  sites  because 
students  probably  also  change  their 
choice  of  practice  location.  Surpris- 
ingly, 38%  to  41%  of  students  plan  to 
practice  outside  of  Texas,  and  16%  of 
students  were  undecided  as  to 
whether  they  would  practice  in  Texas. 
This  finding  was  unexpected  but  fits 
with  the  fact  that  more  than  65%  of 
UT  students  leave  Texas  for  graduate 
training,  and  42%  and  56%  of 
respondents  5 and  10  years  post-MD 
are  practicing  outside  of  Texas.  Still, 
73%  of  the  practicing  graduates  of 
UT  medical  schools  licensed  by  the 
TSBME  are  practicing  in  Texas.  The 
percentage  of  graduates  who  practice 
outside  of  Texas  and  who  are  not 
licensed  by  TSBME  is  unknown. 

Finally,  estimating  need  for  physi- 
cians and  designing  a strategy  that 
meets  but  does  not  exceed  that  need  is 
difficult.  The  period  between  imple- 
menting a strategy  and  the  time  when 
the  impact  of  that  strategy  can  be 
quantified  depends  on  where  during 
the  medical  education  process  the 
strategy  is  focused.  The  closer  to  the 
time  that  physicians  enter  indepen- 
dent practice,  the  more  immediate  the 
impact.  The  effect  of  focusing  strategy 
on  medical  students  will  require  5 to 
10  years  to  observe.  For  these  reasons, 
a spectrum  of  strategies  during  under- 
graduate and  graduate  medical  educa- 
tion can  have  both  a short-  and 
long-term  impact,  can  best  meet  the 


needs  of  Texas,  and  have  been  recom- 
mended by  the  UT  System,  the  Texas 

Medical  Association,  and  the  primary 

care  professional  societies  in  Texas. 
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Is  obstetrics-gynecology  a primary  care  specialty? 


Suddenly  everyone  wants  more  pri- 
mary care  physicians.  For  several  years, 
we  collected  data  from  senior  medical 
students  to  relate  their  attitudes  and 
beliefs  about  several  clinical  problems 
common  to  primary  care  to  their  choices 
of  residencies.  Because  the  Texas  Medical 
Associations  Special  Committee  on  Pri- 
mary Care  included  obstetrics-gynecol- 
ogy as  a primary  care  specialty,  we 
reviewed  our  data  to  see  if  the  personal 
traits  and  professional  role  characteris- 
tics of  seniors  choosing  obstetrics-gynecol- 
ogy  differed  materially  from  those  of 
seniors  choosing  family  medicine,  inter- 
nal medicine,  or  pediatrics.  Results  of 
this  analysis  put  obstetrics-gynecology 
about  as  firmly  in  the  primary  care 
group  as  if  the  experimental  design  had 
planned  it  that  way. 


From  the  Department  of  Community  Medi- 
cine, Baylor  College  of  Medicine,  Houston, 
Tex.  Send  reprint  requests  to  Dr  Merrill, 
Department  of  Community  Medicine,  Suite 
650E,  One  Baylor  Plaza,  Houston,  TX  77030. 


Joseph  M.  Merrill,  MD 
Ron  Lorimor,  PhD 
Lila  Laux,  PhD 

The  Texas  Medical 

Association’s  Special  Commit- 
tee for  Primary  Care  included 
obstetrics-gynecology  (OB-GYN)  in 
its  proposal  to  increase  the  number  of 
state-supported  primary  care  residency 
positions  (1).  For  several  years,  we 
have  been  surveying  senior  medical 
students  to  match  their  personal  char- 
acteristics and  professional-role  traits 
to  the  residencies  they  choose.  The 
state  and  national  shortage  of  primary 
care  physicians  has  focused  our  interest 
on  defining  who  a “generalist"  physi- 
cian is.  Therefore,  we  examined  our 
data  to  see  if  senior  medical  students 
choosing  OB-  GYN  for  their  specialty 
training  differ  from  those  choosing 
one  of  the  three  specialties  usually  des- 
ignated primary  care,  ie,  family  medi- 
cine, internal  medicine,  or  pediatrics. 

Methods 

Senior  medical  students  of  the  classes 
from  1989  through  1994  (n=2150) 
from  five  American  schools  (four  pri- 
vate and  one  public)  located  in  three 
different  geographical  areas  (the 
Southwest,  Southeast,  and  Midwest) 
completed  a questionnaire  containing 
a battery  of  personal  and  professional- 
role  traits  (2).  Students  responded  to 
statements  on  all  measures  using  Lik- 
ert-type scales  with  seven  anchor 
points.  Using  the  method  of  paired 
comparisons,  seniors  indicated  their 
career  choices  from  10  possible  med- 
ical specialties. 

Results  and  discussion 

Of  1957  senior  medical  students  sur- 
veyed, 37%  were  female  and  63% 
male.  For  their  residency  choice,  179 
(8.3%)  of  the  students  (60%  female 


Jack  Thornby,  PhD 
Carlos  Vallbona,  MD 


and  40%  male)  listed  OB-GYN.  On 
13  of  the  17  scales  used  in  the  study, 
after  correction  for  gender  influence, 
statistically  significant  differences 
were  recorded  between  OB-  GYN  and 
one  or  more  of  the  other  specialties. 
Students  entering  OB-GYN  differed 
most  from  those  entering  surgical  sub- 
specialties and  radiology  (7  measures 
each),  pathology  (6  measures),  and 
anesthesia  (5  measures).  When  com- 
pared with  students  entering  these 
specialties,  students  entering  OB- 
GYN  were  generally  less  authoritar- 
ian, relied  less  on  high-tech  medicine, 
were  less  Machiavellian,  and  less 
depressed.  At  the  same  time,  they 
tended  to  be  more  sensitive  to 
patients;  they  expressed  a stronger 
need  to  present  themselves  in  a 
socially  desirable  way  and  had  a more 
positive  orientation  to  patients’  psy- 
chological problems. 

Family  medicine,  pediatrics,  and 
internal  medicine  are  the  usual  spe- 
cialties designated  as  primary  care.  To 
determine  how  OB-GYN  fares  when 
compared  with  these  specialties,  we 
combined  the  scale  scores  of  students 
entering  these  three  primary  care  spe- 
cialties into  a single  subgroup.  T his 
comparison  showed  that  students 
entering  OB-GYN  differed  signifi- 
cantly on  only  3 of  the  17  measures 
from  the  primary  care  group:  OB- 
GYN  students  were  more  negative 
toward  patients’  psychological  prob- 
lems (Tc.Ol),  more  Machiavellian  (P 
<.004),  and  more  externally  con- 
trolled {P  <.0005). 

But  there  is  another  way  of  exam- 
ining the  question,  “Is  OB-GYN  a 
primary  care  specialty?”  Obstetrics- 
gynecology  is  a specialty  that  com- 
bines both  the  surgical  and  the 
nonsurgical  dimensions  of  medical 
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practice.  Therefore,  it  seemed  perti- 
nent to  ask  students  what  they  would 
choose  for  a residency  if  they  were  not 
going  into  OB-GYN.  We  did  this  and 
found  that  82  (48%)  students  expect- 
ing to  enter  OB-GYN  listed  surgery 
(or  one  of  its  subspecialties)  as  their 
alternate  choice;  61  (36%)  listed  a pri- 
mary care  specialty;  21  (12%)  listed 
either  anesthesia,  radiology,  or  pathol- 
ogy; and  6 (4%)  listed  psychiatry. 

In  the  past,  surgery  has  been  a 
domain  dominated  by  men,  and 
women  have  tended  to  enter  pedi- 
atrics or  another  nonsurgical  specialty. 
For  this  reason,  we  compared  the  sec- 
ond choice  of  residency  of  both  men 
and  women  whose  first  choice  was 
OB/GYN.  Of  the  students  who  listed 
surgery  as  their  second  choice,  the 
female-to-male  ratio  was  1 . 1 : 1 .0;  but 
of  those  who  listed  primary  care,  the 
ratio  was  2. 3: 1.0.  The  data  evaluating 
second  choices  lend  support  to  the 
view  that,  in  general,  women  entering 
OB-GYN  are  attracted  by  the  oppor- 
tunity to  care  for  the  whole  patient 
whereas  men  are  attracted  by  the  sur- 
gical aspects. 

The  effect  of  gender  was  strength- 
ened by  comparing  scale  scores.  Men 
entering  OB-GYN  who  listed  surgery 
as  their  second  specialty  choice  scored 
higher  on  self-esteem,  authoritarian- 
ism, intolerance  to  clinical  uncer- 
tainty, reliance  on  high-tech  medicine, 
and  Machiavellianism.  The  women 
who  listed  surgery  as  their  second 
choice,  when  compared  with  the  men, 
were  much  more  conscious  of  the 
importance  of  managing  the  image 
they  project  to  patients,  ie,  they  scored 
higher  on  self-monitoring  (P<. 02), 
! social  desirability  (P<. 02),  and  sensi- 
tivity (P<.06)  than  did  their  male 
counterparts. 


Conclusions 

Among  these  senior  medical  students, 
the  likelihood  of  a woman  choosing 
OB-GYN  for  a residency  was  1.3 
times  greater  than  that  of  a man. 
Women,  when  asked  to  give  their  sec- 
ond choice  of  specialty,  were  as  likely 
to  choose  a primary  care  residency 
(41%)  as  a surgical  residency  (42%). 
But  men  were  twice  as  likely  to  choose 
surgery  and  its  subspecialties  (58%)  as 
they  were  to  choose  primary  care 
(28%).  To  answer  the  question  of 
whether  or  not  OB-GYN  is  a primary 
care  specialty,  we  found  the  best  evi- 
dence in  the  professional  personality 
profile.  Even  after  correction  for  gen- 
der, future  OB-GYN  practitioners 
were  more  closely  akin  to  students 
entering  primary  care  specialties  than 
to  students  entering  nonprimary  care 
specialties.  Our  data  confirm  the  spe- 
cial committee’s  wisdom  of  including 
OB-GYN  in  the  primary  care  group 
of  specialties.  After  all,  for  many 
women  in  their  childbearing  years,  an 
obstetrician-gynecologist  is  already 
their  primary  care  physician. 
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Allergy 

HEADACHE  & MIGRAINE  CLINIC  (Established  1984) 

(Rhinology-AJlergy-Nutrition-Stress) 

S.  Hoover,  MD,  Director  (Oto-RhinolaryngoIogist-allergist) 

Concept  of  treatment  outlined  & published  in  International  Rhinology  Supp.  2 1987,  J of 
Japan  Rhi nolog  Soc  Vol.  30-  1 (1991),  The  New  Frontiers  of  ORL  in  Europe  II  (1992) 
Menduzzi  Editore. 

All  Chronic  recurrent  headaches  are  treated  (namely  Migraines,  Cluster  Headaches,  Ten- 
sion, sinus,  everyday  headaches,  exercise  & Premenstrual  headaches). 

We  treat  the  CAUSES  that  trigger  the  trigiminal  vascular  system  medically  & surgically;  we 
do  NOT  give  narcotics,  analgesics,  antidepressants,  sedatives,  muscle  relaxants.  Nor  amit- 
ryptalines,  cafe-ergot,  methylesergide,  limitrex  (sumariptan)  nor  B Blockers. 

1/45  N.  Frwy.  Hermann  Prof.  Building  7324  SW  Frwy  @ Fondren 

150  W.  Parker  Rd.  6410  Fannin  ArenaTower  II  #755 

Houston  77076  Houston  77030  Houston  77074 

Tel.  713  MIGRAINE  or  713  694-818G,  FAX  713  691-3312 


TX-AN  PAIN  MANAGEMENT,  L.L.P. 

Diplomate  American  Board  of  Anesthesiology 
A.B.A.  Certified  in  Pain  Management 
Neil  J.  Atlin,  DO 
Jacob  Roffe,  MD 

9 Medical  Parkway,  Suite  103,  Dallas,  Texas  75234 
Telephone  (214)  488-8926 

Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 

Anesthesiology 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

XOCHITL  B.  SANCHEZ,  MD 

Pain  Management  - Anesthesiology  - Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Intraspinal  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 
Dallas,  Texas  75230  Answered  24  hours 

EDWARD  A.TALMAGE,  MD,  FAC  PM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 
Spinal  Cord  Stimulation  Implants 
Intra-Thecal  Opiate  Delivery  Systems 
Thermography 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(713)  496-1006 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B 1 1 6,  Dallas,  Texas  75230; 

214  661-7010 


Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS 

George  F.  Cravens,  MD,  PA 
Thomas  R.  Donner,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  817  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 
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Ophthalmology 

LOUIS  M.ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 


2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


Orthopedic  Oncology 


RICHARD  G.  BUCH,  MD,  FAAOS,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Fellowship  Trained  Orthopedic  Oncology 
Limb  Salvage  Surgery 

Musculoskeletal  Tumors,  Chronic  Infections,  Complex  Joint  Reconstructions 

5939  Harry  Hines,  Suite  530 
St.  Paul  Professional  Bldg.  II 
Dallas,  Texas  75235 
214  879-6299 


Orthopedic  Surgery 

W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray.  Lawson,  MD  Richard  D.  Schubert,  MD 
Robert  D.  Vandermeer,  MD  John  A.  Baker,  MD 

R.  Stephen  Curtis,  MD  James  R.  Sackett,  MD 
William  A.  Bruck,  MD  Daniel  E.  Cooper,  MD 
W.Z.  Burkhead,  Jr.,  MD  Paul  C.  Peters,  Jr.,  MD 
A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 


THE  BONE  & JOINT  CLINIC 

1651  West  Roscdale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 
Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 
Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B 1 1 6 
Dallas,  Texas  75230;  2 1 4 66 1 -70 1 0 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas,  TX  75235,  214/350-7500 


Donald  Mauldin,  MD 
Richard  Jones,  MD 
Kevin  Gill,  MD 
James  Montgomery,  MD 
William  Burns,  MD 
Eric  Coligado,  MD 


Philip  Graehl,  MD 
Joseph  Jacko,  MD 
Charles  Cook,  MD 
Kenneth  Driggs,  MD 
Samuel  Bicrner,  MD 


James  Ough,  MD 
Charles  Neagle,  MD 
Scott  Paschal,  MD 
Larry  Johnson,  MD 
Marvin  Van  Hal.  MD 


Center  for  Work  Related  Injuries,  5940  Forest  Park  Road,  Dallas,  TX  75235,  214/353-9636 


Donald  Mauldin,  MD 
Kevin  Gill,  MD 
James  Montgomery,  MD 
Charles  Cook,  MD 
Scott  Paschal,  MD 


Larry  Johnson,  MD 
Charles  Neagle,  MD 
Kenneth  Driggs,  MD 
James  Ough,  MD 
Samuel  Bierner,  MD 


William  Burns,  MD 
Eric  Coligado,  MD 
Marvin  Van  Hal,  MD 
Philip  Graehl,  MD 


2001  N.  MacArthur  Blvd.,  #540,  Irving,  TX  75061 


Mark  Greenberg,  MD 
Bruce  Faust,  MD 


Marvin  Van  Hal,  MD 
Craig  Saunders,  MD 


4325  N.  Josey,  Suite  300,  Carrollton,  TX  75010,  214/254-8000 


Philip  Graehl,  MD 
Craig  Goodhart,  MD 


Glenn  Wheeless,  MD 
James  Guess,  MD 


Lewis  Frazier,  MD 


9 Medical  Parkway,  Plaza  4,  #308,  Dallas,  TX  75234,  214/241-5446 
Glenn  Wheeless,  MD 

Philip  Graehl,  MD  James  Guess,  MD 

3500  1-30,  Suite  C- 101,  Mesquite,  TX  75150,  214/682-1307 
Charles  Mitchell,  MD  Larry  Johnson,  MD 

1010  N.  Beltline  Road.  Suite  101,  Mesquite,  TX  75149,  214/288-4429 
Cary  Tanamachi,  MD  Terry  Sobey,  MD 


1 305  Airport  Freeway,  Suite  121,  Bedford,  TX  7602 1,81 7/267-4492 
Craig  Saunders,  MD 

1441  Redbud,  Suite  121,  McKinney,  TX  75069,  214/562-5800  (Metro) 

John  Prudich,  MD  Bruce  Douthit,  MD 

8680  E.  Main  Street,  Frisco.  TX  75034,  214/377-2447 
Bruce  Douthit,  MD 

8210  Walnut  Hill  Lane,  Suite  404,  Dallas,  TX  75231,  214/265-7175 
Charles  Cook,  MD 

4 1 00  West  1 5th  Street,  Suite  202,  Plano,  TX  75093,  2 1 4/964- 1715 

James  Guess,  MD 
Bruce  Douthit,  MD 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  &C  Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  210  226-2424 


Scott  Burns,  MD  Kevin  Gill,  MD 

Lewis  Frazier,  MD  Craig  Goodhart,  MD 

Philip  Graehl,  MD 

1749  Pine  Street,  Abilene,  TX  79602;  915/672-4372 
Kevin  Gill,  MD 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80 per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of 5%  is  allowed  for  six 
months  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Denise  Kotson, 
TEXAS  MEDICINE,  401  West  15th,  Austin , Texas  78701.  Deadline  is  the  1st  of  the  month 
preceding  publication  month. 
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Classified  Directory 


Opportunities  Available 

Emergency  Medicine 


TEXAS:  Well  established  regional 
group  has  opportunities  available  in  EDs 
ranging  from  12,000  to  50,000  visits 
annually.  Earn  the  industry’s  maximum 
compensation  as  an  independent  con- 
tractor without  the  day-to-day  hassles  of 
managing  your  own  practice. 


Send  CV  to  Emergency  Medicine  Consultants, 
PA,  1525  Merrimac  Circle,  Suite  107,  Fort 
Worth,  TX  76107;  or  call  (817)  336-8600. 


TALK  TO  TEXAS 
with 

Texas  Medicine 
Classifieds 


Fax  or  phone  i n your  ad  to 
Texas  Medicine  with  your 
Visa  or  Mastercard  number 


For  more  classified 
advertising  information  call 
the  Texas  Medical  Association 
Advertising  Department  at 
(512)  370-1382 
FAX  (512)  370-1632. 


EXPERIENCE 

THE  STERLING  ADVANTAGE 


Highly 

competitive 

compensation 

packages 


Paid  Malpractice 
with  extended  coverage 

Discounted  Disability 

Continuing  Medical 
Education 

No  Restrictive  Covenants 


CALL 

800-874- 

Pat  Smith 


DEL  RIO  1 
FREDRICKSBURG2 
NEW  BRAUNFELS  3 
SAN  ANTONIO  4 
LEWISVILLE  5 
DALLAS 
FT.  WORTH  6 
TERRELL  7 
CLEVELAND  8 
HOUSTON  9 
PASADENA  lO 
ANGLETON  11 
LAKE  JACKSON  12 
PORT  LAVACA  13 
ARANSAS  PASS  14 
WESLACO  15 
ARLINGTON  16 
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Family/General  Practice 

BC/BE  DALLAS  AREA.  Top  wages.  150K  guaranteed, 
plus  generous  bonus  and  as  expected  perks.  Call  or  fax  CV 
to  Victor  at  HealthCare  Recruiters  (800)  713-6640;  Fax 
(713)  771-5326.  32  offices  nationwide. 


FAMILY  PRACTICE 
OPPORTUNITIES  IN  TEXAS 
with  an  emphasis  on  obstetrics 


5073  FP  - Several  positions  are  currently 
available  for  Family  Physicians  who  enjoy 
a moderate  level  of  obstetrics  (3-5  deliver- 
ies per  month)  with  a call  coverage  of  1 in 
4 or  better.  One  practice  site  is  midway 
between  Lubbock  and  Abilene,  the  other  is 
75  miles  southwest  of  Lubbock.  As  a 
salaried  physician,  you  will  have  an  out- 
standing benefit  package,  a compensation 
range  of  $175K  - $225K,  and  the  financial 
backing  of  a major  not-for-profit  healthcare 
corporation  located  in  Lubbock.  For  fur- 
ther details  about  these  outstanding  family 
practice/obstetrics  opportunities,  contact: 

Andrew  Johns 

Sterling  Physician  Services  of  America 
2000  Warrington  Way,  Suite  250 
Louisville,  Kentucky  40222 
1-800-626-1857,  ext.  237 
FAX:  502-426-003 


PRIMARY  CARE  PHYSICIAN 


Excellent  opportunities  await  for  a 
BE/BC  Internal  Medicine  physi- 
cian to  work  in  a health  setting  at 
a outpatient  clinic  for  the 
Department  of  Veterans  Affairs. 
Regular  office  hours,  competitive 
salary  and  excellent  package  of 
health,  life,  retirement,  and  leave 
benefits.  Contact  Joanne  Malina, 
MD,  Chief  Medical  Officer,  VA 
Satellite  Outpatient  Clinic,  2901 
Montopolis  Drive,  Austin,  TX. 
(512)  389-7118  or  fax:  (512)  389-7145. 


Department  of 
Veterans  Affairs 


Equal  Opportunity  Employer 


FP’S  BEST  OPPORTUNITY!  BEST  demand  regional 
hospital!  BEST  schools  - #1  rating!  BEST  lakes/recreational 
areas!  BEST  access  to  culture  and  metro.  $140K+,  loan 
repayment.  Call  Mary  Latter  at  1-800-520-2028!  Job 
#0143FAF 


r Primary  C/irf  1 


East  Texas  Medical  Center  Regional 
Healthcare  System  wants  you  to  join 
their  rapidly  expanding  family.  Located  1 00 
miles  east  of  Dallas  with  immediate  access  to 
the  big  city  but  none  of  the  hassles  Practice 
specialties  most  needed: 


Internal  Medicine 
Family  Practice 
Pediatrics 


Opportunities  to  be  a part  of  a dynamic 
healthcare  system  with  outstanding,  award- 
winning medical  facilities.  You  can  have  blue 
skies,  beautiful  lakes  surrounded  by  forests, 
rolling  hills  and  green  pastures  You  will  find 
a level  of  health  care  in  East  Texas  that  equals 
our  quality  of  life. 


If  you  are  a BE/BC  physician  that  would  like  to 
hear  more  about  the  opportunities,  call  our  toll- 
free  number  or  fax  your  C.V.  to  (903) 
597-6387. 

ct 'Mr 

^CIIvIL 

East  Texas  Medical  Center 
Regional  Healthcare  System 


Le  Schmidt  or  Anita  Odom 
1000  S.  Beckham  • Tyler,  TX  75701 
1-800-251-5636 


oy  ull-time  position  available  for 
('yS  BC/BE  F.P.,  I.M.  physician  at  a 
primary  care/urgent  care/occupational 
medicine  clinic  in  Austin,  TX.  Prior 
work  experience  in  similar  setting  and 
willingness  to  participate  as  PCP  in 
managed  plans  required.  Bilingual  a 
plus.  Remuneration  commensurate 
with  experience. 

Contact:  Matthew  Vail,  MD,  Medical 
Director  at  (512)  477-5675  or  voice 
mail  (512)  505-4852  or  FAX  CV  to 
(512)  477-7065  or  mail  to:  291 1 Medical 
Arts  Street,  #8  Austin,  TX  78705. 


MEFORAMOVE? 

BE/BC  FP,  IM,  0B/GYN,  PEDS 


YOU  ONLY  NEED  TO  MAKE  1 CALL 

We  Do  AH  Of  The  Work 


2750  HOSPITALS  & 4500  GROUPS 

Actively  searching  for  physicians 
Every  community  in  Texas  and  the  country  . . 


Amarillo 

Cincinnati 

Tampa 

Dallas 

Boston 

Dayton 

Houston 

Kansas  City 

Springfield 

San  Antonio 

St.  Louis 

Cleveland 

El  Paso 

Indianapolis 

Detroit 

Beaumont 

Norwich 

Milwaukee 

Austin 

Columbus 

Rockford 

Ft.  Worth 

Richmond 

Chicago 

Tyler 

Ft.  Wayne 

Greenwood 

Wichita  Falls 

Rochester 

Phoenix 

Corpus  Christi  Syracuse 

Minneapolis 

Bay  City 

Birmingham 

Atlanta 

Texarkana 

Tallahassee 

Lincoln 

Traditional,  no  call,  no  inpatient,  loan 
forgiveness,  signing  bonuses  and  more 

NEW  OPENINGS  DAILY 
CALL  MARY  LATTER! 
The  Curare  Group,  Inc. 
(800)520-2028 

Pf|1  Fax  (504)  867-8308 
vfe^/M-F9-8pm  Sat  1-5  EST 

M193MAF 


CONSIDERING  YOUR  NEXT 
CAREER  MOVE??  Contact: 

Professional  HealthCare  Insource 
6900  Fannin,  Ste  250, 
Houston,  TX  77030 
800-289-5902;  fax  (713)  790-9333 

We  provide  recruitment  and  relocation 
assistance  nationally!! 

► Family  Practice 

► Internal  Medicine 

► Pediatrics 

Excellent  compensation  packages  with 
incentives,  marketing  support,  and 
more.  Other  openings  include  ORS, 
OB/GYN,  and  Neurosurgery. 

Call  us  TODAY  for  help  in  reaching 
your  career  objectives! 
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Family/General  Practice 


For  Excellent  Practice  Opportunities 

Contact  The  TEXAS  Specialists 


Academic  Positions  (in 
Family  Practice  and 
Internal  Medicine) 
Cardiology 

Correctional  Medicine 
Dermatology 
Family  Practice 


Physician 
Resource 
Network 


Hematology/Oncology 

Internal  Medicine 

Obstetrics/Gynecology 

Orthopaedic  Surgery 

Pediatrics 

Child  Psychiatry 

Radiology 


(817)  431-9679  • (800)  525-6055  • Fax  (817)  431-2317 

E-mail  = vtruitt@aol.com 
1342  Johnson  Road  • Keller,  Texas  76248-4205 


PHYSICIAN  SEARCH  AND  PLACEMENT 
PHYSICIAN  MANPOWER  NEEDS  ASSESSMENT 

Endorsed  by  the  Texas  Medical  Association 


GREAT  TEXAS  FP  OPPORTUNITY! 

Slow  paced  lifestyle/convement  to 
metro.  Great  payer  mix  and  hospital 
support.  Excellent  income  guarantee, 
1 :4  call.  Call  Mary  Latter  today  - 
800-520-2028.  Job  #M137FAF 


Family  Practice 

IF  YOU  WANT  TEXAS...  new,  attractive  FP 
group  openings  in  Denton,  Dallas,  Plano, 
Corpus  Christi;  major  hospital  affiliations; 
attractive  income  guarantees;  reply  confi- 
dentially to  Phil  Kelbe,  Fox  Hill  Associates, 
250  Regency,  Brookfield,  Wisconsin  53045 
(800)  338-7107. 


FAMILY  MEDICINE  PHYSICIAN 

Board  Certified 

Needed  in  private  multidisciplinary 
practice  in  Humble,  Texas;  Excellent 
opportunity  for  Texas  licensed  physi- 
cian includes  benefit  package. 
Contact:  Georgia  Watts, 
International  Family  Medical  Center 
(713)  446-9333;  FAX  (713)  446-6143 


INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an  affili- 
ate of  The  University  of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas.  Must  be  board  certified  or  have  met  the  edu- 
cational requirements  to  be  certified  by  the  American  Board 


of  Family  Practice.  Obstetrical  training  (or  experience) 
desired.  Duties  may  include  teaching,  direct  patient  care, 
and  research.  Send  C.V.,  cover  letter,  and  3 letters  of  refer- 
ence to  D.  Clifford  Burross,  MD,  Wichita  Falls  Family 
Practice  Residency  Program,  1301  Third  St.,  Wichita  Falls, 
TX  76301 . An  Equal  Opportunity  Employer. 

Physician  Opportunity  is  available  in  Dallas/Fort 
Worth  and  Houston.  Low  stress,  office  based  practice.  No 
nights,  no  emergencies,  and  no  hospital  work.  Paid  mal- 
practice. M-F.  Lucrative  salary  and  benefits.  Call  Lisa 
Cole  at  1-800-234-6425,  or  fax  CV  to  214-258-0838. 

Spanish-speaking  FP’s  needed  throughout  Texas, 
Oklahoma,  Florida,  Arizona,  Ohio,  and  Chicago.  High 
income  guarantees,  full  benefits,  call  coverage.  Call  Mary 
Latter  1-800-520-2028.  Job  #M1 15FAF 
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Family/General  Practice 

Ambulatory  Care  - 3 openings  Houston,  1 hour  North 
of  Houston,  and  Golden  Triangle  area.  $120K  to  $150K 
plus  benefits  and  incentive.  For  details,  contact  Practice 
Dynamics,  11222  Richmond,  Suite  125,  Houston,  TX 
77082;  800-933-0911  or  713-531-091 1. 


Methodist 

Hospitals  of  Dallas 

FAMILY  PRACTICE 

A variety  of  exciting  opportunities  for 
family  practitioners  to  staff  new  Family 
Health  Centers  as  well  as  join  estab- 
lished practitioners.  Base  salary  plus 
incentive  bonus  and  a comprehensive 
benefit  package  offered.  Facilities  and 
medical  equipment  provided. 
Appointment-based,  urgent-care,  fee-for- 
service.  and  participation  in  managed 
care  plans. 

INTERNAL  MEDICINE 

Excellent  opportunity  for  BC  Internist  to 
join  progressive  four-person  Methodist 
affiliated  group.  Competitive  salary  with 
comprehensive  benefit  package  and 
rotating  call  coverage. 

Please  forward  CV  to  Susan  Cogburn, 
Physician  Recruiter.  Methodist  Hospitals 
of  Dallas,  P.O.  Box  655999.  Dallas,  TX 
75265  or  call  (800)  727-6131  or  (214) 
947-4579.  Fax:  (214)  947-4501. 


Internal  Medicine 

IM'S  BEST  OPPORTUNITY!  BEST  demand  - regional 
hospital!  BEST  schools  - #1  rating!  BEST  lakes/recreational 
areas!  BEST  access  to  culture  and  metro.  $120K+,  loan 
repayment.  Call  Mary  Latter  at  1-800-520-2028!  Job 
#01441IAF 


SAN  ANTONIO,  TEXAS  - Outstanding 
opportunity  for  BC/BE  internist  in  beautiful  San 
Antonio.  Presently  adding  to  staff  of  multispe- 
cialty clinic  with  satellite  office.  Adjacent  to 
major  hospital  center.  Fee-for-service  and  sever- 
al managed  care  plans.  Contact:  Leroy  Kitch, 
Skinner  Clinic,  124  Dallas  S.,  San  Antonio,  TX 
1 78205.  PH:  210-224-1771. 


Internal  Medicine 


Locum  Tenens 


INTERNAL  MEDICINE,  FAMILY 
PRACTICE, BOARD  CERTIFIED  OR 
BOARD  ELIGIBLE,  UNIQUE 
OPPORTUNITY  WITH  PRIMARY 
CARE  GROUP  to  provide  hospital  inpa- 
tient care  (Baylor  University  Medical 
Center,  Dallas)  or  office  outpatient  services, 
depending  on  physician  preference  for  hos- 
pital or  office  practice.  Other  attractive 
opportunities  in  suburban  areas  of 
Dallas/Fort  Worth.  Very  attractive  compen- 
sation package  includes  salary,  plus  bene- 
fits to  include  professional  liability  insur- 
ance, major  medical  and  term  life  insur- 
ance, paid  vacation,  one-week  paid  CME 
time,  a $2000  CME  allowance,  a retire- 
ment program,  and  financial  incentives  to 
promote  individual  achievement  and  group 
goals.  This  is  a physician-managed  group. 
For  additional  information,  contact  Brenda 
Lancaster,  Texas  Primary  Care,  1717  Main 
Street,  Suite  5200,  Dallas,  TX  75201; 
214/712-2018  or  800/527-2145. 


5C/5E  E.jTjjjy  __  ..I  pi. 

5-member  multi-specialty  group  in  San  Antonio,  TX. 
Mild  weather,  good  benefits.  Contact;  Mr.  Leroy  Kitch 
(210)  224-1771. 


METRO  TEXAS:  BC  IM  needed 
immediately.  Full  hospital  support 
and  call  coverage,  $150,000  guar- 
antee. Call  Mary  Latter  today  - 
800-520-2028.  Job  #183IAF 

EAST  TEXAS-BC/BE  general  internists  needed  for 
expanding  primary  care  group.  Salaried  position,  plus 
incentives  and  benefits.  Community  hospital  adjacent  to 
medical  office.  Congenial,  board-certified  colleagues. 
Family-oriented  area,  university,  airport,  good  schools, 
plus  great  hunting  and  fishing.  Call  or  send  CV  to  Jane 
Vogt,  1-800-546-0954,  ext.  2698,  222  So.  Central,  Ste 
700,  St.  Louis,  MO  63105,  FAX  314-726-3009. 


Staff 


the  staffing  solution 
a DSI  company 

(formerly  Physicians  Unlimited) 

Physicians  Unlimited  is  proud  to  announce  that 
we  have  become  part  ot  the  DSI  family  of 
companies  and  will  now  be  known  as  DSI  Staff 
Rx.  though  our  name  has  changed  we  maintain 
our  commitment  to  being  the  service  leader  in 
the  Locum  Tenens  Staffing. 

DSI,  a publicly  traded  company,  adds  its  consid- 
erable resources  to  the  Locum  T enens  Staffing 
industry.  In  addition  to  temporary  physician  staff- 
ing we  now  offer  the  following  services: 

• Temporary  staffing  and  permanent 
placement  in  the  following  areas: 

- Radiological  and  Medical 
Technologists 

- Nursing 

- Physicians  Assistants 

• Professional  Employer  Organization 
Staffing: 

- Human  Resource  Management 

- Payroll  Processing 

- Personnel  Administration 

- Benefits  Administration 

Call  DSI  Staff  Rx  today  and  see  what  our  staff- 
ing experts  can  do  for  you! 

DSI  Staff  Rx 

2 Northpoint  Drive,  Suite  110 
Houston,  TX  77060 
(713)  405-4300  FAX:  (713)  405-4391 
(800)  600-0374 

Equal  Opportunity  Employer 


The  Hew  Food  Label 


The  new  food  label  makes  it  easier  to 
find  out  what's  in  the  food  you  eat. 
Look  for  "Nutrition  Facts"  on  the  side 
or  back  of  the  package-that's  how  you 
know  it's  the  new  food  label. 


DALLAS,  TEXAS  - Established  single-specialty  group 
practice.  Prosperous  suburban  community.  Growing  area 
needs  additional  internists.  Exceptional  income  potential. 
Full  partnership.  Contact  Patrick  Schmidt  1-800-338-7107 
or  Fax  (414)  785-0895. 


CM  It  Out! 

A public  service  of  this  publication  and 
the  U.S.  Food  and  Drug  Administration. 
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Locum  Tenens 


Inf  rim 

Physicians® 

'V 

In  Texas  since  1982 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

E**  Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/GYM 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Plan  ahead,  call  todayl 

1-800-531-1122 


SAVE  YOUR  LEAP  OF  FAITH  FOR  THE  BUNGEE  JUMP. 


When  you  practice  medicine  as  part  of  the  CompHealth  locum  tenens  physician  network,  all 
the  options  are  yours.  Because  we  have  more  practice  opportunities  in  more  places  than  any- 
one else.  Full-time  or  part-time.  For  a week  or  a year.  To  seriously  explore  your  oppor- 
tunities, or  just  enjoy  sidestepping  the  administrative  headaches  and  politics  that  can  take  all 
the  tun  out  of  practicing  medicine. 

We  have  outstanding  short-  and  long-term  locum  tenens  assignments,  trial  practice  options, 
and  permanent  placement  opportunities  available  all  across 
the  countrv.  And  our  personal  service  makes  it  easy.  Call 
today  to  hear  more  about  your  options.  Take  the  plunge! 

800-328-305  I 


coipHii 

Your  Healeee  Carf  Resource 


Nephrology 

DALLAS/FORT  WORTH  AREA:  An  exceptional  career 
opportunity  to  join  a dynamic  nephrology  group  in  a thriv- 
ing community.  Tremendous  potential  for  personal  and 
financial  satisfaction;  attractive  call  schedule.  Enjoy  all  the 
amenities  of  the  two  exciting  cities,  while  maintaining  the 
flavor  of  a smaller  community.  Call  1-800-556-2718  or 
send  a CV  to  Quest  HealthCare,  17610  Midway  Road, 
Suite  134-109,  Dallas,  Texas  75287.  Fax:  214-250-9354. 

Occupational  Medicine 

DALLAS,  TEXAS.  Physician  needed  for  a rehab/medical 
office.  Low  stress,  office  only.  No  nights  or  holidays.  Regu- 
lar office  hours.  Please  send  C.V.  to  P.O.  Box  35327,  Dal- 
las, TX  75235.  Attention:  Cindy  Burleson. 


Orthopedics 

ORTHOPEDIC  SURGEON:  An  exceptional  opportunity 
to  join  a dedicated,  supportive  medical  staff  in  a family-ori- 
ented community  within  an  hour  of  the  Dallas/Fort  Worth 
Metroplex.  Practice  the  full  range  of  orthopedics  with  tremen- 
dous potential  for  personal  and  financial  satisfaction.  Enjoy  all 
the  amenities  of  the  two  exciting  cities,  while  maintaining  the 
flavor  of  a smaller  community.  Call  1-800-556-2718  or  send 
a CV  to  Quest  HealthCare,  17610  Midway  Road,  Suite  1 34- 
109,  Dallas,  Texas  75287.  Fax:  214-250-9354. 
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Pediatrics 

TEXAS  • BC/BE  pediatric  subspecialist  needed  for  expan- 
sion of  pediatric  program  with  approved  residency.  Quali- 
fied persons  needed  in  nephrology,  ambulatory  pediatrics, 
and  hematology/oncology.  Driscoll  Children's  Hospital  is  a 
private  tertiary  care  teaching  facility.  Send  CV  to:  Don  P. 
Wilson,  MD,  Director  of  Medical  Education,  PO  Box 
6530,  Corpus  Christi,  TX  78466-6530.  Driscoll  is  an 
AA/EO  Employer. 


Pediatricians  needed. 

Up  to  $115,000,  excellent  benefits, 
signing  bonuses  at  some  sites. 
Opportunities  throughout  Texas  and 
nationally.  Job  #M124PAF 

Call  Mary  Latter  800-520-2028! 


THE  BEST  PEDIATRIC  JOB  IN  TEXAS, 

Best  access  to  metro-Austin,  Best 
income  potential,  SS  sroup,  1:4  call, 
800  newborns/year,  Best  hospital 
support.  Best  call  Mary  Latter  today  - 
800-520-2028.  Job  #M139PAF 


TEXAS  MEDICINE 
CLASSIFIED 
DIRECTORY 
DEADLINES 


ISSUE 

DEADLINE 

January  1996 

December  1,  1995 

February  1996 

December  28,  1995 

March  1996 

February  1,  1996 

April  1996 

March  1,  1996 

May  1996 

April  1,  1996 

June  1996 

May  1,  1996 

July  1996 

May  31,  1996 

August  1996 

July  1,  1996 

Radiology 

We  cover  you r. 


RADIOLOGY 


.m  ^ h ■ 

1-800-523-9955 


Other  Opportunities 

CALL  PHYSICIANS  PLACEMENT  MANAGE- 
MENT GROUP  For  information  about  these  Texas 
opportunities:  CARDIOLOGIST  - McAllen;  DERMA- 
TOLOGIST - Mesquite;  FAMILY  PRACTITIONER  - 
Edinburg;  INTERNIST-  Victoria;  ORTHOPAEDIC 
SURGEON  - McAllen.  CALL:  1 (800)  251-6937  or  FAX 
CV  1 (800)  289-9754. 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  I -800-284-4S60  / Houston  713-493-2797 

Or  send  CV  to.  Reuben 

PO  Box  423 14  u , • 

Houston,  TX  77242-2314  Bronstein 
FAX  713-493-2234  & Associates 


TEXAS  AND  THROUGHOUT  THE  SUNBELT;  Fam 

ily  Practice,  Internal  Medicine,  Oncology,  Cardiology, 
Pediatrics,  Occupational  Medicine,  OB/GYN,  Neuro- 
surgery, Urology,  Ophthalmology.  Excellent  packages; 
income  guarantees.  Metropolitan  and  smaller  communi- 
ties. Call  Quest  HealthCare,  1-800-556-2718;  or  fax  a CV, 
214-250-9354. 

EXCELLENT  OPPORTUNITIES  available  for  BE/BC 
Physicians,  full  range  of  community  settings  and  practice 
opportunities.  For  more  information,  call  Medical  Advi- 
sory Group  Inc.  (713)  328-4207  or  send  CV  to  Medical 
Advisory  Group  Inc.,  6942  FM  1960  E-150,  Humble,  TX 
77346. ’ 


EXCITING  PHYSICIAN 
OPPORTUNITIES  AVAILABLE 


We  are  seeking  Board  Certified  or  Board 
Eligible  Family  Practice,  Internal 
Medicine,  and  Pediatric  Physicians  to 

join  our  team  in  San  Antonio.  San 
Antonio,  one  of  the  nation’s  10  largest 
cities,  has  a wide  variety  of  benefits  to 
offer:  warm  climate,  friendly  people, 
numerous  theme  parks,  beautiful  lakes 
and  hill  country  within  minutes  from  met- 
ropolitan area;  all  the  advantages  of  a 
large  city  but  with  a small  town  atmos- 
phere. We  offer  the  opportunity  for  you 
to  practice  medicine  while  we  take  care 
of  the  administrative  hassles.  We  provide 
the  setting,  employees,  and  equipment.  If 
you  have  previous  experience  in  Primary 
Care/Preventive  Medicine  setting  and 
would  like  a schedule  that  includes  mini- 
mal nights,  weekends  or  holidays,  an 
excellent  salary  and  strong  benefits  pack- 
age, please  fax  your  curriculum  vitae  to 
ATTN:  Wally  Rich,  Physician  Recruiter 
(210)  617-1940  or  mail  C.V.  to:  Humana 
Health  Care  Plans,  Suite  370,  8431 
Fredericksburg  Road,  San  Antonio,  Texas 
78229.  We  hope  to  hear  from  you  soon. 


DALLAS  MEDICAL  ASSOCIATES,  P.A.  is  seeking  a 
Neurologist,  Orthopedist  and/or  Physiatrist  for  an  office- 
based  practice.  No  hospital  or  on-call  responsibilities.  Com- 
petitive compensation  with  opportunity  for  rapid  advance- 
ment. Paid  malpractice,  vacation  and  personal  time.  Call  W. 
Max  Frankum,  MD,  Medical  Director  at  (214)  484-8008. 
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Other  Opportunities 


Hendrick  Medical  Center 


Leading  medical  center  in 
Texas  Midwest  offers  you  an  excit- 
ing opportunity  in  the 
following  specialties: 


• Family  Practice 

• Pediatrics 

• Internal  Medicine 

• Rheumatology 

• Medical  Oncology 

• Nephrology 


Send  C.V.  to  Laura  Minor 
Physician  Recruitment 
Coordinator 

Hendrick  Medical  Center 
Abilene,  Texas  79601 
(915)  670-3528  /fax  (915)  670-2293 


PHYSICIAN  ADVISORS 

Immediate  part  time  openings  with  national 
utilization  review  company  for  board  certified 
physicians  in  the  following  specialties:  Internal 
Medicine,  Cardiology,  OB/GYN,  Pediatrics, 
Plastic/Reconstructive  Surgery,  General  Surgery, 
and  Psychiatry. 

Physician  Advisors  provide  support  to  the 
utilization  review  staff  regarding  medical  necessity 
issues  Must  have  unrestricted  AZ  Medical 
License  and  be  in  current  clinical  practice. 
Interested  physicians  should  forward  CV  to: 

Human  Resources-MD 
7301  N 16th  Street  #201 
Phoenix,  AZ  85020 
or  fax  to:  (602)  371-3873 


For  Sale  or  Lease 

Hunting 


TEXAS  TROPHY  DEER/HOGS 


Package  hunt  North  Webb  County 
for  3 days. 

Trophy  bucks  $1500.00 

Wild  boars $ 250.00 

3200  acre  ranch:  10  person  maximum. 
Dr.  Paul  Laursen 
P.O.  Box  29443 
San  Antonio,  TX  78229 
(210)  616-0283 


Medical  Equipment 

ENT  MEDICAL  & OFFICE  EQUIPMENT  AVAIL- 
ABLE. Single  practice.  40%  current  price.  SMR  cabinets 
and  chairs,  microscope,  audiometer  & booth,  typewriters, 
copier,  filing  cabinets,  etc.  Leave  message.  (713)  482-6330. 


Business  and  Financial  Services 


Ambulatory  Surgical 
Center  Consultants 


Team  of  physician,  architect  and  medical 
consultant  will  help  you  develop  your  own 
Medicare  approved  Ambulatory  Surgical  or 
Specialty  Facility.  Contact  Connie  Burk  @ 
(817)  338-4337  or  write  420  S.  Henderson, 
Ft.  Worth,  TX  76104. 


LAW  OFFICES  OF 
ROBERT  V.  WEST,  M.D. 
ATTORNEY  AT  LAW 

1250  N.E.  LOOP  410,  #805 
SAN  ANTONIO,  TEXAS  78209 
(210)  828-4218 
FAX  (210)  822-5557 

910  LAVACA 
AUSTIN,  TEXAS  78701 
(512)  479-1399 
(800)  999-9177 
FAX  (512)  478-7731 


FINANCIAL  SERVICES 


PHYSICIAN’S  SIGNATURE  Loans 

Borrow  up  to  $50,000  unsecured  through 
Physicians  Services  Association,  a division 
of  Trust  Company  Bank.  Since  1891,  Trust 
Company  has  continued  its  heritage  of 
steady  growth  by  extending  consistently 
prompt,  courteous  and  professional  service 
to  our  customers.  Simply  call  to  check  the 
features  of  our  Physicians  Signature  Loan 
Program.  (Special  interest  only  payments 
for  in-training  and  new  practitioners:  may 
qualify  for  up  to  6 years  to  repay).  TOLL 
FREE  (800)241-6905  ATLANTA,  GA. 


Travel  & Leisure 


The  Greenhouse  Offers... 

M An  exclusive  women's  spa  in  Arlington,  Texas. 
State-of-the-art  programs  in  fitness,  diet, 
beauty  and  massage. 

Gratification,  rejuvenation,  relaxation  and 
satisfaction. 

**  Massages,  facials,  beauty  consultations,  scalp 
and  hair  treatments. 

Fitness  classes,  water-aerobics,  Tai  Chi,  and 
much  more  every  day. 

A nutritionist  and  a registered  nurse  on  staff 
to  assist  you. 

M A chance  to  be  pampered! 

Choose  one  of  the  world's  most  exceptional  and 

premier  destinations,  THE  GREENHOUSE! 

Let  us  treat  you  to  luxury  in  the  best  of  spa  facilities. 

Reserve  now  for  a traditional  full-week  package. 

At  certain  times  of  the  year,  mini-week  programs 
are  also  available. 

For  brochures,  special  rates  and  promotions, 
please  call  our  Sales  and  Marketing  Office... 

817/640-4000 
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Advertising  Rates  & Data  - Regular  classified  advertising  sells  for 
$2.00  per  word,  minimum  25  words  or  $50,  per  issue.  We  do  not 
count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column  inch,  with  a 
one  inch  minimum.  A variety  of  typefaces,  logos,  and  borders  may  be 
used  in  display  classified  ads.  Discounts  are  available  for  display  classi- 
fied ads  5 inches  and  larger. 

5 to  91/2  inches  $85/inch 

10  to  191/2  inches  $70/inch 

20  and  above  $65/inch 


TMA  members  receive  a 10%  discount  for  advertising  with  Texas  Medi- 
cine. Ad  box  numbers  can  be  substituted  for  formal  addresses  upon 
| request  at  no  extra  cost.  Name  and  address  of  ad  box  number  listings 
cannot  be  given  out  unless  specific  permission  to  do  so  has  been  given. 
The  advertising  office  will  not  contact  ad  box  number  holders  except 
by  mail.  Federal  laws  prohibit  references  to  race,  color,  religion,  sex, 
national  origin,  or  age  unless  bona  fide  occupational  qualifications. 
Copy  deadline  is  the  1st  of  the  month  (or  the  closest  business  day)  pre- 
ceding publication.  Send  copy  to  Denise  Kotson,  Assistant  Advertising 
Manager,  Texas  Medicine,  401  West  1 5th,  Austin,  Texas  78701 . 


Advertising  Directory 


i Aberdeen  Medical  Insurance  Service  6 

I Advantage  Auto  Lease  25 

Allied  Physicians  10 

Arizona  Medical  Association  17 

Autoflex  Leasing Inside  Front  Cover 

Baylor  College  of  Medicine 70 

Bexar  County  Medical  Society 71 

CompHealth 66 

Douglas  McNabb  46 

'•  DS1  Staff  Rx  66 

' East  Texas  Medical  Center 63 

I Emcare  Physician  Staffing 44 

•;  Emergency  Care  Specialists  42 

i Federal  Land  Bank  Association 8-9 

i Ford  and  Ferraro  45 

i Freeman  & Cockerell 44 

Hendrick  Medical  Center  68 

| Humana  Health  Care  67 

I Interim  Physicians 65 

; Jay  Menna  Insurance 45 

I Medical  Risk  Management  71 

j Medical  Protective  Company 5 

Methodist  Hospitals  of  Dallas  65 

Michael  Sharp 43 

Miller  Optical  Instruments  37 

Physician  Resource  Network 64 

Prism  Radiology  Network 42 

Radiology  Resources  67 

| Scott  & White  Back  Cover 

I Southwestern  Medical  Center  71 

| Texas  Medical  Association  Insurance  Trust I 

: Texas  Medical  Association 

Physicians  Benevolent  Fund 48 

i Texas  Medical  Liability  Trust  


Inside  Back  Cover 

The  Sterling  Group 62 

I The  Curare  Group 63 

IThe  Greenhouse  68 

Timberlawn  Psychiatric  Hospital 13 

, U.S.  Army 13 

i U.S.  Air  Force 17 

University  Medical  Group 37 

J University  of  Oklahoma  70 

J Woodway  Financial 43 


Publication  of  an  advertisement  in  Texas  Medicine  is  not  to  be  consid- 
ered an  endorsement  or  approval  by  the  Texas  Medical  Association  of  the 
product  or  service  involved. 
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Educational  Opportunities 


23RD  ANNUAL  CRITICAL  CARE  MEDICINE  COURSE 

March  2-7,  1996 
Marriott  Hotel 
Oklahoma  City,  Oklahoma 

Guest  Lecturers: 

R.  Phillip  Dellinger,  M.D.  - Pulmonary  Disease/Emergency  Medicine 

University  of  Missouri-Columbia 

L.  David  Hillis,  M.D.  - Internal  Medicine/Cardiology 

University  of  Texas  Southwestern  Medical  Center 

Richard  S.  Irwin,  M.D.  - Pulmonary  Disease/Critical  Care  Medicine 

University  of  Massachusetts  Medical  Center 

Michael  G.  Rinaldi,  Ph.D.  - Pathology,  Medicine  &.  Clinical  Laboratory  Science 

University  of  Texas  Health  Science  Center  @ San  Antonio 

Richard  H.  Sterns,  M.D.  - Internal  Medicine/Nephrology 

University  of  Rochester  School  of  Medicine 

Program  Directors: 

Paul  V.  Carlile,  M.D.  and  Martin  H.  Welch,  M.D. 


Contact:  Ms.  Dora  Lee  Smith 
Course  Coordinator 
3SP  400  - P.O.  Box  26901 
Oklahoma  City,  OK  73190 
Tele:  (405)  271-5904 
Fax: (405) 271-5892 


Sponsored  by:  Department  of  Medicine 
College  of  Medicine 
The  University  of  Oklahoma 
Health  Sciences  Center 
and 

Veterans  Affairs  Medical  Center 


# 

H EALTH 

SCIENCES  CENTER 


In  Conjunction  With:  Irwin  H.  Brown  Dept,  of 
Continuing  Education 

Accreditation:  AMA,  AAFP,  AOA,  ACEP 
(48  Hours) 
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Baylor  College  of  Medicine  presents 

ADVANCES  IN  FAMILY  MEDICINE 

January  19-21 , 1996 
Sheraton  Astrodome  Hotel,  Houston 


• Behavioral  Health  •Geriatrics  • ID 
• Practice  Management  • Common  Ambulatory  Problems 

WORKSHOPS:  Podiatry,  Pain  Management,  Sports  Injuries, 

Suturing,  EKG  Interpretation,  Provider  Burnout,  ACLS 

For  further  information,  please  contact  the  Baylor  CME  Department  at  (713)  798-6020. 


RABIES  SYMPOSIUM 

for  DVMs,  MDs,  RNs,  & 
Veterinary  Technicians 
December  16-17, 1995 
Stouffer  Renaissance  Austin  Hotel 
Austin,  Texas 

For  more  information:  Office  of  Veterinary 
Continuing  Education 
College  of  Veterinary  Medicine 
Texas  A&M  University 
College  Station,  TX  77843-1470 
Phone:  (409)  845-9102 
Fax  (409)  862-2832 


CME  IN  THE  ROCKIES 


MEDICAL  DISORDERS  DURING 
PREGNANCY  January  25-27,  1996 
Breckenridge,  CO 

CRASH  96  - COLORADO  REVIEW 
OF  ANESTHESIA  March  1-8,  1996 
Vail,  CO 

RECONSTRUCTIVE  SURGERY  OF 
THE  HIP  AND  KNEE 

March  17-22,  1996  Aspen, CO 

Sponsored  by  the  University  of 
Colorado  School  of  Medicine.  Category 
1 AMA  credit  offered. 

Information:  J.  Bauer,  Office  of 
Continuing  Medical  Education, 
University  of  Colorado  School  of 
Medicine,  4200  East  9th  Avenue,  Box 
C295,  Denver,  CO  80262,  1-800-882-9153, 
303-372-9050,  FAX:  303-372-9065. 


ULTRASOUND  EDUCATION,  Category  I CME:  Spe- 
cialties  of  OB/GYN,  Urology,  Family  Practice,  Emergency 
Medicine,  Endocrinology,  and  Abdominal.  Contract 
courses  can  be  brought  to  your  location,  minimum  enroll- 
ment required.  Call  1-800-239-1361  for  more  information 
and/or  a free  catalogue.  Advanced  Health  Education  Cen- 
ter, 8502  Tybor  Street,  Houston,  TX  77074. 
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Educational  Opportunities 


Risk  Management  CME  Home  Study  Courses 


Topics  include: 

s Risky  office  practice  patterns 
s Handling  difficult  patients 
s Defensible  documentation 
s Managed  care  liabilities 

s Handling  litigation 

Multidisciplinary  courses  available  in  6 or 
15  credit  hour  versions. 

Also  now  available:  RiskAware  for 
Pediatricians  (5  credit  hours). 


Sponsored  by 

Med! fesF 


For  course  brochures  contact: 

Chris  Launey 

Medical  Risk  Management,  Inc. 
2500  CityWest  Boulevard,  Suite  225 
Houston,  Texas  77042 
Phone  (800)  Med-Risk 
Fax  (713)  789-3337 


Texas  Society  of  Pathologists 
75th  Diamond  Jubilee  Meeting 
Texas  Pathology:  Past,  Present  and  Future 
February  1-4,  1996 
Westin  Galleria  Hotel,  Dallas,  Texas 
For  More  Information  Contact: 

Paula  Rigling  at  (512)  370-1510 


Announcing  tile  lilt  ll  in  a.  Series  of 
Advanced  Seminars: 

Advances  & update  in  Clinical 
NEUROLOGY  FOR  PRIMARY  CARE 
PHYSICIANS:  A DIDACTIC  & SKILLS 

Symposium 

December  2,  1995  — Dallas,  Texas 

For  information,  contact:  Office  of  Continuing  Erfucatii 

214/648-2166:  1-800/688-8678:  FAX  214/648-231 7 

Southwestern 

An  equal  opportunity  institution 


Trip 

jndid 

The  International  Health 
Committee  of  the  Bexar  County 
Medical  Society  is  organizing  an 
educational  medical  mission  to 
India,  and  invites  you  to  be  a part 
of  this  fantastic  experience!! 

The  trip  is  scheduled  for  January  17 
through  February  3.  The  group  will 
participate  in  four  continuing  medical 
education  courses  in  Bombay, 
Bangalore,  Madras,  and  Delhi. 

We  will  also  visit  the  Taj  Mahal  in 
Agra,  the  exotic  city  of  Jaipur, 
Singapore,  Bombay,  Mysore, 
Madras,  and  other  important  sites. 

For  more  information, 
please  contact  Lib  Thrail kill  at 

(210)  734-6691. 


TMA/TMLT  Risk 
Management  Programs 

• Managed  Care  Contracts:  Professional 
Liability  Risks 

• Risk  Management  in  Managed  Care- 
Referring  andConsulting 

• Rx  for  Reducing  Medication  Error 
Related  Claims 


AMA/PRA  Category  1 credit 
and 

AAFP  Prescribed  hours 
available. 


For  more 
information 
call  Tiva  at 
(800)  880-1300, 
Ext.  1411  or 
(512)370-1411 


™ Tex 
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BackTalk 

Question 

How  could  the  Texas  Medical  Association 
better  serve  you? 


^^■ncrease  efforts  in  the  following  areas:  tort  reform, 
lI  patients’  direct  access,  and  due  process  for  physicians 
by  managed  care  organizations.  TMA  has  done  a good  job.” 


AnhVan  Nguyen,  MD,  39 

dermatology,  Tomball 


** 


Prepare  to  represent  Texas  physicians  in  collec- 

t 


tive  bargaining  with  insurance  carriers  and  pri- 
vate industry.  1 really  believe  that  this  will  have  to  be  done 
some  day.” 


Stephen  R.  Keasler,  MD,  48 

radiology,  Orange 


wou'd  suggest  that  TMA  continue  to  develop  its 
L I Internet  resources.  This  is  particularly  important 
to  students,  who  collectively  are  a very  enthusiastic  group 
of  Net  users.  Another  suggestion  is  to  provide  opportuni- 
ties for  students  to  write  for  Texas  Medicine  or  other  TMA 
publications.” 


Robert  S.  Gillespie,  26 

medical  student , Galveston 


MA  does  an  excellent  job  of  serving  its  mem- 
J bers.  Ways  to  improve  or  increase  service  lie  in 
taking  advantage  of  new  opportunities,  particularly  as  a 
major  voice  in  health-care  reform.” 


^^I^^he  confusion  associated  with  capitation  and  its 


impact  on  the  specialist  and  subspecialist  de- 


serves a 


lot  of 


attention. 


Johann  Rothwangl,  MD,  51 

internal  medicine,  Corsicana 


ffer  more  continuing  medical  education  oppor- 
tunities and  continue  to  work  for  effective  tort 


reform.” 


Julia  B.Van  Burkleo,  MD,  62 

obstetrics  and  gynecology,  Longview 


Lisa  R.  Nash,  DO,  30 

family  practice,  Littlefield 


he  best  thing  that’s  going  on  at  TMA  is  advoca- 
I cy,  especially  in  the  legislative  area,  to  look  out 
for  patients’  interests  and  physicians’  interests.  TMA 
should  work  on  communication  always  — there’s  just  no 
way  to  do  enough  of  that.  We  should  be  looking  at  better 
and  more  effective  ways  to  get  the  word  out,  not  just  to 
our  members,  but  to  the  rest  of  the  medical  community.” 


Lewis  E.  Foxhall,  MD,  44 

family  practice,  Houston 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone.  We  welcome  suggestions  for  future  topics. 
Send  them  to  Texas  Medicine,  Back  Talk , 401  W 15th  St,  Austin,  TX  78701,  or  fax  them  to 
(512)  370-1632. 


** 


O 


,f  all  the  associations  I came  across  while  I was 
president  of  the  American  Medical  Association, 
1 found  that  TMA  far  exceeded  any  of  the  others  in  terms 
of  programs,  benefits,  and  activities  that  were  really  helpful 
to  the  physician.  One  new  thing  TMA  needs  to  educate 
physicians  about  is  the  TMA  Foundation.  This  is  an  oppor- 
tunity for  physicians  to  give  to  programs  that  will  promote 
the  health  of  Texans.  This  gives  you  a counterbalance  to  the 
mistaken  perception  among  many  people  that  associations 
are  looking  out  for  their  members  and  their  pocketbooks 
more  than  looking  out  for  their  patients  and  the  public.” 


Joseph  T.  Painter,  MD,  67 

TMA  Foundation  president,  Houston 
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With  a Big  Holiday  Bow  on  it! 


After  10  years  in  practice,  you  ’re  an  expert  in 
your  field.  Likewise,  Autoflex  Leasing  is  the 
recognized  expert  in  auto  leasing  plus  we  are 
exclusively  endorsed  by  the  Texas  Medical 
Association.  So  call  an  Autoflex  Leasing  specialist 
today  and  find  out  why  more  doctors  lease  their 
new  cars  from  Autoflex  Leasing ! 
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Call  1 -800-678-FLEX 
(3539) 
or  817-234-1234 


Today’s  Health  Care  is  About 

Choices 

and  Control  of  Costs. 


Now  TMAIT  offers  you 
both. 

For  40  years,  your  Texas  Medical 
Association  Insurance  Trust  has 
offered  traditional  indemnity 
insurance  products  for  TMA 
physicians,  family  members,  and  staff. 

Today,  some  of  your  patients  are  choosing 
new  forms  of  insurance  that  provide 
quality  health  care  but  at  a lower  cost. 

Now,  TMAIT  offers  you  the  same  choice. 

Introducing  Group  Plus 
Point-of-Service  Plan 

As  a TMA  physician,  you  can  choose 
traditional  indemnity  plans  or  Group  Plus 
POS.  You  get  the  cost  benefits  of  a 
contemporary  style  plan  or  the  flexibility  of 
indemnity.  Your  choice. 


Group  Plus  POS  Features: 

• Low  co-pays 

• Freedom  to  go  out-of-network  for 
physician  or  hospital 

• Immunization  and  preventive  care 

• More  control  over  costs  because  you 
choose  copays,  level  of  coverage,  and 
deductibles 


For  more  information  on  the  new  TMAIT 
Group  Plus  POS  plan,  write  or  fax  us. 

If  choice  and  control  of  health  care  costs 
are  important  to  you,  call... 

1-800-880-8 1 81. 

Underwritten  by  The  Prudential  Insurance  Company  of  America 
for  26  years  (1969  -1995) 

Prudential  Plaza.  Newark.  N.J.  07102 
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Medical  miracles 

Do  spiritual  beliefs  affect  patient  outcomes ? With  studies 
showing  religious  patients  are  healthier  than  nonreligious 
ones,  some  observers  say  spiritual  interventions  should  be 
offered  as  part  of  routine  medical  care.  At  a minimum,  the 
connection  between  faith  and  health  warrants  a closer  look. 
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Because  this  is  no  place 

FOR  A DOCTOR  TO  OPERATE 


'tana 


professional  Protection  Exclusively  since  1839 


To  reach  your  local  office,  call  800-344-1899. 


Texas  Medicine 


FUNDING  INITIATIVES  TO  MEET 
THE  HEALTH  CHALLENGES  OF  TEXAS 


//  MA  Foundation's  Annual  Fund  Campaign  is  coming  'round  the 
bend.  Help  keep  programs  that  meet  the  health  challenges  of  Texas  on 
track.  With  donations  from  supportive  members  like  you,  the 
Foundation  can  fund  1996  programs  that  focus  on: 

Healthy  Patient  2000 

(a  physician-patient  team  approach  to  good  health) 

child  abuse 
tuberculosis 
tobacco 

The  Foundation  has  successfully  engineered  health  initiatives  TMA 
members  believe  are  urgently  needed: 

Shots  Across  Texas  immunization  campaign 
Hard  Hats  for  Little  Heads  bike  helmet  initiatiue 
Family  Violence:  Start  the  Healing  Now 

Your  contribution  to  the  TMAF  1995  Annual  Fund  Campaign  will  help 
us  realize  this  commitment  to  TMA  members  and  Texas  citizens.  Your 
gift  is  maximized  because  it  gives  the  Foundation  the  physician  back- 
ing it  needs  to  win  additional  corporate  funding. 

To  make  your  contribution,  return  the  card  that  appears  in  the  Fall  1995 
TMAF  newsletter  or  special  mailing,  or  call  Lisa  Stark  Walsh  at  (800) 
880-1300,  Ext.  1666,  or  (512)  370-1666. 

You  may  pay  by  check  or  credit  card,  so  please  send  your  contribution 
today  to  TMA  Foundation,  Annual  Fund  Campaign,  401  W.  15th  St., 
Austin,  TX  78701. 

Your  donation  is  tax-deductible  to  the  full  extent  of  the  law. 

If  you  make  your  contribution  to  the  Foundation  before  the  end  of  the  year, 
you  may  be  able  to  reduce  your  1995  taxes. 


T MA  FOUN  DATION 

Funding  initiatives  to  meet  the  health  challenges  of  Texas 


Editor’s  Mote 


The  effects  of  religious 
beliefs  on  health  have  received  lit- 
tle attention  from  the  scientific 
community,  but  Associate  Editor 
Teri  Lee  Jones  discovered  that  situa- 
tion may  be  changing  (see  p 24).  One 
surprising  suggestion,  likely  to  attract 
interest  in  this  era  of  managed  care,  is 
that  religion  is  cost-effective.  That  is, 
believers  tend  to  be  healthier  than 
nonbelievers. 

On  another  ethics-related  topic  of 
interest  these  days,  Associate  Editor 
Larry  BeSaw  looks  into  the  uproar 
over  gene  therapy  studies  (see  p 20). 

If  our  coverage  of  these  two  issues 
sparks  your  curiosity,  you’ll  be  pleased 
to  know  that  both  are  among  the 
dozens  of  subjects  to  be  explored  dur- 
ing the  Texas  Medical  Association 
Annual  Session  on  May  9-12,  1996, 
in  San  Antonio.  The  yearly  event 
offers  a chance  for  Texas  physicians  to 
learn  about  changes  in  the  profession 
and  also  to  earn  valuable  continuing 
medical  education  credit. 

At  the  general  session  on  May  9,  sev- 
eral prominent  clinical  geneticists  will 
discuss  genetic  testing  and  the  future  of 
gene  therapy.  And  a seminar  on  physi- 
cians and  spirituality,  sponsored  by  the 
TMA  Committee  on  Physician  Health 
and  Rehabilitation  and  the  TMA 
Alliance,  will  be  held  May  10.  For  more 
information  about  these  and  other 
annual  session  programs,  watch  for  reg- 
istration materials  in  the  January  1996 
issue  of  the  magazine. 

JEAN  PIET  RO  BONO 
Managing  Editor 
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Maternal  age,  marital  status 
may  affect  infant  mortality 

The  article  on  ethnic 
differences  in  infant  mortality 
published  in  the  September  1995 
Texas  Medicine  (pp  50-56)  was  an 
excellent  analysis.  However,  I think 
that  the  study  was  incomplete  in  that 
it  did  not  deal  with  one  definite  and 
one  possible  factor  in  the  social-med- 
ical issue  of  infant  mortality.  The  first 
definite  factor  is  age  of  the  mother, 
which  was  not  discussed.  The  second 
factor  that  may  be  a social  and  impor- 
tant cultural  factor  in  reducing  infant 
mortality  is  marital  status.  Given  the 
ongoing  crisis  of  teenage  and  illegiti- 
mate pregnancy,  I hope  that  Drs  Kerr, 
Ying,  and  Spears  also  have  access  to 
that  information  on  the  7,784  infant 
deaths  so  that  they  might  better 
inform  the  medical  community  of  the 
true  nature  of  this  problem. 

John  Dale  Dunn,  MD,  JD 

Physician  Director 

Brownwood-Brown  County  Health  Department 

Rt  1,  Box  282  M 

Lake  Brownwood,  TX  76801 


Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a letter,  mail,  fax,  or  e-mail  it  to  Texas  Medicine, 
TMA,  401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370- 
1632;  e-mail  jean  _p@texmed.org.  Please  type  letters  you  submit 
for  publication,  and  keep  the  length  to  400  words  or  less.  If  nec- 
essary, you  may  include  a few  references,  preferably  less  than  five. 
Letters  are  published  at  the  discretion  of  the  managing  editor 
and  editorial  advisors,  and  are  subject  to  editing  and  abridg- 
ment. Letters  represent  the  opinions  of  the  authors  and  do  not 
necessarily  reflect  the  policies  of  the  Texas  Medical  Association. 


State  Bar  not  amused  by 
so-called  lawyer  jokes 

I WAS  RECENTLY  FURNISHED  A 
copy  of  the  September  1995  issue  of 
Texas  Medicine  and  was  disap- 
pointed to  see  that  your  magazine 
thought  it  appropriate  to  dedicate  a 
page  of  your  publication  to  ridiculing 
lawyers,  presumably  as  a “sampling  of 
Texas’  physicians’  opinions  on  a topic  of 
interest”  (Back  Talk,  p 72).  The  tenor  of 
the  so-called  “jokes”  in  your  magazine 
is  unfortunate,  to  say  the  least. 

Since  I am  a great  admirer  of  the 
medical  profession  and  the  many 
good  works  that  the  individual  mem- 
bers of  your  profession  perform,  I 
would  strongly  oppose  any  effort  to 
dedicate  a page  of  the  Texas  Bar  Jour- 
nal along  similar  lines.  I sincerely 
regret  that  you  do  not  feel  likewise. 

David  J.  Beck 

President,  State  Bar  of  Texas 
1331  Lamar  St,  Ste  1570 
Houston,  TX  77010 

Difference  is  significant 
between  bureaucratic  regulation 
and  individual  right  to  sue 


IN  RESPONSE  TO  THE  GOVER- 
nor’s  rationale  for  his  veto  of  the 
Patient  Protection  Act  ( Texas  Medi- 
cine, October  1995,  pp  9-10), 
readers  need  to  be  aware  of  the  dis- 
tinction between  a statute  and  a regu- 
lation promulgated  by  a state  agency, 


such  as  the  Texas  Department  of 
Insurance,  in  order  to  understand  the 
true  significance  of  his  position. 

A civil  statute  is  a law  that  is 
drafted  by  the  legislature  and  ratified 
by  the  governor.  A statute  is  generally 
enforcable  by  an  individual  by  initiat- 
ing a lawsuit  in  a Texas  court  of  law, 
with  remedies  that  usually  include  the 
ability  to  award  monetary  damages.  In 
contrast,  an  agency  regulation  is  pro- 
mulgated and  enforced  by  a state 
administrative  agency.  The  enforce- 
ment is  according  to  the  particular 
bureaucratic  procedures  and  remedies 
stipulated  to  by  the  agency  itself.  In 
this  case,  the  commissioner  of  insur- 
ance or  one  of  his  agents  decides 
whether  to  bring  an  administrative 
action  against  a health  maintenance 
organization  (HMO)  on  behalf  of  a 
complainant.  Remember,  the  com- 
missioner of  insurance  is  appointed  by 
the  governor  himself. 

I reviewed  the  new  regulatory  provi- 
sions for  the  protection  of  patient  and 
physician  rights  adopted  pursuant  to 
Governor  Bush’s  direction  and  was 
struck  by  several  key  points.  There  is 
“no  provision,  basis,  or  duty  created  for 
a private  cause  of  action  by  this  new  reg- 
ulation” (20  Tex  Reg  5476).  That  means 
an  individual  cannot  sue  an  HMO  for  a 
violation.  The  section  providing  for  due 
process  and  peer  review  in  the  creden- 
tialing  or  termination  of  a physician  by 
an  HMO  concludes  with  “the  decision 
by  the  peer  review  panel  must  be  con- 
sidered, but  is  not  binding  on  the 
HMO”  (20  Tex  Reg  5481). 

I personally  called  the  Department 
of  Insurance  to  find  out  how  a physi- 
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/.  Menna  & Company  has  built  a 
reputation  for  our  integrity  and 
strong  knowledge  of  coverages 
and  the  current  marketplace. 

Whether  you  are  in  solo  or  group 
practice,  we  have  the  solution  to 
your  insurance  needs  regardless 
of  specialty  or  loss  history  at  the 
most  reasonable  price. 


James  T Rubino 
Executive  Director 

Vickie  Phillips,  BSN 
The  Woodlands 

Donald  Jowers 
Beaumont 

J.  Menna  & Company 
(713)  358-9782 
(800)  856-9782 

Internet  jmenna@malpractice.com 


cian  would  bring  a complaint  against 
an  HMO  under  this  new  regulation 
and  was  told  that  this  issue  had  not 
been  decided  yet.  As  an  indicator,  I 
would  suggest  that  should  anyone  have 
any  interest  in  judging  the  efficiency  by 
which  the  present  consumer  complaint 
system  works,  they  should  call  (800) 
252-3439  and  begin  with  a recorded 
message  and  an  electronic  algorithm. 

In  my  opinion  as  a physician,  I feel 
that  such  a process  is  too  inefficient 
and  impersonal  to  adequately  address 
my  expectations  if  my  rights  on  these 
issues  were  at  stake.  The  governor  and 
Texas  businesses  obviously  feel  differ- 
ently on  this  issue,  and  have  in  their 
opinion  “struck  an  appropriate  bal- 
ance to  deliver  quality  care  at  afford- 
able prices.” 

Robert  V.  West,  MD.JD 

910  Lavaca  St 
Austin,  TX  78701 
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NEWSMAKERS 


Houston  general  surgeon  John  C. 
Baldwin,  MD,  has  been  elected  to  the 
Board  of  Overseers  of  Harvard  Univer- 
sity. All  220,000  living  Harvard  grad- 
uates have  the  opportunity  to  vote  on 
candidates,  who  are  fellow  alumni. 

Ophthalmologist  Michelle  A.  Berger, 

MD,  was  selected  for  the  1995-1996 
Leadership  Austin  class. 

Houston  Society  of  Clinical  Patholo- 
gists officers  include  L.  Maximilian 
Buja,  MD,  president;  Rhonda  L.  Shan- 
non, MD,  president-elect;  Sergio  A. 
Soroka,  MD,  treasurer;  and  James  R. 
Fletes,  MD,  secretary. 

Wimberley  anesthesiologist  Presley 
H.  Chalmers,  MD,  was  elected  vice 
chair  of  the  Texas  Medical  Liability 
Insurance  Underwriting  Association. 

T.  Paschal  Clarke,  MD,  Houston,  was 
awarded  the  Distinguished  Service 
Award  from  the  Texas  Society  of  Psy- 
chiatric Physicians. 

New  physician  members  of  the  Texas 
Medical  Association  Foundation 
Board  of  Trustees  include  Amarillo 
neurosurgeon  Jeffrey  D.  Cone,  MD; 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership; election  or  appointment  to  an  office  of,  or  honors  from, 
a national  or  state  organization;  or,  space  permitting,  recogni- 
tion at  the  local  level.  Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  editor.  Submit  items  for 
consideration,  with  photos  if  possible,  to  Johanna  Franke,  People, 
Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512) 
370-1632. 


Houston  internist  Antonio  M.  Gotto, 
Jr,  MD;  San  Antonio  cardiovascular 
disease  specialist  John  P.  Howe  III,  MD; 
and  Odessa  gynecologist  Nalin  H. 

Tolia,  MD. 

Nancy  W.  Dickey,  MD,  Richmond,  has 
been  named  director  of  the  commu- 
nity-based family  practice  residency 
program  in  College  Station.  The  pro- 
gram is  affiliated  with  Scott  & White 
in  Temple  and  Texas  A&M  University 
Health  Science  Center. 

El  Paso  allergist  O.  Edward  Egbert,  Jr, 

MD,  received  the  1995  S.T.  Turner 
Award  from  the  El  Paso  County  Med- 
ical Society  in  recognition  of  his  com- 
munity involvement  and  commitment 
to  patients. 

Lubbock  internist  Vernon  C.  Farthing, 

Jr,  MD,  was  appointed  to  the  executive 
committee  of  the  Center  for  Rural 
Health  Initiatives  by  Texas  House 
Speaker  Pete  Laney. 

Richard  J.  Hausner,  MD,  Houston, 
was  elected  to  the  American  Pathology 
Foundation  Board  of  Trustees. 

Michael  H.  Kroll,  MD,  and  Mary  K. 
Crow,  MD,  both  of  Houston,  were 
elected  president  and  vice  president  of 
the  Gulf  Coast  Hematology  Society. 

Houston  Society  of  Plastic  Surgeons 
officers  include  David  A.  Lee,  MD, 
president;  Mark  A.  Schusterman,  MD, 
vice  president;  John  F.  Teichgraeber, 
MD,  treasurer;  and  Alfonso  Barrera, 
MD,  secretary. 


A.  John  Rush,  Jr,  MD  Robert  A.  Star,  MD 


General  surgeon  A.  Marilyn  Leitch, 

MD,  and  diagnostic  radiologist  W.P. 
Evans  III,  MD,  both  of  Dallas,  were 
elected  president  and  vice  president, 
respectively,  of  the  American  Cancer 
Society,  Texas  Division,  Inc,  Board  of 
Directors. 

Robert  W.  McKenna,  MD,  Dallas,  was 
elected  president-elect  of  the  Ameri- 
can Society  of  Clinical  Pathologists. 

Dallas  urologist  Paul  C.  Peters,  MD, 

received  the  Valentine  Medal,  which  is 
awarded  annually  by  the  New  York 
Academy  of  Medicine’s  urology  section. 

A.  John  Rush,  Jr,  MD,  Dallas,  has  been 
named  outstanding  psychiatrist  of  the 
year  by  the  Texas  Society  of  Psychi- 
atric Physicians. 

San  Antonio  rheumatologist  Joel  E. 
Rutstein,  MD,  was  chosen  to  receive 
the  Humanitarian  Award  from  the 
South  Texas  Arthritis  Foundation. 

Dallas  internist  Robert  A.  Star,  MD, 

received  the  Young  Investigator  Award 
given  jointly  by  the  American  Society 
of  Nephrology  and  the  American  Heart 


VOLUME  91  ★ NUMBER  U 


9 


People 


Association.  The  award  recognizes  Dr 
Star’s  laboratory  research  on  a natural 
hormone  that  is  thought  to  relieve  pain 
and  reduce  fever. 

Susan  M.  Strate,  MD,  Wichita  Falls, 
received  the  1995  Lansky  Award  pre- 
sented by  the  College  of  American 
Pathologists  Foundation  for  her  sig- 
nificant contributions  to  the  field  of 
pathology. 

Bedford  orthopedic  surgeon  Frank  H. 
Swords,  DO,  has  been  appointed  to  the 
Board  of  Directors  of  the  American 
Osteopathic  Board  of  Orthopaedic 
Surgery. 

Abilene  ophthalmologist  James  L. 
Tucker,  Jr,  MD,  was  elected  president 
of  the  Civil  Aviation  Medical  Associa- 
tion, an  international  organization  of 
both  civilian  and  military  physicians. 

Mario  S.  Verani,  MD,  Houston,  was 
elected  1995-1996  president-elect  of 
the  American  Society  of  Nuclear  Car- 
diology by  the  American  College  ol 
Cardiology. 

Houston  oncologist  Rodger  J.  Winn, 
MD,  received  the  Clinical  Research 
Award  from  the  Association  of  Com- 
munity Cancer  Centers  for  his  distin- 
guished contributions  in  the  science 
and  care  of  cancer  patients. 


Medical  students  improve  health  of  homeless 

Soup  kitchens  aren’t  just  for  eating  anymore  — they’re  also  for 
healing.  With  the  addition  of  Martha’s  Health  Clinic  to  Martha’s 
Kitchen  in  Temple,  the  homeless  not  only  receive  a good  meal  but 
also  a thorough  health  checkup,  thanks  to  the  efforts  of  students  at  Texas 
A&M  University  Health  Science  Center  College  of  Medicine. 

In  1993,  two  medical  students,  with  the  help  ol  Martha’s  Kitchen, 
Scott  & White  Clinic,  and  Texas  A&M  University,  began  Martha’s  Health 
Clinic.  “For  something  like  this  to  work,  it  really  requires  a whole  group 
effort  from  so  many  different  people,’’  said  Garry  Gore,  fourth-year  med- 
ical student  at  Texas  A&M  University  and  chair  of  the  board  for  Martha’s 
Health  Clinic. 

Staff  physicians  from  Scott  & White,  which  extends  malpractice  cover- 
age for  them  so  that  they  can  help  with  the  clinic,  supervise  the  students. 
Though  the  services  provided  by  Martha’s  Health  Clinic  are  free,  students 
link  patients  with  Scott  & White  social  workers  so  that  they  can  devise 
ways  to  pay  for  glasses  or  other  needed  items. 

Texas  A&M  University  designated  the  work  medical  students  do  at  the 
clinic  as  course  credit  for  part  ol  the  family  practice  program.  This 
attracted  more  than  1 5 medical  students  to  the  clinic  in  addition  to  the 
regular  volunteers  and  9 student  board  members.  With  the  facilities  and 
supplies  provided  by  Martha’s  Kitchen  and  donations  from  other  groups 
in  the  Temple  area,  the  clinic  and  kitchen  have  become  a full-service  com- 
plex for  those  in  need. 

The  medical  students’  goal  has  always  been  to  provide  basic  health  care 
to  the  homeless  people  who  find  their  way  to  Martha’s  Kitchen,  which  cel- 
ebrated its  1 Oth  anniversary  in  November.  Those  who  are  seriously  ill  are 
referred  to  the  Scott  & White  Clinic  system  and  Bell  County  Health  Dis- 
trict. The  students  hope  to  conduct  basic  laboratory  services  soon,  with 
the  supervision  of  a medical  laboratory  technician. 

During  the  summer,  medical  students  treat  nearly  20  patients  from 
6:30  pm  to  10  pm  on  Wednesday  nights  when  the  clinic  is  open.  In  the 
winter,  this  number  increases  to  40.  A higher  number  of  patients  is 
expected  this  year  as  word  spreads  about  the  clinic.  “When  we  first  started, 
we  were  really  only  seeing  people  from  the  shelter.  Now  we  re  seeing  peo- 
ple who  have  never  been  to  Martha’s  as  well  as  those  who  have  moved  away 
from  the  shelter  and  return  for  health  care,”  Mr  Gore  said. 

II  donations  and  support  continue  to  grow,  the  students  hope  to  open 
the  clinic  on  Monday  nights,  too,  Mr  Gore  adds.  “It’s  really  been  incredi- 
ble how  all  of  these  different  groups  in  the  community  have  recognized  that 
if  the  homeless  get  care,  not  only  do  they  benefit,  but  the  medical  students, 
the  kitchen,  and  the  supporting  institutions  do,  also.  It’s  not  just  a win-win 
situation,  it’s  a win-win-win  situation.” 
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DEATHS 


Gustavo  Diaz,  MD,  74;  Goliad;  Uni-  j 
versify  ol  Havana  School  of  Medicine-  j 
Cuba,  1948;  died  September  30,  1995.  j 

Benjamin  Ford  Kitchen,  Jr,  MD,  72; 

Houston;  Yale  University  School  ol  : 
Medicine,  1946;  died  September  2,  j 
1995. 

Hugh  Walter  Parchman,  Jr,  MD,  64;  j 

Fort  Worth;  Baylor  College  of  Medi-  | 
cine,  1956;  died  August  5,  1995.  j 

i 

James  Stallings  Scarborough,  MD,  ; 

83;  Waco;  Baylor  College  of  Medi-  j 
cine-Dallas,  1935;  died  September  10,  j 
1995. 

Harvey  Grant  Taylor,  MD,  92;  Hous-  j 
ton;  Duke  University  School  of  Med-  j 
icine,  1940;  died  September  19,  1995.  j 

Horace  HoodTrippet,  MD,  84;  Waco;  • 
The  University  ol  Texas  Medical  j 
Branch  at  Galveston,  1934;  died  Sep-  j 
tember  21,  1995.  j 

Walter  W.  Wollmann,  MD,  84;  El  j 

Paso;  Northwestern  University  Med-  j 
ical  School,  1938;  died  September  7,  i 
1995. 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services , Inc.,  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


W e are  a dedicated  group  of 

professionals  with  a reputation 
for  obtaining  reasonably  priced 
malpractice  insurance  regardless  of  a 
physician’s  claim  history,  specialty  or 
previous  problems. 




Medical  Insurance  Services,  Inc. 


For  additional  in  formation,  contact: 

David  A.  Butler,  Executive  Director 
Aberdeen  Medical  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd.,  Suite  900  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 
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Election  scramble 

Congressional,  legislative  retirements 
shake  up  1 996  election  campaigns 

By  Ken  OrTOLON,  Associate  editor 


They  call  it  the  “casualty  list.”  Every  election 
cycle,  the  Washington,  DC,  periodical  Roll  Call 
keeps  a running  tally  of  federal  lawmakers  who 
have  decided  to  hang  up  their  spurs  and  retire 
from  Congress.  Already  this  year,  the  casualty  list  is  getting 
lengthy.  Nine  US  House  members  and  nine  senators  have 
announced  they  will  not  seek  reelection.  Almost  all  are 
Democrats,  and  the  names  include  such  veteran  Democra- 
tic Party  leaders  as  Sens  Sam  Nunn  of  Georgia,  David 
Pryor  of  Arkansas,  and  Bill  Bradley  of  New  Jersey.  Added 
to  that  are  three  other  lawmakers  who  have  resigned  in 
midterm  and  five  representatives  who  have  announced 
they  will  run  for  the  Senate. 


That  sizable  turnover  in  Congress  — before  even  one 
ballot  is  cast  — likely  will  set  off  a mad  scramble  back  in 
those  lawmakers’  states  as  elected  officials  and  local  politi- 
cos line  up  to  make  a run  at  the  open  seats.  And  Texas  will 
be  right  in  the  middle  of  the  fray. 

US  Reps  Charles  Wilson  (D-Lufkin)  and  Jim  Chapman 
(D-Sulphur  Springs)  are  among  18  Democratic  representa- 
tives and  senators  who  are  giving  up  their  seats  in 
1996.  Congressman  Wilson,  a 22-year  con 
gressional  veteran,  apparently  will  retire 
from  public  life.  Congressman  Chap- 
man, who  is  finishing  his  sixth  term, 
has  announced  he  will  launch  a 
long-shot  campaign  to  unseat  US 
Sen  Phil  Gramm,  the  Texas 
Republican  who  is  running  both 
for  reelection  and  for  the  GOP 
presidential  nomination. 

They've  been  “Newt-ed” 

The  large  number  of  Democrats  who 
have  opted  out  of  the  1996  election  cam- 
paign may  be  a sign  of  Democratic  frustration 
with  what  TMA  Public  Affairs  Director  Kim  Ross  calls  the 


“post-Gingrich  environment”  in 
which  the  White  House  and  Democ- 
ratic congressional  leaders  have  placed 
intense  pressure  on  rank-and-file 
Democrats  — many  themselves  con- 
servatives — to  oppose  House  Speaker 
Newt  Gingrich  and  the  Republican 
“Contract  with  America.” 

“The  Contract  with  America  — 
which  most  had  thought  was  merely  a 
campaign  device  — has,  in  fact,  been 
a blueprint  for  a governing  document 
that  Speaker  Gingrich  has  shown 
remarkable  skill  in  executing,”  Mr 
Ross  said.  “For  Republicans,  it’s  been  a 
lot  of  fun  riding  that  train.  But  for  the 
Democrats,  it’s  been  no  fun  at  all 
being  tied  to  the  tracks.” 

The  highest  level  of  frustration,  Mr  Ross  says,  has  been 
felt  by  traditionally  conservative  southern  Democrats  — 
such  as  Congressmen  Wilson  and  Chapman  and  others  in 
Texas  — who  philosophically  might  be  more  closely  aligned 
with  their  GOP  colleagues  than  with  the  liberal  leadership 
in  their  own  party.  These  conservative  Democrats  currently 
are  facing  tremendous  cross  pressures,  Mr  Ross  says.  The 
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Democratic  congressional  leadership  is 
pressuring  them  to  vote  with  liberal 
Democrats  to  block  conservative  initia- 
tives at  the  same  time  they  see  voters  in 
their  districts  back  home  getting  more 
and  more  conservative.  For  some,  the 
situation  simply  may  have  become 
untenable,  Mr  Ross  says. 

“Your  party  leadership  is  asking 
you  to  vote  against  your  own  personal 
ideology  and  also  that  of  your  dis- 
trict,” he  said.  “In  that  increasingly 
partisan  environment,  you’ve  either 
got  to  switch  parties  or  quit  because  of 
the  way  Washington  works.” 

Fight  or  switch 

Representatives  Wilson  and  Chapman 
took  the  second  option.  US  Rep  Greg 
Laughlin,  ofWest  Columbia,  took  the 
first.  Earlier  this  year,  he  jumped  from 
the  Democratic  Party  to  the  GOP. 

Carlos  Hamilton,  MD,  Houston, 
chair  of  the  Texas  Medical  Association 
Political  Action  Committee  (TEX- 
PAC),  says  Congressman  Laughlin’s 
switch  is  indicative  of  the  growing 
conservatism  in  Texas,  particularly  in 
largely  rural  areas. 

“The  fact  that  Greg  Laughlin 
changed  from  a Democrat  to  a Republi- 
can tells  you  an  awful  lot,”  Dr  Hamilton 
said.  “I  think  he  would  have  had  a hard 
time  getting  reelected  as  a Democrat.” 

Mr  Ross  says  Congressman  Laugh- 
lin might  have  held  on  as  a Democrat 
but  lacked  the  clout  to  continue  buck- 
ing  his  own  party  and  remain  a “player” 
in  Congress.  Plus,  the  Republicans 
offered  him  an  added  inducement  to 
switch  — a seat  on  the  powerful  House 
Ways  and  Means  Committee. 


Congressmen  Wilson  and  Chap- 
man also  likely  would  have  been 
reelected,  but  Mr  Ross  says  both 
almost  certainly  would  have  faced 
tough  Republican  challengers. 

Musical  chairs 

The  fallout  from  the  retirements  in 
the  two  East  Texas  congressional  dis- 
tricts already  is  being  felt.  The  official 
deadline  to  file  for  the  1996  election 
campaigns  is  not  until  January,  but 
potential  candidates  already  are  jock- 
eying for  positions.  “There  are  a lot  of 
people  anxious  to  move  up  into  those 
seats,”  Dr  Hamilton  said. 

Already,  state  Sen  Jim  Turner  (D- 
Crockett)  has  said  he  will  seek  Con- 
gressman Wilson’s  2nd  Congressional 
District  seat.  That,  in  turn,  likely  will 
set  off  a scramble  among  state  House 
members  from  East  Texas  for  Turner’s 
Senate  seat.  State  Rep  Steve  Ogden 
(R-College  Station)  is  rumored  to  be 
interested  in  that  race.  Plus,  state  Rep 
Billy  Clemons,  of  Poliak,  who 
recently  jumped  to  the  Republican 
Party,  reportedly  is  eyeing  a race 
against  Senator  Turner  for  Congress. 
That  would  add  another  open  seat  in 
the  Texas  House.  All  have  physician 
support  and  pro-medicine  records. 

“It’s  textbook  political  musical 
chairs,”  Mr  Ross  said.  “And  the  effect  is 
fairly  predictable  and  easily  calculated. 
The  complication  for  TEXPAC  is  that 
when  you  have  sitting  members  of  the 
legislature  running  for  the  same  office, 
they  already  have  physician  constituen- 
cies and  support.  So  we  likely  will  have 
several  friendly  incumbents  facing  each 
other  in  the  March  primaries  or 


November  general  election." 

Dr  Hamilton  says  that  makes  get- 
ting input  from  local  medical  commu- 
nities increasingly  important  in 
deciding  which  candidates  to  back 
this  year.  “We  will  depend  very 
strongly  on  the  local  medical  commu- 
nities to  give  us  feedback  as  to  the 
strength  of  their  ties  to  these  candi- 
dates,” he  said. 

Increasing  the  confusion 

Congress  is  not  the  only  level  at  which 
the  retirement  of  incumbents  has  set 
off  a scramble  among  politicos  to 
move  up  to  higher  office.  At  least  two 
state  senators  — Democrats  Peggy 
Rosson,  of  El  Paso,  and  Bill  Sims,  of 
Paint  Rock  — have  announced  they 
will  not  be  back. 

At  least  six  state  House  members 
also  have  announced  their  retire- 
ments. The  most  recent  at  press  time 
was  Rep  Curtis  Seidlits  (D-Sherman), 
who  is  leaving  the  legislature  to  take  a 
lobby  position  with  the  electric  utility 
industry.  Others  who  will  not  return 
include  Reps  Susan  Combs  (R- 
Austin),  Doyle  Willis  (D-Fort 
Worth),  Nancy  McDonald  (D-El 
Paso),  Carolyn  Park  (R-Euless),  and 
Jerry  Yost  (R-Longview). 

David  Marwitz,  TMA  director  of 
political  education,  says  the  retire- 
ments in  the  Texas  House  likely  will 
have  little  impact  on  the  partisan 
makeup  of  that  body. 

“Of  the  six  retirees,  only  one  seat  — 
Seidlits’  — has  potential  of  changing 
parties,”  he  said.  Mr  Marwitz  predicts 
the  GOP  might  have  a chance  to  pick 
up  5 or  6 seats  in  next  year’s  elections  if 
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it  fields  good  candidates.  That,  how- 
ever, is  not  enough  to  affect  the  balance 
of  power  in  the  House. 

“Redistricting  tends  by  design  to 
bunch  people  into  districts  that  are 
heavily  Republican  or  Democrat,”  Mr 
Marwitz  said.  “So  the  chances  of  gain- 
ing seats  have  been  reduced.  Most  of  the 
chances  for  the  Republicans  to  gain 
seats  will  be  in  rural  areas  represented  by 
conservative  Democrats.  And  rural 
Texas  still,  in  many  cases,  supports  con- 
servative Democrats  over  Republicans.” 

Ruling  the  Senate 

Republican  chances  of  real  gains  in  the 
Senate,  where  they  already  hold  14  of 
31  seats,  may  be  much  better.  With 
Senator  Turner’s  seat  possibly  opening 
up  in  a special  election  if  he  wins  the 
congressional  race,  and  with  Senators 
Rosson  and  Sims  retiring,  Republicans 
have  a strong  chance  of  closing  the  gap. 
Senator  Rosson’s  El  Paso  district  is  not 
as  likely  to  go  to  the  GOP  as  the  other 
two,  but  at  least  a couple  of  other 
Democratic  seats  could  be  in  jeopardy. 
Among  them  is  that  held  by  conserva- 
tive Sen  David  Cain  of  Dallas,  who  in 
1994  narrowly  won  the  open  seat  in  a 
Dallas-to-East  Texas  district. 

If  Republicans  could  grab  those  three 
seats,  they  would  need  only  one  more  to 
take  control  of  the  Senate,  which 
prompts  endless  speculation  over  who 
would  control  that  body  — Democratic 
Lt  Gov  Bob  Bullock,  the  Senate’s  presid- 
ing officer,  or  the  new  GOP  majority. 

Mr  Ross  says  don’t  change  the 
nameplates  just  yet.  “The  Senate  func- 
tions in  consensual,  bipartisan  fashion. 
It  is  highly  improbable  that  a serious 
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effort  would,  or  could,  be  mounted  to 
change  Senate  leadership,”  he  said. 

Even  if  they  don’t  gain  the  majority, 
any  GOP  gains  in  the  Texas  Senate 
could  have  tremendous  implications 
for  legislative  action  in  1997.  “The 
Senate  has  rules  that  give  a minority  of 
senators  tremendous  power,”  Mr  Ross 
said.  “It  only  takes  1 1 votes  to  block 
consideration  of  any  bill.” 

Mr  Ross  says  the  state  Senate  cam- 
paigns will  be  the  bellwether  races  for 
TEXPAC  in  terms  of  campaigns  that 
could  have  significant  impacts  on  pol- 
icy decisions  in  the  legislature. 

For  TEXPAC,  protecting  Senator 
Cain  and  Republican  Sen  Drew 
Nixon,  of  Carthage,  will  be  priorities. 
Senator  Cain,  who  supported  TMA’s 
Patient  Protection  Act  and  tort  reform 
initiatives  in  1995,  narrowly  won  elec- 
tion in  1994  by  fewer  than  1,500  votes. 
As  chair  of  the  Sunset  Commission,  he 
carried  TMA’s  medical  practice  bills  in 
1 993.  He  is  expected  to  face  Republi- 
can opposition  from  either  Bob  Reece, 
of  Canton,  who  is  in  the  computer 
business,  or  Richard  Harvey,  a peren- 
nial GOP  candidate  from  Tyler. 

Mr  Marwitz  says  changes  in  Senate 
district  lines  made  this  year  should 
help  the  Dallas  Democrat  in  his 
reelection  bid.  “Senator  Cain  gained 
about  2,000  Democratic  votes  in  Dal- 
las County  as  a result  of  the  redistrict- 
ing settlement,”  Mr  Marwitz  said. 

Mr  Ross  adds  that  Senator  Cain 
also  is  in  a stronger  position  than  in 
1994  because  he  now  has  the  added 
advantage  of  incumbency.  “He’s  had  a 
full  term  to  take  care  of  the  district,” 
Mr  Ross  said.  “He’s  spent  a lot  of  time 
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in  it.  He  has  a voting  record  that 
reflects  the  district  quite  well.” 

Senator  Nixon  also  faces  a tough 
reelection  bid  in  a district  that  tradi- 
tionally has  been  Democratic.  He 
likely  will  face  former  state  Rep  Dick 
Swift,  a Palestine  trial  lawyer,  or 
incumbent  District  9 Rep  Jerry  John- 
son, of  Nacogdoches. 

All  bets  off 

The  one  unknown  factor  that  could 
have  tremendous  influence  on  all  of  the 
1996  campaigns  is  Senator  Gramm’s 
candidacy  for  president.  The  senior 
senator  from  Texas  is  running  both  for 
president  and  for  reelection  to  the  US 
Senate  under  a unique  law  originally 
passed  to  let  another  well-known  Texas 
senator  — Lyndon  B.  Johnson  — do 
the  same  thing.  It  also  allowed  former 
Sen  Lloyd  Bentsen  to  hold  his  Senate 
seat  and  run  for  vice  president  in  1988. 

Mr  Ross  says  Senator  Gramm’s 
presidential  campaign  likely  will  take  a 
lot  of  political  dollars  out  of  Texas.  If, 
however,  Senator  Gramm’s  presidential 
campaign  goes  poorly  and  he  turns  his 
attention  back  to  a full-blown  cam- 
paign for  reelection  to  the  US  Senate, 
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it  could  be  a boon  for  GOP  candidates 
up  and  down  the  ballot,  Mr  Ross  says. 

“Senator  Gramm’s  status  probably 
will  be  made  clear  after  the  March  pri- 
maries because  the  Midwest  and  the 
South  will  be  done,”  he  said.  “So  a 
massive  amount  of  electoral  votes  will 
already  be  determined  by  late  March. 
If  Senator  Gramm  gets  out  of  the 
presidential  campaign  and  turns  all  his 
attention  to  getting  reelected  in  Texas, 
he  will  turn  all  his  formidable 
machine  and  money  to  cranking  out  a 
Republican  vote.  Of  course,  if  he  is  a 
presidential  nominee  in  the  fall,  you 
will  get  a similar  effect.” 

That,  Mr  Ross  says,  makes  Repub- 
lican chances  look  a lot  better  in  both 
the  open  congressional  races  and  the 
key  state  Senate  campaigns.  “The  net 
effect,  legislatively,  is  a strengthening 
of  the  Republican  majority  position  in 
the  US  House  and  Senate.  At  the 
statehouse,  Republicans  likely  will 
gain  strength,  but  not  in  sufficient 
numbers  to  shift  the  balance  of  power. 
The  legislature  functions  in  a more 
bipartisan  fashion  than  the  Congress 
and  is  not  formally  organized  along 
party  lines,  at  least  not  yet.”  ★ 
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The  workers’  comp  monolith 

Despite  improvements , problems  still  remain 


By  Larry  BeSaw,  Associate  editor 


For  many  Texas  physicians,  the  workers’  compensa- 
tion system  represents  a bureaucratic  tangle  of  reg- 
ulations, guidelines,  and  forms;  frequent  payment 
hassles;  and  a cumbersome  dispute-resolution 
process.  If  it  were  not  for  their  concern  for  their  patients’  wel- 
fare, many  of  them  would  choose  not  to  participate. 


It  has  proven  too  much  for  some.  Although  there  are  no 
figures  available  on  the  number  of  physicians  who  have 
chosen  to  discontinue  seeing  workers’  compensation 
patients,  doctors  interviewed  by  Texas  Medicine  indicate 
that  dissatisfaction  is  increasing  and  that  a growing  num- 
ber of  their  colleagues  simply  no  longer  feel  it  is  worth 
their  time  and  effort. 

In  other  words,  they  don’t  want  any  more  of  the  cheese, 
they  just  want  out  of  the  trap. 

One  physician  who  has  chosen  to  remain  in  the  system, 
Charlotte  Smith,  MD,  a physical  medical  and  rehabilitation 
specialist  in  Austin,  says 
she  understands  physi- 
cians’ frustrations.  “In 
terms  of  the  amount  of 
time  I put  into  things  and 
what  I get  back,  there  are  a 
lot  easier  things  to  do  and 
things  I think  are  more 
satisfying  in  a lot  of  ways. 

But  the  problem  is  some- 
one has  to  take  care  of 
these  patients,”  she  said. 

Dr  Smith  and  other 
physicians  who  treat  in- 
jured workers  frequently 
find  themselves  trying  to 
keep  the  Texas  Workers’ 

Compensation  Commis- 
sion (TWCC)  and  the 
insurance  carriers  happy, 
while  at  the  same  time 
dealing  with  patients  who 
are  often  in  pain  and  dis- 


traught because  they  cannot  work. 
“The  hardest  thing  about  workers’ 
comp  is  that  it  affects  people’s  ability  to 
earn  a living.  They  get  very  frantic  and 
very  desperate,  and  they  blame  the  doc- 
tor,’’ she  said. 

Todd  Brown,  TWCC  executive 
director,  acknowledges  that  there  is  a 
problem.  “I  get  letters  from  doctors  saying  they  are  drop- 
ping out  of  the  system.  Most  of  the  time  it’s  not  about 
money;  it’s  about  the  process.  So  we  are  constantly  trying 
to  refine  that,’’  he  said. 

Mr  Brown,  a professed  problem  solver,  says  the  commis- 
sion is  trying  to  improve  the  workers’  compensation  system 
and  reach  the  admittedly  utopian  goal  of  making  sure  every 
injured  worker  gets  every  penny  he  or  she  deserves  and  that 
no  employer  pays  one  penny  more  than  necessary.  He  is 
also  determined,  he  says,  to  make  sure  physicians  are  ade- 
quately compensated  for  the  services  they  provide. 

Improvements  ahead 

Among  the  steps  Mr 
Brown  cites  as  indications 
the  TWCC  is  trying  to 
improve  the  system  is 
an  overhaul  of  the  cur- 
rent fee  structure  for 
reimbursing  physicians  for 
their  services.  It  is  the  first 
such  fee  schedule  revision 
in  more  than  3 years,  and 
TWCC  officials  say  they 
plan  to  revise  fees  every  2 
years.  TWCC  staff  are 
finalizing  their  recom- 
mendations to  the  com- 
mission. It  is  expected  the 
commission  will  adopt  the 
new  fee  schedule  in  Janu- 
ary and  put  it  into  effect 
in  February. 

Although  individual  fees 
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will  be  increased  or  reduced  anywhere 
from  25%  to  60%,  Mr  Brown  says  he 
anticipates  an  overall  increase  of  1.5%. 
“What  we  are  trying  to  do  is  bring  up 
those  that  are  at  the  lower  end,  probably 
those  that  are  the  most  utilized.  Those 
that  are  less  frequently  used,  the  higher 
ticket  items,  we’re  trying  to  bring  down 
to  normality,”  he  said. 

The  commission  is  attempting  to 
move  away  from  the  resource-based 
relative  value  scale,  in  which  the  rela- 
tive value  unit  is  based  on  the  degree 
of  difficulty  of  the  service,  to  a fair 
market  approach.  “I  can’t  argue  with  a 
doctor  about  how  difficult  it  is.  But  I 
do  believe  the  market  will  tell  me 
what  I have  to  pay  for  a service,”  Mr 
Brown  said. 

The  intent  is  to  balance  the  payout 
for  workers’  compensation  treatment 
services  with  the  number  of  physicians 
needed  to  provide  quality  care.  “I  want 
to  make  sure  we  maintain  a good  sup- 
ply of  doctors  in  the  comp  system. 
They  [injured  workers]  deserve  the  best 
medical  care  money  can  buy,”  he  said. 

The  TWCC’s  goal  is  to  pay  physi- 
cians at  least  80%  of  their  usual  and 
customary  fees.  “We  know  we  can’t 
reach  that  goal,  so  there  are  some  doc- 
tors we  are  not  going  to  be  able  to 
reimburse  80%.  They  have  a choice  of 
saying,  ‘I’ll  either  accept  less  than 
80%  of  what  I normally  charge  or  I 
won’t  see  comp,”’  Mr  Brown  said. 

Another  system  improvement  in  the 
works  is  a revised  set  of  preauthoriza- 
tion guidelines,  expected  to  be  adopted 
some  time  after  the  first  of  the  year. 

“If  it  is  adopted  the  way  it’s  pro- 
posed, it  will  be  much  easier  to  work 


with,”  said  Patrick  H.  Coffey,  man- 
ager of  physician  payment  advocacy 
for  the  Texas  Medical  Association.  Mr 
Coffey  says  the  new  rules  will  tighten 
the  time  frame  for  obtaining  preau- 
thorization, clarify  the  list  of  proce- 
dures and  treatments  that  need  to  be 
preauthorized,  and  establish  better 
communication  between  insurance 
carriers  and  physicians  by  specifying 
the  information  needed  for  preautho- 
rization. “It  will  eliminate  a lot  of  con- 
fusion and  communication  problems 
that  exist  now,”  he  said. 

Even  critics  of  the  workers’  com- 
pensation system  call  the  proposed 
preauthorization  rules  an  excellent 
sign  of  future  cooperation  because 
TMA  and  the  insurers  worked  with 
the  TWCC  staff  to  bring  them  about. 
“Working  with  the  business  commu- 
nity, which  really  calls  the  shots, 
instead  of  against  it,  is  a big  first  step,” 
said  one  physician. 

Also  frequently  cited  as  a positive 
move  toward  improving  the  system  is 
the  adoption  of  guidelines  providing 
treatment  protocols  for  spinal  injuries 
and  mental  health  problems.  “About 
20  other  states  have  come  out  with 
guidelines.  In  my  opinion,  Texas  is  the 
most  avant  garde,”  said  Tom  Mayer, 
MD,  research  coordinator  for  the 
orthopedic  department  of  The  Uni- 
versity of  Texas  Southwestern  Medical 
School  and  a member  of  the  working 
group  that  helped  draft  the  guidelines. 

Mr  Coffey  says  TMA  has  also  been 
successful  in  two  other  areas.  One  is 
obtaining  TWCC  adoption  of  a spine 
surgery  second-opinion  rule  placing 
sanctions  on  insurance  carriers  that  use 


delaying  tactics  to  slow  down  the  sec- 
ond-opinion process.  The  other  is 
arranging  a contract  between  TWCC 
and  the  Texas  Medical  Foundation  for 
peer  review  on  dispute-resolution  cases. 

TMA  is  also  working  with  TWCC 
staff  to  develop  educational  work- 
shops on  impairment  ratings  and  the 
role  of  the  treating  and  referral  physi- 
cian, and  streamlining  the  dispute- 
resolution  process. 

Points  of  contention 

Despite  the  aforementioned  improve- 
ments in  the  system,  critics  say  there  is 
much  still  to  be  done.  They  contend 
the  commission  — composed  of  three 
employer  and  three  employee  repre- 
sentatives appointed  by  the  governor 
— is  overly  sensitive  to  the  needs  of 
business  interests  and  appears  more 
intent  on  reducing  employers’  costs 
than  making  sure  injured  workers 
receive  the  benefits  they  deserve.  They 
also  charge  that  TWCC  and  its  staff 
have  not  done  enough  to  protect 
physicians  from  some  insurance  com- 
panies that  pressure  them  to  compro- 
mise the  quality  of  the  care  they 
deliver  in  the  name  of  cost  savings. 

Furthermore,  they  claim,  there  is 
an  attitude  among  some  TWCC  staff 
members  that  physicians  are  nothing 
more  than  overutilizing  money  grub- 
bers, even  though  the  system  cannot 
function  without  them.  “They  don’t 
respect  us.  They  don't  like  us.  But  they 
need  us,”  one  physician  said. 

Mr  Brown  vigorously  defends  the 
commission  and  his  staff.  lie  denies 
such  claims  and  says  he  has  never  seen 
the  commissioners  do  anything  that 
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University  Medical  Group  is  a 
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have  7 health  care  centers 
throughout  the  region,  with  future 
sites  planned  for  1995-96. 
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was  nor  out  of  conviction.  The  com- 
mission is  trying  to  balance  the  needs 
of  employers  and  employees  and  help 
maintain  a healthy  economy  by  estab- 
lishing a workers’  compensation  sys- 
tem that  will  not  keep  businesses  from 
moving  into  the  state,  he  says. 

As  for  the  issue  of  respect,  he  says  it 
is  a two-way  street.  While  there  may 
have  been  instances  when  commission 
staff  members  did  not  act  in  a profes- 
sional and  courteous  manner,  some 
physicians  have  also  been  guilty,  he 
says.  His  staff  have  received  insulting 
letters  from  physicians,  he  said, 
adding,  ‘d’ve  been  in  union  halls  and 
not  had  people  use  the  same  type  of 
language  as  I have  heard  professional 
medical  people  use.” 

Another  sore  point  for  physicians 
is  a stepped-up  effort  by  commission 
staff  to  collect  what  the  TWCC  has 
determined  to  be  overpayments  to 
physicians.  Some  physicians  have 
received  letters  demanding  refunds  of 
up  to  50%. 

“We  have  had  instances  where  doc- 
tors are  charging  for  services  they  did 
not  provide,”  Mr  Brown  said.  “All  we 
are  asking  back,  in  most  instances,  is 
for  services  that  either  were  not  pro- 
vided or  couldn’t  have  been  provided. 
Most  of  the  time,  it’s  an  honest  mis- 
take, but  there  are  doctors  who  abuse 
the  system.” 

While  the  commission  must  pro- 
tect injured  workers  and  employers 
“from  doctors  who  do  not  have  the 
highest  ethical  standards,”  Mr  Brown 
says  it  must  also  “protect  the  doctors 
to  insure  they  are  not  being  inappro- 
priately harassed  and  denied  payment 
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when  they  provide  services.  I don’t 
think  we  have  done  as  good  a job  in 
that  area  as  we  need  to.” 

He  says  he  wants  to  remove  “bad 
doctors”  from  the  system  and  also 
“take  out  claims  adjusters  or  third- 
party  payers  who  are  just  indiscrimi- 
nately denying  payments.  My  goal  is 
to  ensure  that  we  protect  doctors  who 
are  providing  good  services  to  the  sys- 
tem. If  there  are  doctors  who  aren’t, 
I’ll  go  after  them.  I want  them  out  of 
there.  I don’t  want  to  pay  them.  They 
can  practice  somewhere  else.” 

Mr  Brown  has  some  criticism  of 
his  own  for  physicians  who  are  late  in 
filing  reports  on  injured  workers’  max- 
imum medical  improvement  and 
impairment  ratings.  Such  reports  are 
critical  in  determining  workers’  tem- 
porary income  benefits,  which  cur- 
rently total  about  $8  million  per  day 
statewide.  “If  the  report’s  supposed  to 
be  in  on  the  1st  of  the  month  and  it 
doesn’t  get  here  until  the  15th,  just 
imagine  what  that’s  costing  the  sys- 
tem. If  it  happens  in  10%  of  the  cases, 
that’s  $800,000,”  he  said. 

The  Texas  Legislature  has  given  the 
commission  authority  to  levy  $500 
fines  against  physicians  who  do  not 
file  their  reports  on  time. 

Caught  in  the  middle 

Dr  Smith  and  her  partner,  David  Har- 
ris, MD,  have  beaten  the  system  in  at 
least  one  area  — filing  the  forms 
required  by  TWCC.  They  are  using  a 
computer  program  written  by  Dr 
Harris  that  allows  them  to  fill  out 
progress  notes,  letters  of  necessity,  and 
other  forms  in  a matter  of  minutes 
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and  also  cut  their  transcription  costs. 
In  her  case,  transcription,  which  aver- 
ages $6  to  $8  per  page,  has  dropped 
from  more  than  $1,000  a month  to 
$227  for  September. 

It’s  a small  but  welcome  victory  for 
Dr  Smith.  Although  workers’  com- 
pensation accounts  for  only  about 
30%  ol  her  practice,  the  administra- 
tive burden,  which  includes  filing 
forms,  determining  maximum  med- 
ical improvement,  setting  impairment 
ratings,  and  dealing  with  the  insur- 
ance carriers  for  payment,  makes  it  a 
labor-intensive  30%.  All  that  is  on  top 
ol  simply  trying  to  treat  the  patients 
for  their  injuries. 

“I  was  born  to  be  an  advocate  of 
people  who  are  disabled,  and  that's 
something  that  made  me  go  toward 
rehab,”  Dr  Smith  said.  “The  problem 
in  the  workers’  comp  system  is  you 
can’t  just  necessarily  be  the  patient’s 
advocate.  You’ve  got  to  be  right  in  the 
middle,  and  that’s  a very  uncomfort- 
able leeling  sometimes.’’ 

She  worries  that  the  commission 
does  not  really  understand  what  hap- 
pens in  a physician’s  office.  “I  think 
they  don’t  necessarily  understand 
what  doctors  are  trying  to  do  when  we 
provide  care  or  how  we  think  when 
we’re  trying  to  help  patients.  All  we 
want  to  do  is  the  right  thing.’’  ★ 
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Gene  therapy  uproar 

Texas  researchers  say  pessimism  is  unfounded 


By  Larry  BeSaw,  Associate  editor 


When  the  New  England  Journal  of  Medi- 
cine published  articles  in  late  September 
showing  that  two  gene  therapy  studies 
involving  muscular  dystrophy  and  cystic 
fibrosis  patients  had  not  produced  positive  results,  the  so- 
called  “failure”  was  widely  reported  in  the  news  media, 
sometimes  in  funereal  tones.  The  reports  created  a distinct 
impression  that  researchers  trying  to  find  ways  to  use  gene 
therapy  techniques  to  treat  a wide  variety  of  diseases  had 
made  promises  they  could  not  keep. 


Newsweek  devoted  three  pages  to  the  subject,  reporting 
that  125  human  gene  therapy  studies  had  been  approved 
by  the  National  Institutes  of  Health  since  1990,  but  added 
solemnly,  “Not  a single  one  has  yet  shown  gene  therapy 
can  cure  anything.”  The  story  quoted  a University  of  Ari- 
zona geneticist  as  saying,  “When  there’s  no  proof  some- 
thing works,  it’s  not  much  different  than  snake  oil”  (1). 

The  Associated  Press,  the  nation’s  largest  news  service, 
termed  the  studies’  results  as  “disappointing”  and  a “sobering 
setback  for  gene  therapy.” 

But  Texas  experts  in  the 
field  say  the  media 
reports  are  an  overreac- 
tion, bringing  to  mind 
Mark  Twain’s  com- 
ment about  the 
reports  of  his  death 
being  an  exaggera- 
tion. They  point 
out  that  5 years  is 
not  enough  time 
to  determine  the 
value  or  potential 
of  gene  therapy, 
and  that  the  effec- 
tiveness and  worth  of  virtually 
every  advance  in  medicine  has 
been  questioned  at  one  time  or 


another.  They  cite  the  ongoing  contro- 
versy over  chemotherapy.  It  was  devel- 
oped as  a treatment  for  cancer  more 
than  50  years  ago,  but  there  is  still 
debate  whether  it  is  effective  in  pro- 
longing patients’  lives. 

“The  recent  reports  are  not  very 
surprising  if  you  understand  that  we  re 
really  in  the  very  early  stages  of  bring- 
ing gene  therapy  to  patients,”  said 
Arthur  Beaudet,  ML),  professor  and 
acting  chair  of  the  department  of  mol- 
ecular and  human  genetics  at  Baylor 
College  of  Medicine.  “It  is  like  evaluat- 
ing the  attempts  to  build  an  airplane  prior  to  the  Wright 
brothers.  If  you  looked  at  the  previous  20  years  of  effort  and 
you  gave  up,  you  would  not  have  been  on  the  right  track.” 

Raymond  C.  Lewandowski,  MD,  director  of  the  Center 
for  Genetics  Research  in  Corpus  Christi,  fears  the  negative 
reaction  to  the  ups  and  downs  of  research  could  adversely 
affect  governmental  and  private  funding  for  the  very  expen- 
sive research  projects. 

“I  am  quite  honestly  unhappy  at  times  at  the  way  the 

media  jumps  on  research  arti- 
cles because  there  are  reac- 
tions sometimes  that 
negatively  impact  on  areas 
that  are  going  to  be  im- 
mensely produc- 
tive. Everyone 
in  the  genetics 
community  had 
some  concerns 
about  how  the 
initial  trials  were 
going  to  go.  No 
one  was  clear 
about  what  the 
actual  effects  were 
going  to  be  in 
patients,”  he  said. 

He  is  confident,  however,  that 
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despite  setbacks,  gene  therapy  will  ulti- 
mately prove  effective.  “It  is  going  to 
work.  There’s  no  question  about  that.” 

Back  to  the  drawing  board 

On  September  28,  the  New  England 
Journal  of  Medicine  published  two 
articles  outlining  the  results  of  studies 
on  the  use  of  gene  therapy.  One  con- 
cerned treating  12  boys  with 
Duchenne’s  muscular  dystrophy  by 
researchers  at  Ohio  State  University 
(2).  The  other  involved  trials  on  12 
cystic  fibrosis  patients  by  another 
group  of  researchers  at  the  University 
of  North  Carolina  (3). 

The  muscular  dystrophy  researchers 
said  they  used  the  myoblast  transfer 
technique,  which  had  previously  been 
proposed  as  a way  to  replace  dystrophin, 
the  muscle  protein  that  is  deficient  in 
Duchenne’s  muscular  dystrophy.  They 
wanted  to  determine  if  the  boys’  muscle 
strength  could  be  improved  by  injecting 
their  muscles  with  donor  cells  that 
would  fuse  with  their  muscle  fibers  and 
supply  the  gene  to  replace  dystrophin. 
Similar  studies  in  animals  had  shown 
promise,  they  said. 

The  research  team  used  multiple 
injections  to  transfer  the  myoblasts 
into  the  muscles  of  the  boys’  arms 
once  a month  for  6 months.  However, 
they  reported  that  at  the  end  of  the 
study  period,  they  observed  “no 
improvements  in  muscle  strength”  in 
any  of  the  patients. 

Although  they  did  not  increase  the 
strength  of  the  patients’  muscles,  the 
researchers  said  in  their  article  they 
were  able  to  demonstrate  “that 
myoblast  transfer  can  be  used  to 


deliver  cells  capable  of  fusing  with  host 
muscle  fibers  and  expressing  donor- 
derived  dystrophin.  Only  through  fur- 
ther work  will  it  be  possible  to  identify 
the  important  variables  affecting  the 
efficiency  of  transfer  and  thus  making 
the  use  of  myoblasts  a potential  form 
of  cell  therapy  for  muscle  diseases.’’ 

The  North  Carolina  cystic  fibrosis 
study  involved  12  patients  who  had 
stable  pulmonary  disease  and  pancre- 
atic exocrine  deficiency.  Researchers 
created  adenoviral  vectors  containing  a 
copy  of  the  normal  cystic  fibrosis 
transmembrane  conductance  regulator 
gene  and  introduced  them  into  the 
patients’  nasal  linings  to  determine  if 
the  virus  would  infect  the  cells  of  their 
airways  and  correct  the  gene  defect 
that  causes  the  disease.  The  researchers 
said  they  chose  adenoviral  vectors 
because  they  had  been  shown  to  be 
efficient  in  transferring  genes  in  prior 
animal  and  human  studies. 

In  summarizing  their  Endings,  the 
research  team  reported  they  found 
“molecular  evidence  of  low  efficiency 
gene  transfer,”  but  that  there  “was  no 
significant  functional  correction”  of 
the  patients’  disease. 

Weird  science 

Jack  A.  Roth,  MD,  is  the  chair  of  the 
department  of  thoracic  and  cardiovascu- 
lar surgery,  and  the  director  of  a gene 
therapy  program  for  lung  cancer 
patients  at  The  University  of  Texas 
M.D.  Anderson  Cancer  Center.  He 
questions  the  methods  used  by  the  Ohio 
and  North  Carolina  researchers  and  says 
the  outcomes  of  their  studies  should  not 
be  used  to  question  the  validity  of  gene 


therapy  research.  “This  is  an  ongoing 
research  area,  and  progress  is  made  in 
very  small  increments,  not  in  giant 
leaps.  There  are  no  treatments  that  are 
going  to  deliver  major  cures  right  from 
the  outset,”  he  said. 

For  one  thing,  he  says,  the  muscu- 
lar dystrophy  myoblast  study  was  a 
cell  fusion  study,  not  gene  therapy  as 
most  researchers  know  it  because  it 
did  not  use  any  of  the  accepted  gene 
therapy  techniques.  “It’s  been  known 
for  several  years  that  [myoblast  trans- 
fer] technique  has  been  highly  contro- 
versial and  has  not  been  reproduced 
by  other  groups,  so  the  result  was 
really  not  at  all  surprising.  1 don't 
think  that  has  any  bearing  at  all  on  the 
gene  therapy  field,”  he  said. 

He  contends  the  cystic  fibrosis 
researchers  “did  not  approach  it  in  as 
rigorous  a scientific  manner  as  it  should 
have  been  approached.”  Their  study,  he 
points  out,  contained  a reference  to  a 
year-old  article  in  Nature  that  said  the 
target  cell  they  used  does  not  take  up 
their  vector.  “The  investigators,  when 
they  initiated  the  trial,  probably  prior 
to  that  publication,  did  not  establish 
that  the  cells  they  were  targeting  could 
even  take  up  the  vector.  This  is  kind  of 
a fundamental  research  observation 
that  needs  to  be  made  before  you  initi- 
ate a gene  therapy  trial,”  he  said. 

Dr  Beaudet  agrees  with  Dr  Roth 
that  the  muscular  dystrophy  study  did 
not  involve  traditional  gene  therapy 
research.  Furthermore,  he  says,  there 
“was  no  feasibility  there  could  be  any 
beneficial  effect  to  the  patients’  in  the 
cystic  fibrosis  study.  “It  was  just  trying 
to  gather  information  about  whether 
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you  can  administer  these  vectors  in  var- 
ious ways  without  any  harmful  effects 
and  whether  you  can  see  any  evidence 
that  the  vectors  get  in  and  function.” 

The  two  physicians  attribute  the  pub- 
lic reaction  to  the  muscular  dystrophy 
and  cystic  fibrosis  studies  to  a tendency 
to  overreact  to  either  good  or  bad  news. 

“Whenever  a successful  trial  is 
released,  there’s  probably  a tendency 
to  simplify  the  interpretation  and  pos- 
sibly to  overinterpret  the  results.  Simi- 
larly, when  a negative  trial  is 
published,  there’s  probably  the  same 
sort  of  tendency  to  simplify  this  in 
terms  of  it  applying  to  all  of  gene  ther- 
apy, when  in  reality  it  applies  to  a very 
small  fraction  of  the  gene  therapy 
that’s  being  done,”  Dr  Roth  said. 

Dr  Beaudet  adds  that  reactions  to 
the  outcomes  of  research  studies  rang- 
ing from  wild  optimism  to  pessimism 
are  unjustified.  “The  truth  is  pretty 
obviously  somewhere  in  between.  It’s 
quite  likely  that  some  exciting  things 
will  come  over  the  years,  but  if  one 
expects  miracles  overnight,  that’s  not 
going  to  happen,”  he  said. 

A bright  future 

Research  is  big  business  in  Texas.  The 
April  1 994  issue  of  Texas  Medicine 
reported  that  Texas  institutes  of  higher 
education  are  spending  more  than  $1 
billion  a year  on  research  and  develop- 
ment, more  than  half  of  which 
involves  medical,  biological,  and  other 
life  sciences.  Furthermore,  according 
to  state  economic  figures,  almost  half 
of  all  biotechnology  research  is  in  the 
area  of  gene  mapping,  gene  therapy, 
and  gene-based  research. 


The  state’s  role  in  gene  research  is 
growing.  In  mid-October  1995,  The 
University  of  Texas  Southwestern  Med- 
ical Center  received  a 5-year  grant  from 
the  National  Institutes  of  Flealth’s 
National  Center  for  Human  Growth 
and  Development  to  train  physicians, 
chemists,  computer  scientists,  and 
engineers  to  map  the  human  genome. 

The  $810,726  grant,  the  first  of  its 
kind  in  the  nation,  will  enable  the  fac- 
ulty of  the  Eugene  McDermott  Center 
for  Human  Growth  and  Development 
to  teach  undergraduates  and  graduates 
both  the  fundamentals  of  molecular 
biology  and  genetics  and  the  technical 
skills  needed  for  genome  research. 

Among  other  Texas  institutions 
involved  in  gene  therapy  research  are 
M.D.  Anderson  and  Baylor. 

M.D.  Anderson  is  currently  conduct- 
ing clinical  trials  involving  seven 
patients,  and  the  federal  Food  and  Drug 
Administration  approved  three  trials 
involving  lung,  head,  and  neck  cancer. 
Dr  Roth  says  he  is  encouraged  by  his 
patients’  responses  thus  far,  but  he  refuses 
to  draw  any  premature  conclusions. 

Baylor  has  a long  history  of  gene 
therapy  research  in  tissue  culture  cells 
in  animals  but  has  not  yet  conducted 
any  clinical  trials  on  humans.  That  is 
expected  to  change  next  year  when  a 
series  of  trials  gets  under  way  in  the 
Baylor-affiliated  hospitals. 

“One  will  be  a gene  therapy  proto- 
col aimed  at  treating  brain  tumors, 
another  for  treating  children  infected 
with  HIV,  and  the  third  is  aimed  at 
delivery  to  liver  cells  for  metabolic  dis- 
orders,” Dr  Beaudet  said. 

Although  they  say  gene  therapy 
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researchers  must  be  careful  about 
promising  patients  dramatic  “cures” 
for  their  illnesses,  Drs  Roth  and 
Beaudet  say  there  is  reason  to  be  opti- 
mistic that  the  research  will  eventually 
pay  off  in  prolonging  and  improving 
the  quality  of  life. 

“I  think  one  could  speculate  that 
it’s  believable  that  some  considerable 
improvements  in  cancer  therapy,  with 
substantial  remissions,  might  be  possi- 
ble,” Dr  Beaudet  said.  “You  could  see 
substantial  prolongation  of  good 
health  in  patients  with  HIV  infec- 
tions, and  you  might  see  tremendous 
improvement  in  patients  with  various 
genetic  diseases.  There  might  even  be 
results  so  spectacular  they  could  be 
called  a ‘cure.’" 

Enormous  progress  in  gene  therapy 
has  been  made  in  the  past  5 years,  Dr 
Roth  says.  “We  understand  a lot  more 
about  the  process  now  than  we  did  at 
the  beginning.  The  possibility  of  com- 
ing up  with  effective  therapies  that 
can  be  applied  in  early  disease,  I think, 
is  much  closer  that  it’s  ever  been.”  ★ 
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In  God  we  trust 


ex,  politics,  and  reli- 
gion were  once  polite- 
conversation  no-no’s. 
But  as  Victorian  sen- 
sibilities gave  way  to 
modern  ones,  society  has  loosened 
up,  leaving  few  value-laden  topics 
taboo.  Government’s  regulatory 
grip  on  health  care  has  made  any 
comprehensive  discussion  of  medi- 
cine incomplete  without  some  men- 
tion of  politics.  Epidemic  rates  of 
AIDS  and  sexually  transmitted  dis- 
eases have  forced  medicine’s  partici- 
pation in  debates  about  sexuality. 
But  religion  has  remained  pretty 
much  a nontopic,  scientifically 
speaking,  until  relatively  recently. 


Although  religion  continues  to  be  a force  in  hot-but- 
ton  topics  such  as  futile  care  and  abortion,  it  has  been 
considered  inherently  unsuitable  for  scientific-method 
verification  and  therefore  unworthy  of  scientific  research. 
Now,  religion  and  spirituality  are  apparently  making 
some  inroads  into  medical  thinking.  Local  and  national 
conferences  devoted  to  the  spiritual  aspects  of  health  are 
popping  up  around  the  country.  Older  studies  are  being 
given  second  looks,  and  new  ones  are  being  designed  that 
explore  how  religious  beliefs  affect  general  health  and 
patient  outcomes. 

It’s  not  the  existence  of  God,  necessarily,  that  such 
research  has  set  out  to  study  or  prove,  but  whether  or  not 
people  who  believe  in  God  or  practice  a religion  benefit 
healthwise.  According  to  some  studies,  religious  people 
are  healthier  than  nonreligious  people.  Some  observers 
predict  that  once  the  cost-effectiveness  of  religious  belief 
for  maintaining  or  improving  health  is  taken  into 
account,  spiritual  interventions  may  be  offered  as  part  of 
routine  care. 

Texas  Medicine  asked  physicians  of  different  faiths  how 
they  think  religion  affects  their  patients’  health.  A few  said 
they  have  seen  proof  enough  of  religion’s  value  not  only  in 
their  own  lives,  but  in  their  patients’  lives  as  well.  Whether 
or  not  they  personally  believe  in  God,  they  agreed  that  any- 
thing that  helps  their  patients  is  alright  by  them. 


hat  researchers  are  looking  into  the 
connection  between  faith  and 
health  is  not  surprising  given  this 
country’s  level  of  interest  in  religion. 
The  Gallup  Organization  has  sur- 
veyed Americans  about  their  reli- 
gious beliefs  numerous  times  since 
the  late  1930s.  In  1986,  94%  of 
Americans  said  they  believed  in  God,  a percentage  that  has 
not  changed  much  since  1944,  when  the  figure  was  96%. 

Another  relatively  constant  figure  since  1939  has  been 
church  attendance,  at  40%  in  1993.  And  even  though  less 
than  half  of  Americans  attended  church  regularly  in 
1993,  66%  said  they  considered  religion  to  be  either  the 
most  important  factor  in  their  lives  or  a very  important 
factor,  with  just  12%  reporting  religion  as  not  very 
important  to  them. 

Because  Christianity  is  still  America’s  majority  religion 
— 81%  of  Americans  in  1991  reported  either  a Protestant 
or  Catholic  religious  preference,  according  to  the  US  Cen- 
sus Bureau  — more  Christians  wind  up  being  research  sub- 
jects than  individuals  of  other  faiths. 


Just  the  facts,  ma’am 

ailing  religion  an  untapped  clinical 
resource,  psychiatrist  and  epidemi- 
ologist David  Larson,  MD, 
MSPH,  director  of  the  National 
Institute  for  Healthcare  Research 
in  Rockville,  Md,  has  spent  about 
13  years  combing  through  data 
about  religion’s  effect  on  health. 
While  he’s  convinced  religious  faith  can  be  a powerful 
force  in  preventing  and  treating  illnesses,  he  doesn’t  fault 
medicine  for  having  ignored  it. 

“I  think  in  academic  circles  we  remain  very  squeamish 
about  it,  because  it  often  leads  to  controversy  and  argu- 
ment,” Dr  Larson  said.  “But  what  we  have  seen  is  that  the 
inclusion  of  spirituality  in  medicine  improves  care  and 
reduces  costs,  and  that  religion  is  highly  neglected  in  the 
medical  and  mental  health  sciences,  especially  given  its  per- 
sonal and  clinical  relevance  to  patients.’’ 

Dr  Larson  says  he  started  compiling  and  analyzing 
published  research  expecting  to  find  that  religion  had  a 
negative  effect  on  health.  “That’s  actually  how  I got  into 
this.  I was  trying  to  look  for  harm  because  as  a psychiatrist 
in  training  I was  told  it  was  harmful.”  Unexpectedly,  he 
found  the  opposite  effect  in  a wide  range  of  studies  varying 
in  size  and  complexity.  As  a rule,  most  studies  have 
focused  on  the  practice  of  religion  as  measured  by  church 
attendance  and  prayer. 

One  of  the  most  significant  good-health  indicators  seems 
to  be  church  attendance.  One  survey  of  almost  92,000  Mary- 
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land  residents  found  church  attendance  signifi- 
cantly coincided  with  reduced  morbidity 
and  mortality.  Weekly  churchgoers  died 
50%  less  often  from  heart  disease, 
more  than  50%  less  often  from 
emphysema  and  suicide, 
and  74%  less  often 
from  cirrhosis  (1). 

Church  atten- 
dance also  coincided 
with  reduced  hyper- 
tension, according  to 
a 1989  study  where 
men  who  attended 
church  regularly  and 
who  said  religion  was 
very  important  to 
them  had  lower  dias- 
tolic pressures  (nearly  5 
mm)  than  infrequent  churchgo- 
ers who  said  religion  was  unimpor- 
tant. Men  older  than  55  who  said 
religion  was  important  to  them  had  diastolic 
pressures  6 mm  lower  than  those  who  said  it  was 
somewhat  important  or  unimportant  (2). 

In  a recent  study  of  elderly  heart  patients,  the  degree  of 
strength  patients  said  they  received  from  their  religious 
faiths  was  the  most  consistent  indicator  of  survival  follow- 
ing elective  heart  surgery.  Six  months  after  having  the  same 
surgery,  21  of  the  232  patients  had  died,  but  none  had  died 
who  had  described  themselves  as  deeply  religious.  The 
researchers  said  that  those  without  any  strength  or  comfort 
from  religion  had  almost  three  times  the  risk  of  death  as 
those  who  had  at  least  some  comfort  or  strength  (3).  “Now 
that  has  play,  because  the  cardiac  status  variables  were  not 
as  critical  as  religious  variables,”  Dr  Larson  said.  “So  when 
you  start  talking  about  death  and  the  cost  of  very  expensive 
procedures,  people  start  taking  notice.” 

After  analyzing  hundreds  of  studies,  Dr  Larson  says  the 
findings  show  that  practicing  religion  is  beneficial  more 
than  70%  of  the  time  and  harmful  less  than  10%  of  the 
time.  Dr  Larson  and  two  other  researchers  have  compiled 
hundreds  of  such  studies,  many  of  which  appear  in  their 
series  of  annotated  bibliographies,  The  Faith  Factor,  and  he 
and  his  wife  have  published  an  educational  module  called 
The  Forgotten  Factor.  ‘In  studies  that  included  church  atten- 
dance alone,  80%  showed  a relationship  with  better  health.” 

Dr  Larson  says  he  has  been  pleasantly  surprised  at  medi- 
cine’s response  to  his  and  others’  trailblazing  in  what  he  calls 
the  antitenure  track  of  research.  “They  have  every  right  to 
have  reservations,  given  their  nervousness  about  rigid  conserv- 
atives, and  what  I call  the  'big  F’  word  — fundamentalist.  But 
where  you  have  data  and  where  you  talk  about  the  data,  I have 
found  tremendous  openness  in  professional  communities. 


HOW  THAT  HAS 
PLAY,  BECAUSE  THE 
CARDiAC  STATUS  VARIABLES  WERE 
HOT  AS  CRITICAL  AS  RELIGIOUS 
VARIABLES*  S©  WHEH  YOU  START  TALKIHG 
ABOUT  DEATH  AHD  THE  COST 
OF  VERY  EXPEHSiVE 
PROCEDURES,  PEOPLE 
START  TAKinG 
riOTiCE,” 
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Docs  as  God’s  instruments 

lthough  the  practice  of  medicine  is 
necessarily  bent  toward  scientific  data 
and  proof,  many  of  its  individual  prac- 
titioners believe  science  is  just  part  of 
the  healing  process  and  that  religion’s 
impact  on  health  deserves  attention. 

A common  thread  running 
through  dialogues  with  religious 
physicians  who  hold  vastly  different  theological  perspec- 
tives is  their  belief  that  religion  is  good  for  their  patients. 
Some  take  little  credit  for  their  patients'  healing.  “As  a 
physician,  the  action  is  in  your  hand,  but  not  the  fruit  of 
the  action,”  said  San  Antonio  internist  Vijay  Koli,  MD,  a 
Hindu.  “In  Hinduism,  we  are  taught  to  be  humble  and  to 
accept  that  we  physicians  haven’t  cured,  but  the  Lord  has 
allowed  us  to  be  His  instrument  in  the  art  of  healing.”  As  a 
Hindu,  Dr  Koli  believes  in  a pantheon  of  gods,  or  multiple 
deities,  which  are  the  various  manifestations  of  one 
supreme  being.  Hindus  believe  human  souls  are  reincar- 
nated. Whatever  happens  in  one  life,  including  injury  and 
sickness,  is  related  to  actions  in  previous  lives  (karma). 

Although  he  doesn’t  think  adherence  to  one  religion 
over  another  makes  a difference  in  patient  outcomes,  he 
says  religious  faith  in  general  helps  patients  face  health 
crises  better.  When  he  has  done  all  he  can  do  for  his 
patients,  he  says  he  tells  them  that  final  authority  rests  on 
the  supreme  being.  “There  is  a power  beyond  us,”  he  said. 
“Ultimately,  what  the  Lord  has  in  mind,  we  don’t  know.” 
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"We  get  so 
invoLVED  in  TREATinG 
DiSEASE,  DiSEASE,  DISEASE 
THAT  WE  FORGET  TO  DEAL  WITH 
PATiEHTS’  SPiRITUALiTY  AHD 
ERlOTionS.  UlEDiCAL 
SCHOOLS  DOn’T 
TEACH  THAT.” 
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“We  all  know  it’s  blind  faith  when  we  talk  about  God, 
said  San  Antonio  allergist  Raiqua  Arastu,  MD,  a Muslim. 
“Nobody  has  seen  God,  but  most  of  us  believe  in  Him.’’  Dr 
Arastu  says  religion  could  play  an  even  greater  role  in  heal- 
ing. “We  get  so  involved  in  treating  disease,  disease,  disease 
that  we  forget  to  deal  with  patients’  spirituality  and  emo- 
tions. Medical  schools  don’t  teach  that.”  As  a Muslim,  Dr 
Arastu  reads  the  Koran,  prays  five  times  a day,  and  fasts 
from  dawn  to  dusk  1 month  a year  during  Ramadan,  a 
sacred  month  in  Islam. 

Her  religion  gives  her  tranquility,  discipline,  and  insight 
into  her  patients’  needs,  she  says.  “Indirectly,  I've  told 
patients  that  you  always  have  to  have  a positive  attitude, 
that  there’s  something  beyond  this  world  that  could  help 
heal  you.”  There  is  a psychological  aspect  to  every  disease, 
and  those  who  approach  their  ailments  with  a positive  atti- 
tude fair  better,  according  to  Dr  Arastu.  “Unless  you  have  a 
strong  faith,  you  can  feel  lost  in  this  world.” 

“I  can  do  my  very  best  for  patients  and  set  the  stage  for 
healing,  but  I can’t  do  the  healing  myself,”  said  Austin  gyne- 
cologist Joe  Mcllhaney,  Jr,  MD,  a Christian.  “And  I think 
the  faith  factor  is  a very  significant,  forgotten  factor  in  med- 
icine. Human  beings  are  not  just  accumulations  of  atoms 
and  molecules.  They  are  more  than  the  sum  of  their  parts.” 

There  is  something  about  practicing  medicine,  about  con- 
tinuously witnessing  death  and  healing  up  close,  Dr  Mc- 
llhaney says,  that  can  encourage  belief  in  a higher  power. 
“Most  of  the  physicians  I ’ve  ever  known  have  some  sense  of  the 
existence  of  a supernatural  being  — that  there’s  more  to  exis- 


tence, more  to  this  world,  than  just  mechan- 
ics.” And  adversity  often  causes  nonreli- 
gious patients  to  rethink  their 
stances  on  religion.  As  an  in 
vitro  fertilization  special- 
ist, Dr  Larson  says 
some  such  patients 
often  begin  praying 
after  numerous  failed 
attempts  at  preg- 
nancy. “I  tend  to 
think  that  prayer 
helps  them  in  han- 
dling their  infertility, 
whether  they  become 
pregnant  or  not.” 

Even  some  physi- 
cians who  question 
God’s  existence  say  reli- 
gion can  be  a positive  factor 
in  health.  Dallas  psychiatrist 
Diane  Fagelmanbirk,  MD,  who  is 
Jewish,  says  religion  offers  a wealth  of 
benefits.  She  suspects  others,  like  her,  practice 
a religion  but  are  agnostic.  “I  think  many  people 
embrace  religion  for  its  ethical  principles  or  for  the  com- 
munity and  family  it  provides,”  she  said.  “I  observe  Jewish 
holidays  and  feel  that  religion  offers  a lot,  but  I’m  not  sure 
I believe  in  God.  Religion  gives  you  a sense  of  belonging,  a 
place  where  you  are  considered  worthwhile.  I can’t  see  how 
that  would  be  detrimental  to  anybody.” 

Dr  Fagelmanbirk’s  specialty  of  psychiatry  has  been  com- 
prehensively surveyed  about  beliefs  in  God.  Just  43%  of 
the  respondents  in  an  American  Psychiatric  Association 
(APA)  survey  said  they  believe  in  God.  And  it’s  noteworthy 
that  the  APA  issued  guidelines  in  1990  for  psychiatrists  to 
“maintain  respect  for  their  patients’  beliefs,”  and  that  it 
recently  added  a category  in  its  Diagnostic  and  Statistical 
Manual  of  Mental  Disorders  (DSM-IV)  recognizing  the 
importance  of  religion  and  spiritual  beliefs  and  practices. 

Because  Freudian  psychiatry  teaches  that  people  create 
God  to  fulfill  a need  for  security,  there  has  been  much  neg- 
ative opinion  about  religion  in  the  field  of  psychiatry, 
according  to  Dr  Larson.  “In  psychiatrists’  defense,  they’ve 
probably  seen  a lot  of  pathological  religion.” 

Dr  Fagelmanbirk  has  seen  examples  of  religion’s  nega- 
tive impact  in  a couple  of  ways.  One  is  when  patients  are 
condemned  for  their  emotional  problems  — when  they  are 
told  that  if  they  were  righteous  enough  or  God-fearing 
enough,  they  would  not  have  emotional  problems.  Another 
way  is  when  some  patients  are  accused  of  being  possessed  of 
the  devil  rather  than  having  their  problems  seen  as  illnesses 
that  need  to  be  treated.  “I  don’t  think  religion  is  intended 
to  be  used  that  way,”  Dr  Fagelmanbirk  said. 


28 


TEXAS  MEDICINE  ★ DECEMBER  1995 


Considering  psychiatry’s  traditional  perception  of  reli- 
gion, it  is  all  the  more  surprising,  Dr  Larson  says,  that  the 
APA  and  so  many  mental  health  professionals  apparently 
welcome  a fresh  look  at  religion.  Dr  Fagelmanbirk  com- 
mented, “Overall,  religion  is  very  comforting  to  patients 
and  gives  them  a structure  they  often  can’t  find  inside 
themselves.  I don’t  see  science  as  opposed  to  religion.  I 
think  they  both  aid  patients.” 

Don’t  smoke,  eat  right,  and  go  to  church? 

r ^1  he  dogma  in  medical  school  is  that 

T physicians  should  never,  ever  be 
judgmental  or  try  to  impose  their 
own  values  on  patients,”  Dr  Mc- 
Ilhaney  said.  “This  is  drilled  into 
physicians  from  the  first  day  they 
I t : walk  in.”  Some  physicians  say  a lear 

— of  communicating  personal  values 
can  result  in  patients  being  treated  as  objects,  or  worse,  in 
physicians  not  warning  patients  to  stop  unhealthy  behav- 
iors. Failing  to  help  patients  get  the  support  they  need  is 
another  consequence,  according  to  Dr  Larson.  “It  is  a very 
important  issue  to  our  patients,  especially  for  those  with 
severe  and  chronic  illnesses,  and  we  clinicians  frequently 
don’t  get  it.  Sadly,  we  continue  to  ignore  their  religion  or 
vague-out  when  they  bring  it  up.” 

A fear  of  offending  nonreligious  patients  often  keeps 
physicians  silent  on  spiritual  issues.  San  Antonio  pediatri- 
cian Thomas  Fitch,  MD,  a Christian,  has  never  had  a 
patient  get  huffy  at  any  mention  of  prayer  or  religion. 
Although  not  one  to  proselytize,  Dr  Fitch’s  office  holds  a 
small  library  of  Christian  literature  patients  can  either  bor- 
row or  keep.  In  1989,  he  began  including  in  a yearly  letter 
to  his  patients  a list  of  all  kinds  of  local  resources  for  their 
emotional  and  spiritual  health,  including  marriage  and  par- 
enting seminars  sponsored  by  religious  organizations. 

“At  first  I was  really  fearful  of  what  would  happen,”  Dr 
Fitch  said.  “But  I’ll  bet  I’ve  had  200  people  call  or  write 
notes  thanking  me  for  the  letters.”  He  related  a typical 
example  of  how  patients  tend  to  respond  to  spiritual  refer- 
ences. He  had  been  seeing  a child  who  had  had  a low-grade 
fever  for  a few  weeks,  but  who  was  ambulatory  and  basi- 
cally doing  okay.  He  told  the  child’s  mother,  “I  don’t  know 
if  you’ve  been  praying  about  this  thing,  but  I'm  going  to 
start.”  The  mother  replied,  “Oh,  doctor,  we’ve  been  pray- 
ing, too.”  Dr  Fitch  says  he  does  not  try  to  impose  his  reli- 
gion on  his  patients.  “I  might  share  some  of  my  beliefs,  but 
I never  put  down  their  faith  or  lack  of  it.” 

“If  a patient  brings  up  religion,  then  I believe  in  sup- 
porting it,”  said  Dr  Fagelmanbirk.  “But  I don’t  approve  of 
physicians  imposing  some  sort  of  religious  expectation  on 
their  patients.”  Many  patients  intentionally  seek  out  physi- 
cians who  share  their  religious  views.  “I’ve  had  people  call 
me  because  they  knew  I was  Jewish,”  she  said.  “But  I think 


what  patients  want  most  is  for  physicians  to  be  clinically 
competent  — that’s  the  most  important  thing.” 

Physicians  don’t  have  to  be  religious  themselves  to  sup- 
port their  patients’  religious  needs,  Dr  Larson  says.  “Even 
nonreligious  doctors  will  literally  pray  with  their  patients.” 
And  physicians  could  incorporate  spiritual  interventions 
for  their  patients  who  might  want  them  by  first  asking 
whether  or  not  they’re  interested,  Dr  Larson  says,  adding 
that  many  patients  want  their  spirituality  acknowledged  by 
their  physicians.  He  also  believes  physicians  could  better 
utilize  clergy  in  their  practices. 

“If  you  build  it,  they  will  come,”  Dr  Larson  said,  refer- 
ring to  how  medicine  could  incorporate  spirituality  into 
health  care.  That  patients  Hock  to  Christian  therapists 
demonstrates  an  interest,  and  he  doesn't  think  it  is  a far- 
fetched notion  that  physicians  may  one  day  be  encouraged 
to  recommend  religion  to  patients  as  a contributor  to  good 
health.  He  also  predicts  that  once  corporate  health  care 
notes  the  cost-effectiveness  of  spirituality,  it  might  move 
medicine  toward  a more  religion-friendly  climate.  “This  is 
not  going  to  be  taken  seriously  for  theological  or  theoretical 
reasons,  but  because  it  has  a financial  bottom  line,”  he  said. 
“It  does  affect  clinical  outcomes." 
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A DOCTOR’S  jOURHEY 
TO  THE  WORLD  OF  FAITH 

By  Fazlur  Rahman,  MD 

A 36-year-old  woman  was  dying  of  breast  cancer, 
her  7-year  battle  with  malignancy  about  to  end. 
It  was  the  biology  of  the  tumor  that  determined 
her  fate,  and  not  her  surgery,  chemotherapy,  radiation 
treatment,  and  bone  marrow  transplantation.  Throughout 
her  ordeal,  her  mother  steadfastly  stood  by  her. 

I was  at  her  bedside,  and  both  she  and  I were  ready  for 
her  to  go.  What  I was  dreading  most  was  not  her  death,  but 
how  I was  going  to  face  her  mother.  The  mother  had  lost 
her  husband  (the  patient’s  father)  7 months  before,  after  his 
protracted  struggle  against  stomach  cancer.  I had  been  his 
doctor,  too,  and  saw  a hefty,  strong  man  wither  away. 
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In  the  end,  the  mother  made  it  easier  for  me.  “The  Lord 
does  not  give  us  any  more  than  we  can  bear,”  she  consoled 
me.  This  often-repeated  refrain  drew  a new  meaning  to  me. 
Her  faith  kept  her  going. 

After  all  these  years,  she  had  made  me  understand  the 
quality  ol  the  belief  that  had  sustained  my  late  grand- 
mother, who  had  helped  raise  me  and  my  brothers  after  the 
untimely  death  of  our  mother.  My  grandmother  had  fought 
her  share  of  adversities  — sickness,  disability,  and  the  devas- 
tating deaths  of  her  young  husband,  two  sons,  and  a beloved 
daughter-in-law.  She  prayed  to  restore  her  equanimity. 

During  my  college  days,  I was  at  times  exasperated  by 
her  response  to  setbacks:  “It’s  Allah’s  will.  He  knows  the 
purpose.”  Just  as  I did  not  understand  my  grandmother 
then,  I sometimes  have  not  understood  my  patients’  rea- 
soning, but  have  tried  to  accept  their  beliefs  as  they  are. 

A 79-year-old  woman  with  lymphoma  talked  to  me 
about  the  loss  of  her  son.  He  was  a brilliant  physician  and 
researcher  in  whose  memory  a wing  of  a prestigious  univer- 
sity hospital  had  been  dedicated.  Cancer  had  cut  his  life 
short.  “It  was  not  my  God,  not  the  God  I pray  to,  who 
took  my  son  away  from  me  and  his  children,”  she 
explained.  She  was  at  peace  with  that  thought. 

When  I was  new  in  practice,  I saw  a patient  with  a 
deadly  brain  tumor.  She  was  lucid  and  asked  me  the  right 
questions.  She  correctly  surmised  that  her  prognosis  was 
grim.  Then  came  the  query  that  every  oncologist  fears. 
“How  much  time  do  I have?”  she  asked.  In  response,  I 
turned  into  an  academic  and  quoted  all  sorts  of  statistics. 
And  to  keep  a ray  of  hope  alive,  I said,  “But  to  tell  you  the 
truth,  there  can  be  exceptions.  Only  God  knows.” 

“What  has  God  got  to  do  with  it?”  she  shot  back.  “Aren’t 
you  a scientist?  Why  are  you  feeding  me  all  this  nonsense?” 

I was  taken  aback  by  her  vehemence.  Her  daughter 
explained  that  they  were  atheists  and  were  active  in  an  atheist 
movement  in  Austin.  She  was  just  as  angry  as  her  mother.  I 
had  meant  no  offense  and  apologized.  Nonetheless,  she  refused 
to  see  me  any  further  and  died  peacefully  a few  weeks  later. 

Sometimes,  I have  been  asked  to  pray  for  or  with  my 
patients.  Years  ago  when  I came  to  San  Angelo  with  my 
family,  a colleague’s  wife  had  gone  out  of  her  way  to  help 
us.  She  was  like  an  older  sister  to  my  wife,  and  we  loved 
her.  When  she  was  only  in  her  40s,  she  was  struck  with 
breast  cancer.  I was  horrified  at  her  dismal  prognosis:  She 
had  a high-grade  tumor  with  metastatic  cancer  to  45  axil- 
lary lymph  nodes.  She  could  be  cantankerous  when  she  had 
to  be  and  chided  me  for  giving  her  sickening  chemother- 
apy. One  day  she  realized  that  I was  having  a hard  time  of 
it,  for  her  disease  was  worsening. 

“Would  you  mind,  Fazlur,  to  pray  for  me  with  the 
Carmelite  sisters?”  she  asked  me.  Of  course,  I would  have 
done  anything  for  her  recovery,  but  before  I had  a chance  to 
reply  she  understood  the  irony  of  her  question.  “I  know  you 
are  Muslim,  but  those  sisters  couldn’t  hurt  you,”  she  said. 


One  afternoon,  I went  to  the  outskirts  of  our  town, 
where  the  Carmelite  sisters  lived.  Their  austere  lifestyle  and 
gentleness  touched  me.  A sister  inquired  if  she  could  do 
anything  for  me.  “Not  for  me  sister,  it’s  for  my  friend, 
whose  anguish  distresses  me,”  I replied.  She  blessed  me  and 
said,  “The  Lord  will  help  you  both."  When  I told  my  dying 
friend  about  my  experience  with  the  sisters,  she  became 
reconciled  with  her  outcome. 

Time  and  again,  patients  and  their  families  tell  me  they 
pray  for  me  so  that  God  will  give  me  “power”  to  help  them. 
Once,  a doctor’s  father  asked  me  to  pray  with  him  and  his 
wife,  a cancer  victim.  I agreed.  But  the  somber  moment  had  its 
lighter  side.  When  my  nurse  entered  the  room,  she  was  star- 
tled: three  persons  standing  in  a circle,  holding  hands,  with  the 
husband  loudly  imploring  God  to  enhance  our  strength. 

In  my  opinion,  however,  groups  or  individuals  can 
sometimes  carry  religious  beliefs  to  the  extreme  (1).  A 58- 
year-old  woman  had  inflammatory  breast  cancer  with 
metastasis.  Intensive  treatment  put  her  into  remission.  She 
was  a born-again  Christian  and  believed  that  I,  as  her  doc- 
tor, was  empowered  by  God  to  cure  her.  Even  though  her 
treatment  was  toxic,  she  rarely  complained. 

Unfortunately,  2 years  later  her  disease  recurred,  and 
extensive  metastases  to  her  brain,  lungs,  liver,  and  bones 
overwhelmed  her.  Radiation  and  chemotherapy  were  mak- 
ing her  deathly  ill,  but  she  still  wanted  to  go  on.  She  told 
me  and  the  nurses  that  her  doctors  did  not  have  enough 
faith,  and  that  was  why  she  was  not  getting  any  better.  (I,  a 
Muslim,  was  her  medical  oncologist,  and  her  radiation 
oncologist  was  Catholic.)  She  went  downhill  fast.  My 
repeated  pleas  against  the  impending  CPR  went  unheeded, 
and  she  asked  me  to  transfer  her  to  another  oncologist  (2). 
A few  days  later,  she  died. 

Twenty  years  of  oncology  practice  has  taught  me  that  faith 
helps  many  patients  and  their  loved  ones  overcome  despair 
during  medical  tragedies.  Despite  what  has  been  written  about 
religion  and  medicine  (3),  I concur  with  Robert  Kavanaugh, 
who  said,  “The  believer,  not  the  belief,  brings  peace”  (4). 
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Slam-dunked 

New  law  forces  insurance  carriers  to  reduce  rates 


By  Teri  Lee  Jones,  Associate  editor 


o one  saw  it  coming.  Not  consumer  groups, 
not  business  or  special  interest  groups,  and 
especially  not  insurance  carriers.  The  Texas 
Legislature  did  something  this  session  no  leg- 
islature had  ever  done,  experts  say.  It  ordered  insurance 
carriers  to  cut  premiums  in  practically  all  insurance  lines, 
and  for  physicians,  this  will  mean  a 10%  reduction  in 
medical  professional  liability  premiums  effective  January 
1,  1996.  Hospitals  will  see  a 13%  cut. 

To  ensure  some  of  the  expected  savings  from  tort 
reform  would  be  passed  on  to  consumers,  the  legislature 
asked  the  Texas  Department  of  Insurance  (TDI)  to  come 
up  with  rate  reductions  commensurate  with  estimated  sav- 
ings. The  state’s  insurance  commissioner  had  to  figure  new 
reduced  rates  by  October  1,  1995,  or  an  across-the-board 
30%  reduction  would  have  become  effective.  As  a result, 
some  of  the  most  intense  numbers-crunching  the  state  has 
ever  seen  ensued,  and  20  lines  of  insurance  were  reduced 
by  varying  percentages  totaling  $428.7  million. 

Although  the  insurance  commissioner  in  Texas  does  not 
set  specific  rates  for  most  policies,  he  does  have  the  author- 
ity to  establish  a benchmark  rate  for  some,  and  insurers 
may  then  set  rates  within  a 30%  range  above  or 
below  the  benchmarks.  But  with  the  new  rate 
reduction  order,  the  amounts  must  be  reduced 
exactly  as  proscribed. 


to  submit  an  expert’s  report  on  the 
alleged  negligence  of  each  defendant. 
The  laws  also  include  provisions  for 
sanctioning  attorneys  who  file  frivolous 
lawsuits  — two  measures  some  observers 
predict  may  stem  the  tide  of  such  law- 
suits. “It  hasn’t  been  the  occasional  large 
award  that  has  been  driving  medical  pro- 
fessional liability  costs,”  said  Tyler  ortho- 
pedic surgeon  David  Duffner,  MD.  “It’s 
been  the  huge  number  of  lawsuits  and 
the  expense  of  defending  them.” 

“It’s  something  we’ve  had  to  live  with,”  said  Beaumont 
neurosurgeon  Mark  J.  Kubala,  MD,  TMA  president. 
“We’ve  just  had  to  bear  it  as  the  cost  of  doing  business.” 
Most  premium  dollars  have  not  gone  to  those  who  deserve 
them,  but  to  attorneys  and  administrative  costs,  he  says. 


Shoulder  to  the  boulder 
Along  with  other  groups,  the  Texas 
Medical  Association  (TMA)  has 
tried  for  years  to  pass  tort  reform 
laws,  but  thanks  to  a string  of  trial- 
lawyer-friendly  legislatures,  since 
1 977  it  had  not  had  much  success.  “Before, 
we  were  just  beggars,”  said  Harold  Freeman, 

TMA  associate  director  of  legislative  affairs.  “Finally, 
this  year  we  got  to  be  choosers.” 

Among  other  stipulations,  this  year’s  tort  reform  laws 
require  plaintiffs  to  post  a $5,000  per-defendant  cost  bond  or 
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“I  think  it’s  important  for  people  to 
remember  that  doctors  are  humans, 
and  as  humans  we  do  make  mistakes,” 
Dr  Kubala  said.  “That’s  why  ours  was 
one  of  the  first  professions  to  carry 
professional  liability  insurance  to 
justly  compensate  those  people  who 
suffer  the  results  of  our  mistakes  — 
which  are  not  intentional,  but  do  hap- 
pen.” Tort  reform  was  not  an  attempt 
by  physicians  to  eliminate  fault.  Dr 
Kubala  says,  but  an  effort  to  eliminate 
nonmeritorious  cases  and  the  jackpot- 
lotto  theory  held  by  many  plaintiff’s 
attorneys  who  file  numerous  suits 
looking  for  deep  pockets. 

Icing  on  the  reform  cake 
The  unprecedented  rate-reduction 
amendment  sponsored  by  Rep  Mark 
Stiles  (D-Beaumont)  was  tacked  onto 
a routine  bill  reauthorizing  the  state’s 
system  for  regulating  insurance  rates. 
“I  had  to  find  a vehicle  that  I knew  was 
absolutely  going  to  pass,  that  had  to 
pass,”  said  Representative  Stiles, 
“because  there  was  going  to  be  a 
tremendous  amount  of  effort  made  to 
have  the  bill  vetoed.”  When  the  House 
bill  reached  the  Senate,  some  insiders 
expected  the  amendment  would  be 
removed.  Despite  intense  pressure 
from  insurance  carriers,  few  legislators 
wanted  to  risk  the  political  repercus- 
sions of  denying  savings  to  voters,  and 
the  bill  passed  with  the  amendment. 

Memories  of  1989’s  workers’  com- 
pensation reform,  which  Mr  Freeman 
describes  as  one  of  the  bloodiest  legisla- 
tive battles  ever,  had  much  to  do  with 
the  bill’s  passage.  Those  legislative 
reforms  got  attorneys  out  of  the  system, 


reaping  significant  savings  for  insurers. 
“Yet  despite  the  showing  of  savings, 
some  carriers  were  a bit  slow  in  decreas- 
ing their  premiums,”  Mr  Freeman  said. 
Losses  for  carriers  went  down  some 
50%  in  the  first  3 or  4 years,  but  insur- 
ers cut  rates  only  by  about  18%, 
according  to  Representative  Stiles,  and 
then  only  after  considerable  pressure 
from  business  and  other  groups. 

A round  of  meetings  and  hearings 
followed  the  bill’s  passage,  with  TDI 
analyzing  data  different  groups  had 
submitted.  The  first  TDI  staff  esti- 
mate was  a 2.6%  premium  reduction 
for  medical  professional  liability 
insurance.  Staff  from  the  TMA 
health-care  financing  department  cal- 
culated savings  on  some  of  the 
reforms  that  TDI  had  not  considered, 
and  TDI  ultimately  settled  on  10%. 

“They  did  a ton  of  work  on  a real 
tight  deadline,”  Mr  Freeman  said  of 
TDI.  “They  tried  to  determine  the 
future  impact  of  liability  reforms, 
which  is  not  an  easy  thing  to  do.”  Every 
year  before  October  1,  for  the  next  4 
years,  the  law  requires  this  process  to  be 
repeated,  with  the  commissioner 
reviewing  data  and  holding  a hearing. 

Even  insurance  industry  representa- 
tives say  TDI  did  a good  job.  “We 
believe  the  commissioner  was  fair  in  the 
process.  He  tried  to  ascertain  evidence 
for  future  savings  the  best  way  he 
could,”  said  Austin  attorney  Kim  Yelkin, 
JD,  who  represents  insurance  carriers. 

Although  insurance  carriers  are  in 
the  business  of  divining  the  future, 
coming  up  with  estimates  based  largely 
on  the  expected  behavior  of  attorneys 
was  a demanding  exercise.  “We  do  try 


to  predict  the  future  when  we  set 
rates,”  Ms  Yelkin  said.  “But  it  is  diffi- 
cult to  anticipate  the  amount  of  loss 
and  loss  settlement  costs  resulting  from 
tort  reform.  We  don’t  do  it  with  any 
certainty  even  when  we  make  rates.” 

Insurance  carriers  have  tradition- 
ally been  tort  reform  advocates,  but 
have  steered  clear  of  a point  position 
in  political  battles  to  win  it.  If  they 
were  to  tout  the  cost  savings  of  tort 
reform,  it  could  later  come  back  to 
haunt  them.  In  this  session,  they  got 
blindsided.  “The  insurance  industry 
has  likened  it  to  a drive-by  shooting,” 
said  Representative  Stiles.  “I  prefer  to 
describe  it  as  an  opportunity  for  them 
to  join  in  and  create  positive  things 
for  Texas  so  that  we  can  all  benefit 
economically.  Quite  frankly,  with  all 
these  changes  in  the  law,  they  won’t 
need  that  money  to  pay  losses.” 

State  Insurance  Commissioner  Elton 
Bomer  said  in  a press  conference 
announcing  the  reductions  that  con- 
sumers will  get  every  dollar  of  benefit 
resulting  from  tort  reforms  “while  insur- 
ers will  be  asked  to  reduce  their  rates  by 
only  the  anticipated  amount  of  reduc- 
tions in  loss  and  loss  settlement  costs. 

“I  am  confident  that  the  tort 
reform  legislation  will  accomplish 
exactly  what  Governor  Bush  and  legis- 
lators intended:  save  consumers  and 
businesses  money,  increase  insurance 
availability,  strengthen  the  Texas  econ- 
omy, and  increase  the  public’s  confi- 
dence in  our  judicial  system.” 

Although  tort  reformers  met  with 
some  of  their  best  successes  to  date  in 
this  legislative  session  and  plan  to 
build  on  those  successes,  they  say 
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there  is  still  some  unfinished  business. 
“The  world  doesn’t  just  stand  still 
after  something  like  this,”  said  George 
Christian,  secretary/treasurer  of  the 
Texas  Civil  Justice  League,  a judicial 
reform  group.  “You  can’t  just  pass  a 
program  in  one  session  and  say,  ‘Well, 
we  took  care  of  tort  reform.’  It’s  an 
ongoing  issue  and  you’ve  got  to 
defend  what  you’ve  done.” 

The  courts  will  now  have  to  weigh 
in  on  some  of  the  last  sessions  issues 
while  the  plaintiff’s  bar  con- 
tinues to  seek  its  own 
agenda,  Mr  Christian  says. 

“I  think  we’ve  got  a more 
solid  foundation  for  true 
tort  reform  now  than  any 
other  state  in  the  country. 

But  these  reforms  are  not 
going  to  be  just  sitting  there 
in  a vacuum.  There’s  going 
to  be  tinkering  with  the  law  from  now 
on.  And  we  want  it  tinkered  our  way.” 

Bittersweet  relief 

Since  starting  private  practice  in  1 966, 
Dr  Kubala  has  watched  his  premiums 
go  from  $4,000,  to  a high  of  $80,000  a 
year,  almost  three  times  the  median 
income  in  America.  “I  was  in  practice 
for  many  years  before  I ever  even  made 
the  money  it’s  costing  me  now  just  for 
my  professional  liability  insurance,”  Dr 
Kubala  said. 

Dr  Kubala  hopes  rates  continue  to 
go  down.  “We  need  a system  where 
patients  are  fairly  compensated,  but 
without  most  of  the  money  being  spent 
in  administrative  or  legal  fees.  That 
would  be  ideal.”  Realizing  how  far  off 
that  goal  may  be,  Dr  Kubala  wants  to  at 


least  eliminate  the  system’s  excesses.  “It 
still  seems  an  unfair  situation  in  our 
society  when  people  have  to  work  the 
first  3 or  4 months  of  the  year  to  pay 
professional  liability  premiums.” 

“Doctors  are  just  getting  hit  on  all 
sides,”  said  Dr  Duffner.  “Any  opportu- 
nity to  save  money  on  overhead  is  a 
really  positive  thing.”  With  managed 
care,  he  says  overhead  and  automatic 
write-offs  increase,  lowering  net 
incomes.  “For  us  to  keep  up  the  same 


level  of  service,  we’ve  got  to  be  able  to 
save  some  money  somewhere.  This  cer- 
tainly helps  — every  little  bit  helps.” 

Some  physicians  are  skeptical  that 
the  new  tort  reform  laws  will  make  that 
much  long-term  difference.  “The  legal 
profession  will  continue  to  protect  its 
interests,”  said  Austin  orthopedic  sur- 
geon Phillip  Overton,  MD.  Describing 
his  hopes  for  tort  reform’s  sustained 
positive  impact  as  minimal,  Dr  Over- 
ton  summed  up  his  feelings  about  the 
professional  liability  rate  reductions  for 
physicians  in  one  word  — deserving. 
“In  33  years  of  paying  high  premiums, 
I have  never  been  sued  or  paid  any- 
thing in  settlement.”  He  says  the 
approximately  $3,400  he  should  save 
next  year  is  hardly  enough  to  balance 
proposed  cuts  in  Medicare,  of  which 


“It  looks  like  the  tide  has 
turned  on  tort  reform, 
because  finally  the  public 
has  learned  that  lawsuit 
abuse  costs  everybody.” 
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60%  of  his  practice  is  comprised. 

Physicians  whose  insurance  carriers 
have  arbitrarily  changed  rates  or  cov- 
erage, or  have  been  caught  with  insuf- 
ficient reserves  to  meet  regulatory 
requirements,  are  concerned  that  tort 
reform  might  spell  a dilferent  kind  of 
trouble.  “A  rate  reduction  is  certainly 
welcome,  but  some  doctors  are  appre- 
hensive they  may  not  have  profes- 
sional liability  insurance  at  all  if 
regulations  drive  some  carriers  out  of 
the  market,”  said  Austin  orthopedic 
surgeon  Joseph  Abell,  MD. 

Still,  a 10%  reduction  in  premi- 
ums, long-awaited  reforms,  and  the 
prospect  of  more  to  come  has  encour- 
aged many  physicians.  “I  think  we’ll 
continue  to  see  some  changes  in  the 
judicial  system,”  said  Temple  obstetri- 
cian and  gynecologist  Alfred  Knight, 
MD.  “Because  the  legislature  is  now 
dealing  with  the  topic,  the  public  is 
aware  of  the  legitimate  problems  that 
have  interfered  with  health  care.” 

Dr  Duffner  agrees  that  getting  the 
public’s  attention  is  a key  factor  to  suc- 
cess. “It  looks  like  the  tide  has  turned 
on  tort  reform,  because  finally  the 
public  has  learned  that  lawsuit  abuse 
costs  everybody,”  Dr  Duffner  said. 
“And  for  physicians  to  be  able  to  con- 
tinue to  provide  care  to  all  patients, 
including  high-risk  patients  and 
patients  without  ability  to  pay,  the  cost 
of  liability  must  be  contained.”  ★ 
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King  of  couth 

Barry  Schwarz,  MD,  teaches  his  students  a little  class 


By  Johanna  Franke,  Editorial  associate 


The  evening  begins  with  a tasting  of  eight  red 
Zinfandels  ranging  in  age  from  5 to  10  years. 
The  entree,  turkey  Vladimir,  follows  — turkey 
roasted  with  whole  onions  and  port  wine,  glazed 
with  port,  and  served  with  a special  Russian  sour  cream 
sauce.  The  turkey  is  complemented  by  a medley  of  rice 
with  herb-and-mushroom  sauce,  and  a mold  of  fresh  cran- 
berries with  crushed  Hawaiian  pineapple  and  Texas 
pecans.  Desserts  are  apple  pie,  pumpkin  pie,  and  chocolate 
bread  pudding,  accompanied  by  vanilla-flavored  decaf- 
feinated coffee.  Finishing  off  the  meal  is  a choice  of  10 
orange-  or  cherry-flavored  liqueurs. 


No,  this  is  not  quite  the  fast  food,  vending  machine 
snacks  and  frozen  dinners  that  make  up  the  daily  diets  of 
most  medical  residents.  But  this  is  what  fourth-year  obstet- 
rics and  gynecology  resi- 
dents feast  on  and  learn 
about  when  they  attend 
“couth  class”  once  a 
month  at  the  home  of 
Barry  Schwarz,  MD. 

Dr  Schwarz,  an  obstet- 
rics and  gynecology  pro- 
fessor at  The  University  of 
Texas  Southwestern  Med- 
ical School,  and  his  wife, 

Mary  Beth  Schwarz,  have 
been  welcoming  residents 
into  their  home  to  sample 
fine  wine  and  cuisine 
since  fall  1978.  It  all 
started  very  innocently 
with  one  party. 

“Early  in  my  stint  on 
the  faculty,  when  I’d  had  a 
particularly  good  month 
on  the  obstetrics  or  gyne- 
cology service,  I would 


have  the  senior  resident  pick  a night 
when  the  junior  residents  and  I weren’t 
on  call,  and  Mary  Beth  and  I would  do 
a dinner  for  them,”  Dr  Schwarz  said. 
When  one  of  the  residents  suggested 
Dr  Schwarz  throw  a party  every 
month,  he  agreed,  as  long  as  the  resi- 
dents showed  enough  interest  and 
helped  pay  for  the  cost  of  the  food. 

These  parties  developed  into  couth 
classes  as  Dr  Schwarz  began  lecturing 
on  the  history  and  process  of  making 
wine.  For  the  low  tuition  of  $7.50  per 
person,  residents  receive  an  exquisite 
meal  and  sample  12  wines  in  one 
evening.  The  couth  course  includes 
informational  handouts  and  special  guests  such  as  new  mem- 
bers of  the  UT  Southwestern  faculty.  Around  25  people  are 
“enrolled”  in  the  1 1 couth  sessions,  as  residents  are  allowed  to 

bring  spouses,  significant 
others,  friends,  or  parents. 

Each  class  has  a spe- 
cial theme  around  which 
Dr  and  Mrs  Schwarz 
build  a menu.  July  is  beer 
month  (“Because  it’s  so 
hot  and  beer  is  so  cold,” 
Dr  Schwarz  said.),  August 
is  sherry  month,  October 
is  Italian  red  month, 
November  is  Zinfandel/ 
German  white  month, 
December  is  champagne 
month,  January  is  port 
month,  and  February  is 
red  Bordeaux  month.  Red 
and  white  burgundies  and 
seasonal  wines  round  out 
the  year.  The  Schwarzes 
serve  cuisine  to  comple- 
ment the  beverage,  such  as 
German  sausage  with  the 


Barry  Schwarz,  MD,  samples  one  of  his  1,500  bottles  of  wine. 
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beer,  lasagna  with  the  Italian  reds, 
fruit  and  cheese  with  the  port,  arroz 
con  polio  with  the  sherry,  and  lamb 
stew  with  the  red  Bordeaux. 

The  aforementioned  turkey  Vladi- 
mir, served  during  the  November  couth 
class,  is  one  of  Dr  Schwarz’s  favorite 
dishes.  “We  do  a turkey  dinner,  but  we 
don’t  do  the  classical  turkey  dinner.  We 
do  elegant  turkey,”  Dr  Schwarz  said. 
“It’s  the  perfect  American  meal.” 

Getting  to  know  you 

The  time  (a  week  to  prepare  the  lamb 
stew)  and  money  ($100  to  $150  per 
bottle  for  the  dessert  wine  to  go  with 
the  graduation  dinner)  Dr  Schwarz 
spends  on  these  couth  classes  shows 
his  dedication  to  his  pastime  and  his 
students.  “He  would  go  to  great 
lengths  for  good  wine,  good  cuisine, 
and  good  friends,”  said  Susan 
Lafayette,  MD,  couth  class  of  ’95. 

But  the  course  isn’t  just  about 
learning  what  wines  complement 
what  foods.  It’s  also  about  the  resi- 
dents getting  to  know  each  other.  “We 
never  see  each  other  as  senior  resi- 
dents,” Dr  Lafayette  said.  “You  work 
with  other  level  residents  for  4 years, 
but  you  really  get  to  spend  time  with 
your  classmates  at  couth.” 

Even  though  attendance  is  not 
mandatory,  residents  scramble  their 
plans  to  find  an  agreeable  date  when 
all  can  be  present.  Bernadine  Bank, 
MD,  couth  class  of ’91,  organized  the 
dinners  while  she  was  a senior  resident. 
“Nobody  wants  to  miss  out,”  Dr  Bank 
said.  “Even  those  who  don’t  drink 
show  up  for  the  social  aspects  of  it.” 

Dr  Schwarz  says  he  learns  more 


about  his  residents  as  they  grow  com- 
fortable with  each  other  over  the 
course  of  the  year.  “They’re  very  stiff 
in  July,  but  they  begin  to  loosen  up  a 
little  bit  in  August  and  September. 
When  we  hit  the  Italian  reds  with  the 
pizza  and  the  lasagna,  well,  that’s  one 
of  the  louder  parties  of  the  year.” 

And  how  does  Dr  Schwarz  keep  his 
couth  classes  from  becoming  too  loud? 
He  teaches  his  students  responsibility. 
“They  learn  that  it  is  possible  to  drink 
alcoholic  beverages  in  moderation  for 
the  flavor  and  the  combination  with 
the  food,”  Dr  Schwarz  said.  “You  don’t 
have  to  get  drunk  to  enjoy  them.” 

Dr  Bank  claims  that  Dr  Schwarz, 
himself,  usually  only  drinks  one  glass 
of  wine  with  his  meal  during  couth 
classes.  And  Dr  Schwarz  says  his  resi- 
dents have  never  gotten  drunk,  but 
they  have  gotten  forgetful.  “We  have 
people  leaving  purses  and  coats  and 
umbrellas  here.  And  someone  even 
left  a pair  of  shoes.  ” 

Dr  Schwarz  requires  no  exams  and 
takes  no  grades  for  his  couth  class,  but 
his  students  will  commonly  say  they’ve 
failed  in  hopes  of  retaking  the  course. 
Strangely  enough,  UT  Southwestern 
faculty  members  not  officially  enrolled 
in  the  couth  course  contend  they  have 
failed  the  class  as  well  to  get  invited  back 
to  the  Schwarz  home.  Alvin  Brekken, 
MD,  has  been  flunking  the  couth 
course  since  its  inception  in  1978. 

Though  he  loves  his  food  and 
wine,  Dr  Schwarz  maintains  a slim 
figure,  says  Dr  Brekken,  a professor  of 
obstetrics  and  gynecology  at  UT 
Southwestern  who’s  known  Dr 
Schwarz  since  1973.  “He’s  the  kind  of 


guy  you  want  on  your  side  because 
he’s  so  accomplished,  so  well- 
rounded,  and  very  refined,”  Dr 
Brekken  said. 

The  accidental  gourmet 

Dr  Schwarz  discovered  his  fondness  for 
wine  by  accident  during  his  residency 
years  at  UT  Southwestern.  He  lived  at 
home  with  his  parents  during  this  time 
for  financial  reasons,  so  he  was  around 
the  night  his  mother  left  the  freezer  door 
open  and  inadvertently  defrosted  every- 
thing in  it.  “For  the  next  five  nights,  we 
invited  anybody  we  could  think  of  to 
big  dinner  parties  to  use  up  all  of  this 
food,”  Dr  Schwarz  said. 

By  a strange  twist  of  fate,  Consumer 
Reports  was  running  a series  on  wine  at 
the  time.  “I  had  read  all  of  these  arti- 
cles, and,  instantly,  I was  an  expert,” 
Dr  Schwarz  said.  “I  went  out  and 
bought  five  bottles  of  wine,  the  best  of 
which  I saved  to  serve  with  the  T-bone 
steaks,  and  I fell  in  love!”  His  wine  col- 
lection has  grown  to  1,500  bottles. 

Dr  Schwarz’s  culinary  skills  were 
passed  down  from  his  father,  who 
grew  up  in  New  York  and  worked  in  a 
delicatessen.  Dr  Schwarz  also  attrib- 
utes his  prowess  in  the  kitchen  to  his 
chemistry  background  as  an  under- 
graduate. “Some  of  the  greatest  chefs 
are  frustrated  chemists,”  he  said. 

But  cooking  and  wine  tasting  are 
not  Dr  Schwarz’s  only  talents.  He’s 
also  an  accomplished  speaker,  Dr 
Brekken  says.  “It’s  fun  to  listen  to  him 
speak  at  postgraduate  courses.  He 
really  gets  the  attention  of  the  audi- 
ence and  does  such  a good  job." 

Dr  Schwarz  claims  his  greatest 
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exas  Medical  Association's  new, 
expanded  Organized  Medical  Staff 
Section  is  building  on  the  experience 
of  the  Hospital  Medical  Staff  Section. 
Now,  we're  advocating  for  physicians 
in  emerging  delivery  systems — such 
as  Independent  Practice  Associations 
(IPAs)  and  Physician-Hospital 
Organizations  (PHOs) — as  well  as 
physicians  in  traditional  hospital 
settings. 

ur  aim  is  to  ensure  you  have  a 
voice.  To  ensure  you  still  define 
Quality  medical  care  and  maintain  the 
authority  to  make  clinical  decisions. 
We're  reaching  out  through  education 
and  representation  to  safeguard  the 
physician-patient  relationship. 

o find  out  more  about  the 
Organized  Medical  Staff  Section, 
call  (800)  880-1300,  Ext.  1401,  or 
(512)  370-1401. 


weakness  is  his  shyness,  but  says  his 
strength  is  knowing  how  to  deal  with 
it.  “I  don’t  function  real  well  with  big 
crowds  — I really  have  to  work  at  it,” 
Dr  Schwarz  said.  “It’s  important  if 
you’re  going  to  be  a teacher  or  a doc- 
tor — someone  who  deals  with  people 
all  the  time  — to  have  a little  bit  of 
outgoing  in  you,  and  it  doesn’t  come 
naturally  for  me.” 

The  Frito  Kid 

Dr  Schwarz  has  been  working  on  his 
shyness  since  elementary  school,  when 
he  was  “discovered”  during  a musical 
performance  by  his  fourth- 
grade  class  for  Dorothy 
Bell’s  radio  program  in  Dal- 
las. Actually,  he  was  chosen 
to  narrate  the  story  of  the 
musical  because  he  wasn’t  a 
very  good  singer.  Though 
the  experience  brought 
about  the  end  of  his  dream 
of  being  an  operatic  tenor, 
it  began  a new  career  for 
him  — as  the  Frito  Kid. 

Ms  Bell  was  so  impressed 
with  the  young  man’s  diction  that  she 
got  him  other  speaking  jobs  in  radio 
commercials  for  products  such  as  Bor- 
den’s milk  and  Fritos.  Dr  Schwarz  pro- 
vided the  voice  for  countless  cardboard 
cutouts  of  a young  cartoon  cowboy 
placed  in  supermarkets  in  the  Dallas 
area  advertising  Fritos.  And  he  still 
remembers  the  line  he  had  to  say:  “Put 
some  in  your  basket  now,  and  take 
some  home  today!” 

Dr  Schwarz’s  success  on  the  radio 
landed  him  a small  part  in  a live  local 
sitcom  in  Los  Angeles.  By  the  time  he 


finished  his  short  career  in  radio  and 
television,  Dr  Schwarz  had  saved  up 
enough  money  to  buy  himself  a car 
when  he  went  to  college.  By  then,  he 
knew  he  wanted  to  be  a doctor  and  a 
teacher. 

“I  love  teaching.  I get  a real  kick 
when  1 can  see  the  light  bulbs  go  on  in 
students,”  Dr  Schwarz  said.  “Dealing 
with  patients  is  a lot  like  teaching.  You 
can  sit  down  and  talk  to  patients, 
explain  what’s  going  on,  and  see  light 
bulbs  go  on.  That’s  fun.” 

The  couth  course  helps  Dr  Schwarz 
keep  in  touch  with  his  students  after 


they  graduate.  He’s  often  been  invited 
to  speak  at  conferences  across  the 
country  only  to  discover  later  that  his 
lecture  was  arranged  by  a former  stu- 
dent. Dr  Schwarz  has  helped  Dr  Bank 
and  her  husband  shop  for  their  wine 
collection  and  has  advised  Dr 
Lafayette  on  what  champagne  to  serve 
at  her  New  Year’s  party. 

But  Dr  Brekken  says  he  knows  better 
than  to  consult  with  Dr  Schwarz  on  par- 
ties. “We’re  a little  bit  different  in  that  I 
would  have  a barbecue  at  my  house,  but 
he’d  never  condescend  to  that.”  ★ 


“I  love  teaching. 

I get  a real  kick 
when  I can  see 
the  light  bulbs  go 
on  in  students. 
Dealing  with  patients 
is  a lot  like  teaching.” 
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Physicians  need  to  know 
disabled  parking  guidelines 

By  Jean  Pietrobono 
Managing  editor 

A CAR  PULLS  INTO  A DISABLED 
parking  space  at  the  mall 
entrance.  The  silver-haired  driver 
hops  out  and  sprints  briskly 
inside  for  her  daily  mall  walk.  Sure 
enough,  a disabled  parking  permit 
hangs  from  her  rearview  mirror,  enti- 
tling her  to  front-door  parking. 

But  something’s  wrong  with  this 
picture.  At  least  that’s  the  opinion  of 
many  Texans,  disabled  and  not,  who 
think  disabled  parking  permits  should 
be  issued  only  to  those  who  really  need 
them.  The  Texas  Legislature  agreed, 
and  last  session  passed  a law,  which 
took  effect  September  1,  1995,  tighten- 
ing the  rules  to  qualify  for  the  permits. 

Physicians  should  take  note  of  two 
provisions  of  the  law,  says  C.J.  Fran- 
cisco III,  JD,  associate  general  counsel 
for  the  Texas  Medical  Association. 
First,  someone  applying  for  a disabled 
parking  permit  — either  special 
license  plates  or  a placard  to  put  inside 
the  car  — must  obtain  a certified  writ- 
ten statement  from  a physician  affirm- 
ing that  he  or  she  either  is  legally  blind 
or  has  a mobility  problem  that  sub- 
stantially impairs  the  ability  to  ambu- 
late. Second,  the  law  spells  out  in 
detail  the  definition  of  “mobility 
impairment”  physicians  must  use  in 
determining  whether  someone  quali- 
fies for  a disabled  parking  permit. 

Mr  Francisco  notes  that  while  per- 
mit applicants  had  been  required  to 


get  physicians’  statements  in  the  past, 
the  statements  now  must  be  certified. 
“This  means  that  if  a doctor  know- 
ingly files  a false  certification,  he  or 
she  could  be  subject  to  criminal  sanc- 
tions, ranging  from  misdemeanor  to 
felony  charges,"  he  said. 

Patients  who  misuse  the  parking  per- 
mits also  are  subject  to  tough  penalties 
— fines  of  up  to  $500  per  offense  and 
community  service  of  up  to  100  hours. 

Previously,  physicians  were  left  to 
decide  what  constituted  a mobility 
problem  severe  enough  to  warrant 
getting  a disabled  parking  permit.  The 
law  now  contains  specific  guidelines 
physicians  must  follow  in  making  that 
determination.  According  to  the 
guidelines,  a patient  has  substantial 
mobility  impairment  if  he  or  she: 

• Cannot  walk  200  ft  without  stop- 
ping to  rest; 

• Cannot  walk  without  using  a 
brace,  cane,  crutch,  prosthetic,  or 
other  assistive  device; 

• Cannot  ambulate  without  a wheel- 
chair or  similar  device; 

• Is  restricted  by  lung  disease  to  the 
extent  that  the  patient’s  forced  res- 
piratory expiratory  volume  for  1 
second,  measured  by  spirometry,  is 
less  than  1 L,  or  the  arterial  oxygen 
tension  is  less  than  60  mm  of  mer- 
cury on  room  air  at  rest; 

• Uses  portable  oxygen; 

• Has  a cardiac  condition  resulting 
in  Class  III  or  Class  IV  functional 
limitations; 

• Is  severely  limited  in  walking  abil- 
ity because  of  an  arthritic,  neuro- 
logical, or  orthopedic  condition;  or 


• Has  a debilitating  condition  that  in 

the  physician’s  opinion  limits  or 

impairs  the  ability  to  walk. 

Todd  Freeland,  a member  of  the 
Beaumont  Mayor’s  Committee  for  the 
Employment  of  Disabled  Persons,  says 
lack  of  clear  guidelines  under  the  old 
law  and  physicians’  desires  to  accom- 
modate their  patients  had  led  to  mis- 
use of  disabled  parking  permits.  That, 
in  turn,  created  a shortage  of  available 
parking  spaces  for  the  truly  disabled. 

TMA  President  Mark  J.  Kubala, 
MD,  a Beaumont  neurosurgeon,  says 
that  in  the  past,  physicians  may  have 
felt  pressed  to  approve  the  permits  for 
patients  who  asked  for  them.  “Physi- 
cians weren’t  really  thinking  about 
abuse  of  the  permits  and  didn’t  realize 
the  problems  that  could  create,”  he 
said.  “One  advantage  for  physicians  I 
see  in  the  new  law  is  they  don’t  have  to 
be  the  bad  guys.  When  a patient  asks 
for  a parking  permit  and  really  doesn’t 
qualify  for  one,  I don’t  have  to  be  the 
one  to  say  no.  I can  just  cite  the  law.” 

Elderly  people  are  not  the  only 
ones  misusing  the  permits,  Mr  Free- 
land stresses.  Friends  or  family  mem- 
bers, who  “borrow”  disabled  people’s 
permits,  add  to  the  problem.  And  he 
says  the  most  vocal  critics  of  permit 
abusers  are  senior  citizens  who  under- 
stand and  abide  by  the  law. 

Mr  Freeland  urges  physicians  to 
more  carefully  scrutinize  whom  they  cer- 
tify for  disabled  parking.  “Wheelchair 
users  need  the  wider  spaces  to  ensure 
they  can  get  in  and  out  of  their  vehicles 
without  being  blocked  by  others  parking 
too  close,”  he  said.  “Keep  in  mind  that 
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in  a parking  lot,  a truly  disabled  person 
is  either  a slower  or  a lower  target  that  is 
hard  for  drivers  to  see.  That’s  why  he  or 
she  needs  front-door  parking.’’ 

For  more  information  about  the 
law,  physicians  may  call  their  county 
tax  assessor-collectors  or  the  Gover- 
nor’s Committee  on  Persons  with  Dis- 
abilities at  (512)  463-5739. 


TMA  conference  to  focus 
on  managed  care  issues 

I EARNING  TO  PROSPER  IN  THE 
managed  care  environment  is  the 
next  challenge  physicians  face. 
Exploration  into  this  issue  and  other 
aspects  of  managed  care  will  be  the  focus 


of  “Thriving  in  a Climate  of  Change,” 
the  Texas  Medical  Association’s  1996 
Winter  Leadership  Conference  to  be 
held  Saturday,  February  24,  at  the  Stouf- 
ler  Renaissance  Austin  Hotel. 

State  and  national  leaders  in  the 
fields  ol  medicine,  government,  and 
the  law  will  address  the  conference. 
All  TMA  members  are  encouraged  to 
attend.  Registration  is  free  for  TMA 
members  and  invited  guests,  and 
$100  for  nonmember  physicians. 

TMA  committee,  council,  board, 
and  section  meetings  will  be  held  Feb- 
ruary 22—25  in  Austin  in  conjunction 
with  the  leadership  conference.  Details 
on  the  conference  will  be  given  in  an 
upcoming  issue  of  this  magazine. 

Stamp  exhibit  recounts 
struggle  with  tuberculosis 

POSTAGE  STAMPS  TELL  THE 
story  of  the  fight  against  tubercu- 
losis (TB)  in  the  latest  exhibit 
offered  by  the  TMA  History  of 
Medicine  Museum. 

Thousands  of  colorful  stamps  have 
been  printed  over  the  years  to  raise 
funds  for  research 
and  to  commem- 
orate major  break- 
throughs in  TB 
treatment.  Kurt 
Lekisch,  MD,  col- 
lected more  than  200  volumes  of 
stamps  depicting  milestones  in  medi- 
cine, including  the  battle  against  TB. 
Dr  Lekisch,  who  was  an  internist, 


CALLING  DOMESTIC  VIOLENCE  IN  TEXAS  AN  EPIDEMIC, 
Houston  emergency  medicine  physician  Diana  Fite,  MD,  chair  of  the 
Texas  Medical  Association  Blue  Ribbon  Panel  on  Family  Violence, 
spoke  during  an  October  press  conference  held  at  the  TMA  building  in 
Austin.  The  purpose  of  the  press  briefing  was  to  announce  the  physician 
education  and  public  awareness  initiative,  “Family  Violence:  Start  the  Heal- 
ing Now.”  Texas  First  Lady  Laura  Bush,  who  was  selected  TMA  Foundation 
Champion  of  Health,  presented  her  $10,000  award  to  the  Texas  Council  on 
Family  Violence  during  the  press  conference.  Also  participating  were  the 
TMA  Alliance  and  Texas  Attorney  General  Dan  Morales. 
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spent  a large  part 
of  his  career 
working  to  find  a 
cure  for  the  dis- 
ease. He  traveled 
to  India,  Vietnam,  and  Zimbabwe  to 
study  the  culture  and  nature  of  I B. 

Stamps  Dr  Lekisch  collected  dur- 
ing his  career  will  be  on  display  as  well 
as  a historical 
review  of  the  US 
Christmas  Seal. 

The  exhibit  also 
records  the  story 
of  consumptive 
homes,  international  efforts  in  the 
fight  against  TB,  the  Cross  of  Lorraine 
(universal  symbol  of  TB),  and  the 
heroes  in  medicine  who  contributed 
to  the  discovery  of 
the  TB  bacilli,  as  well 
as  the  history  of  TB 
in  Texas. 

The  exhibit  will 
be  on  display  in  the 
first  floor  lobby  of  the 
TMA  building  at  401 
W 15th  St  in  Austin  until  March  10, 
1996.  Exhibit  hours 
are  8:15  am  to  5:15 
pm,  Monday  through 
Friday,  and  9 am  to  1 
pm  Saturday.  The 
building  is  closed  on 
most  holidays.  For 
more  information, 
contact  Susan  Brock,  TMA  Library 
director,  at  (800)  880-1300,  ext  1540, 
or  (512)  370-1540. 


M HEALTH 
ok  Si  Christmas 


50  Years  Ago  in  Texas  Medicine 

Dccembtr  194! 

A survey  of  tuberculosis  observed  at  Freeman  Clinic 

1934  to  1944  and  related  statistics 
AyGuY  L.  Hacker,  MD 
Dallas,  Tex 

The  purpose  of  this  paper  is  to  determine,  from  all 
available  local  data,  whether  Dallas  is  one  of  the  areas  where  a tubercu- 
losis survey  would  be  worth  while.  The  United  States  Public  Health  Ser- 
vice, through  an  act  of  Congress,  is  in  the  early  process  of  inaugurating 
a nationwide  tuberculosis  control  program.  The  original  bill  calls  for  the 
expenditure  of  ten  million  dollars.  The  first  funds  for  the  use  of  the  States 
will  probably  be  available  in  January,  1945.  The  State  Board  of  Health  plans 
to  purchase  a number  of  photo-fluorographic  units  with  the  general  plan  in 
mind  of  using  these  in  areas  of  the  state  where  the  problem  is  acute.  Coor- 
dinated with  the  case-finding  project  will  be  the  extensive  education  and  fol- 
low-up facilities.  The  plan  of  necessity  will  have  to  be  worked  out  with  the 
medical  profession  and  the  limitations  devised  by  them  agreed  upon.  . . . 
Our  present  needs  for  the  control  of  tuberculosis  are: 

1 . A state  law  requiring  all  active  cases  ol  tuberculosis  to  be  isolated.  (I  under- 
stand legislation  is  planned  which  will  help  enforce  isolation  of  active  cases). 
2.  More  hospital  beds  for  active  cases.  (It  is  planned  to  have  regional  hos- 
pitals scattered  over  the  state  for  the  care  of  active  tuberculosis.  Dallas 
would  be  an  ideal  site  for  such  an  institution.) 

3.  A case-finding  program. 

The  first  two  needs  would  of  necessity  have  to  be  provided  for  before 
much  could  be  accomplished  with  a case-finding  program.  The  question 
arises  as  to  what  is  the  best  method  of  case  finding.  There  is  a difference  of 
opinion  among  various  investigators.  . . . 

In  spite  of  the  justifiable  gratification  with  which  we  may  regard  the 
great  decrease  in  the  total  mortality  from  the  disease  in  the  last  forty  years, 
it  is  nevertheless  very  important  not  to  lose  sight  of  the  disturbing  fact  that 
tuberculosis  is  still  by  far  the  most  common  cause  of  death  in  that  valuable 
age  period  between  15  and  45.  In  the  United  States  in  1940,  tuberculosis 
was  responsible  for  18.6  per  cent  of  all  deaths  in  persons  between  15  and 
24  years  of  age,  and  for  14.3  per  cent  of  all  deaths  among  individuals 
between  25  and  44  years  of  age. 

The  disease  that  still  kills  more  than  twice  as  many  persons  as  any  other 
single  cause  of  death  during  this  particularly  productive  and  enjoyable  period 
of  the  life-span  can  hardly  be  jubilantly  regarded  as  “nearly  conquered.” 


(Texas  State  Journal  of  Medicine.  1 945;4 1 [8]  :4 1 0—4 1 3) 
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Allergy 

HEADACHE  & MIGRAINE  CLINIC  (Established  1984) 

(Rhinology-Allergy-Nutrition-Stress) 

S.  Hoover,  MD,  Director  (Oto-Rhi nolaryngologist-allergist) 

Concept  of  treatment  outlined  & published  in  International  Rhinology  Supp.  2 1987,  J of 
Japan  Rhinolog  Soc  Vol.  30-  1 (1991),  The  New  Frontiers  of  ORL  in  Europe  II  (1992) 
Menduzzi  Editore. 

All  Chronic  recurrent  headaches  are  treated  (namely  Migraines,  Cluster  Headaches,  Ten- 
sion, sinus,  everyday  headaches,  exercise  & Premenstrual  headaches). 

We  treat  the  CAUSES  that  trigger  the  trigiminal  vascular  system  medically  & surgically;  we 
do  NOT  give  narcotics,  analgesics,  antidepressants,  sedatives,  muscle  relaxants.  Nor  amit- 
ryptalines,  cafe-ergot,  methylesergide,  limitrex  (sumariptan)  nor  B Blockers. 

1/45  N.  Frwy.  Hermann  Prof.  Building  7324  SW  Frwy  @ Fondren 

150  W.  Parker  Rd.  6410  Fannin  ArenaTower  II  #755 

Houston  77076  Houston  77030  Houston  77074 

Tel.  713  MIGRAINE  or  713  694-8188,  FAX  713  691-3312 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 

GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

XOCHITL  B.  SANCHEZ,  MD 

Pain  Management  - Anesthesiology  - Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Intraspinal  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 
Dallas,  Texas  75230  Answered  24  hours 


EDWARD  A.TALMAGE,  MD,  FAC  PM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 


TX-AN  PAIN  MANAGEMENT,  L.L.P. 

Diplomate  American  Board  of  Anesthesiology 
A.B.A.  Certified  in  Pain  Management 
Neil  J.  Atlin,  DO 
Jacob  Roffe,  MD 

9 Medical  Parkway,  Suite  103,  Dallas,  Texas  75234 
Telephone  (214)  488-8926 

Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B 1 1 6,  Dallas,  Texas  75230; 

214  661-7010 

Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS 

George  F.  Cravens,  MD,  PA 
Thomas  R.  Donner,  MD 


INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  &C  Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 
Spinal  Cord  Stimulation  Implants 
Intra-Thecal  Opiate  Delivery  Systems 
Thermography 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(713)  496-1006 


1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  817  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 
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Ophthalmology 

LOUIS  M.ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 


2201  North  Stanton,  F.1  Paso,  Texas  79902;  915  545-2333 


Orthopedic  Oncology 


RICHARD  G.  BUCH,  MD,  FAAOS,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Fellowship  Trained  Orthopedic  Oncology 
Limb  Salvage  Surgery 

Musculoskeletal  Tumors,  Chronic  Infections,  Complex  Joint  Reconstructions 

5939  Harry  Hines,  Suite  530 
St.  Paul  Professional  Bldg.  II 
Dallas,  Texas  75235 
214  879-6299 


Orthopedic  Surgery 

W.B.  CARRE LL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray.  Lawson,  MD  Richard  D.  Schubert,  MD 
Robert  D.  Vandermeer,  MD  John  A.  Baker,  MD 

R.  Stephen  Curtis,  MD  James  R.  Sackett,  MD 
William  A.  Bruck,  MD  Daniel  E.  Cooper,  MD 
W.Z.  Burkhead,  Jr.,  MD  Paul  C.  Peters,  Jr.,  MD 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 
Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 
Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  Bl  16 
Dallas,  Texas  75230;  2 1 4 66 1 -70 1 0 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas.  TX  75235,  214/350-7500 


Donald  Mauldin,  MD 
Richard  Jones,  MD 
Kevin  Gill,  MD 
James  Montgomery,  MD 
William  Burns,  MD 
Eric  Coligado,  MD 


Philip  Graehl,  MD 
Joseph  Jacko,  MD 
Charles  Cook,  MD 
Kenneth  Driggs,  MD 
Samuel  Bierner,  MD 


James  Ough,  MD 
Charles  Neagle,  MD 
Scott  Paschal,  MD 
Larry  Johnson,  MD 
Marvin  Van  Hal,  MD 


Center  for  Work  Related  Injuries,  5940  Forest  Park  Road,  Dallas,  TX  75235,  214/353-9636 


Donald  Mauldin,  MD 
Kevin  Gill,  MD 
James  Montgomery,  MD 
Charles  Cook,  MD 
Scott  Paschal,  MD 


Larry  Johnson,  MD 
Charles  Neagle,  MD 
Kenneth  Driggs,  MD 
James  Ough,  MD 
Samuel  Bierner,  MD 


William  Burns,  MD 
Eric  Coligado,  MD 
Marvin  Van  Hal,  MD 
Philip  Graehl,  MD 


2001  N.  MacArthur  Blvd.,  #540,  Irving,  TX  75061 

Mark  Greenberg,  MD  Marvin  Van  Hal,  MD 

Bruce  Faust,  MD  Craig  Saunders,  MD 

4325  N.  Josey,  Suite  300,  Carrollton,  TX  75010,  214/254-8000 

Philip  Graehl,  MD  Glenn  Wheeless,  MD  Lewis  Frazier,  MD 

Craig  Goodhart,  MD  James  Guess,  MD 

9 Medical  Parkway,  Plaza  4,  #308,  Dallas,  TX  75234,  214/241-5446 

Glenn  Wheeless,  MD 

Philip  Graehl,  MD  James  Guess,  MD 

3500  1-30,  Suite  C-101,  Mesquite,  TX  75150,  214/682-1307 
Charles  Mitchell,  MD  Larry  Johnson,  MD 


1010  N.  Beltline  Road,  Suite  101,  Mesquite,  TX  75 149,  214/288-4429 
Cary  Tanamachi,  MD  Terry  Sobey,  MD 


1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76021 , 817/267-4492 


Craig  Saunders,  MD 

1441  Redbud,  Suite  121,  McKinney,  TX  75069,  214/562-5800  (Metro) 

John  Prudich,  MD  Bruce  Douthit,  MD 

8680  E.  Main  Street,  Frisco,  TX  75034,  214/377-2447 
Bruce  Douthit,  MD 

8210  Walnut  Hill  Lane,  Suite  404,  Dallas,  TX  75231,  214/265-7175 
Charles  Cook,  MD 

4100  West  15th  Street,  Suite  202,  Plano,  TX  75093,  214/964-1715 

Scott  Burns,  MD  Kevin  Gill,  MD  James  Guess,  MD 

Lewis  Frazier,  MD  Craig  Goodhart,  MD  Bruce  Douthit,  MD 

Philip  Graehl,  MD 

1749  Pine  Street.  Abilene,  TX  79602;  915/672-4372 
Kevin  Gill,  MD 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

1 02  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  210  226-2424 


DIRECTORY  RATES  & DATA;  Space  is  available  to  TMA  members  at  $80  per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of 5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Denise  Kotson, 
TEXAS  MEDICINE,  401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the  month 
preceding  publication  month. 
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Opportunities  Available 

Anesthesiology 

BOARD  CERTIFIED  ANESTHESIOLOGIST:  Looking 
for  a permanent  position  doing  eye  blocks  -will  accept 
locums  or  substitute  work.  Will  service  any  Texas  location. 
35  years  of  experience;  8 years  intensive  cataract  and  oculo- 
plastic  regional  anesthesia.  (713)  852-7198. 

Emergency  Medicine 


EMERGENCY  MEDICINE 


BC/BE:  EM,  FP,  &/or  IM/PED  Physicians 
to  staff  Central  Texas  Rural  Hospital 
Emergency  Department  full  and  part  time, 
6000  visits  per  annum.  Generous  com- 
pensation package.  For  information,  con- 
tact: Paul  K.  Nolan,  MD,  Emergency 
Department  Medical  Director,  Fayette 
Memorial  Hospital,  543  N.  Jackson,  La 
Grange,  TX  78945.  Call  (409)  968-3166 
or  fax  C.V.  to  (409)  968-8259. 


TEXAS  - Emergency  Medicine  opportunities  near  South 
Padre  Island.  Volumes  range  from  12,000  to  24,000  annual 
patient  visits.  Directorship  and  staff  positions.  BC/BP  IM, 
FP,  or  EM.  For  more  information,  call  Sue  Simin  at 
800/745-5402  or  fax  CV  to  214/484-3739. 


TEXAS:  Well  established  regional 
group  has  opportunities  available  in  EDs 
ranging  from  12,000  to  50,000  visits 
annually.  Earn  the  industry’s  maximum 
compensation  as  an  independent  con- 
tractor without  the  day-to-day  hassles  of 
managing  your  own  practice. 


Send  CV  to  Emergency  Medicine  Consultants, 
PA,  1525  Merrimac  Circle,  Suite  107,  Fort 
Worth,  TX  76107;  or  call  (817)  336-8600. 


TEXAS  - Opportunities  available  in  EM  for  Primary  Care 
Physicians,  seeking  a lifestyle  change,  not  just  a career 
change,  in  the  San  Antonio  area.  12-14,000  annual  volume. 
For  more  information,  call  Sue  Simin  at  800/745-5402  or 
fax  CV  to  214/484-3739. 


PRACTICE  IN  PARIS! 

New,  private  urgent  care  clinic  in  Paris, 
Texas  is  looking  for  a full/part  time  Primary 
Care  Physician.  Low  Volume,  Excellent  Pay. 
Contact  ANDREW  BLANKENAU,  M.D. 
(903)  739-9191. 


STERLING  _ 

HEALTHOUtE  GROUP 

EMERGENCY  MEDICINE  OPENINGS 

By  affiliating  with  the  Sterling  Healthcare  Group  as  an  independent  contractor, 
you  will  enjoy: 

• An  affiliation  with  a recognized  leader  in  providing  quality 
emergency  care 

• Quality  Performance  Improvement  support 

• Highly  competitive  compensation 

• Paid  professional  liability  insurance 

• Flexible  scheduling 

• No  call 

• Accredited  CME  programs 

Below  you  will  find  a summary  of  several  exceptional  opportunities  that 
are  available: 

HOUSTON  AREA 

• Texas  Medical  Center  location  with  high  acuity  and  moderate  volume.  BC 
candidates  with  administrative  skills  are  encouraged. 

• East  of  Downtown  - 130-bed  hospital  with  16,000  visit  per  year  ED.  Excellent 
back-up,  strong  nursing  and  convenient  location. 

• North  of  Downtown  - part-time  or  locum  tenens  positions  in  a 16,000  visit  ED. 
115-bed  hospital  with  excellent  nursing  staff. 

SOUTHEAST  TEXAS 

• Gulf  Coast  location  45  minutes  from  Houston.  23,000  visit  ED  in  a flourish- 
ing community.  Great  fishing,  boating  and  beaches.  Paid  relocation  and  sign-on 
bonus  for  well  qualified  candidates. 

• Gulf  coast  north  of  Corpus  Christi  - Director  for  low  volume  ED  of  56-bed 
hospital  in  family-oriented  community.  Excellent  support  and  back  up  from 
medical  staff. 

• Enjoy  access  to  Houston  and  its  amenities.  1 2,000  visit  department  with 
good  medical  staff  and  excellent  nursing  staff. 

If  you  desire  a rewarding  career  highlighted  by  optimal  practice  conditions  where 
you  can  provide  high  quality  patient  care  and  enjoy  your  free  time,  contact: 

Aaron  Risen,  Vice  President 
Suite  250,  Browenton  Place 
2000  Warrington  Way,  Louisville,  KY  40222 
Fax  502-426-0037 

( 800-626-1 857  ) 
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Family/General  Practice 


For  Excellent  Practice  Opportunities 

Contact  The  TEXAS  Specialists 


Academic  Positions  (in 
Family  Practice  and 
Internal  Medicine) 
Cardiology 

Correctional  Medicine 
Dermatology 
Family  Practice 


Physician 
Resource 
Network 


Hematology/Oncology 

Internal  Medicine 

Obstetrics/Gynecology 

Orthopaedic  Surgery 

Pediatrics 

Child  Psychiatry 

Radiology 


(817)  431-9679  • (800)  525-6055  • Fax  (817)  431-2317 

E-mail  = vtruitt@aol.com 
1342  Johnson  Road  • Keller,  Texas  76248-4205 


PHYSICIAN  SEARCH  AND  PLACEMENT 
PHYSICIAN  MANPOWER  NEEDS  ASSESSMENT 

Endorsed  by  the  Texas  Medical  Association 


ull-time  position  available  for 
BC/BE  F.P.,  I.M.  physician  at  a 
primary  care/urgent  care/occupational 
medicine  clinic  in  Austin,  TX.  Prior 
work  experience  in  similar  setting  and 
willingness  to  participate  as  PCP  in 
managed  plans  required.  Bilingual  a 
plus.  Remuneration  commensurate 
with  experience. 

Contact:  Matthew  Vail,  MD,  Medical 
Director  at  (512)  477-5675  or  voice 
mail  (512)  505-4852  or  FAX  CV  to 
(512)  477-7065  or  mail  to:  2911  Medical 
Arts  Street,  #8  Austin,  TX  78705. 


FAMILY  PHYSICIANS 
OR  PHYSIATRISTS, 
a READY  HADE  PRACTICE 


waits  for  you  in  a multi-disciplinary  prac- 
tice deep  in  the  heart  of  West  Texas.  How 
does  an  office  setting  with  4 - day  weeks, 
no  weekends,  and  no  after  hours  sound 
to  you?  This  is  an  excellent  opportunity 
for  you  to  step  into  a well-run  office  with 
a fun  staff  in  a city  where  the  quality  of 
life  is  unmatched!  Fax  your  C.V.  to 
Southland  Medical  Rehabilitation  Center, 
P.A.  in  San  Angelo,  TX  @ (915)  949-9164, 
Attn:  John  Davis. 


CONSIDERING  YOUR  NEXT 
CAREER  MOVE??  Contact: 

Professional  Healthcare  Insource 
6900  Fannin,  Ste  250, 
Houston,  TX  77030 
800-289-5902:  fax  (713)  790-9333 

We  provide  recruitment  and  relocation 
assistance  nationally!! 

► Family  Practice 

► Internal  Medicine 

► Pediatrics 

Excellent  compensation  packages  with 
incentives,  marketing  support,  and 
more.  Other  openings  include  ORS, 
OB/GYN,  and  Neurosurgery. 

Call  us  TODAY  for  help  in  reaching 
your  career  objectives! 


VOLUME  91  ★ NUMBER  12 


45 


Classified  Directory 


Family/General  Practice 


STAFF  PHYSICIAN  - PRIMARY  CARE 
THE  UNIVERSITY  OF  TEXAS  AT  AUSTIN 
STUDENT  HEALTH  CENTER 

The  Student  Health  Center,  a JCAHO- 
accrediled  ambulatory  care  facility,  is 
currently  seeking  a physician  with  the 
following  required  qualifications:  doc- 
toral degree  in  medicine;  current 
license  to  practice  medicine  in  the 
state  of  Texas;  residency  training  with 
board  eligibility  or  board  certification 
in  family  practice,  pediatrics  (adoles- 
cent medicine),  or  internal  medicine; 
and  experience  in  direct  patient  care. 
Because  the  person  in  this  position 
serves  as  primary  resource  physician 
for  nurse  practitioners  working  in 
women’s  health,  experience  in  office 
gynecology  is  preferred.  Work  hours 
are  between  8 a.m  and  6 p.m.,  but 
include  occasional  evenings  and 
weekends.  Excellent  fringe  benefits. 
The  Student  Health  Center  has  17 
staff  physicians  and  lab,  x-ray,  and 
pharmacy  facilities.  Interested  indi- 
viduals may  call  (512)  471-8349  for 
more  information.  To  apply,  send  a 
letter  of  interest  and  resume  to: 

Ray  M.  Johnson,  M.D. 

Associate  Director  for  Clinical  Services 
The  University  of  Texas  at  Austin 
Student  Health  Center 
RO.  Box  7339,  University  Station 
Austin,  TX  78713-7339 

The  University  of  Texas  at  Austin  is  an 
Equal  Opportunity/Affirmative  Action  Employer 


FAMILY  MEDICINE  PHYSICIAN 

Board  Certified 
Needed  in  private  multidisciplinary 
practice  in  Humble,  Texas;  Excellent 
opportunity  for  Texas  licensed  physi- 
cian includes  benefit  package. 

Contact:  Georgia  Watts, 
International  Family  Medical  Center 
(713)  446-9333;  FAX  (713)  446-6143 


nlli  ~ 1 

lr  Primary  Care 

East  Texas  Medical  Center  Regional 
Healthcare  System  wants  you  to  join 
their  rapidly  expanding  family  Located  1 00 
miles  east  of  Dallas  with  immediate  access  to 
the  big  city  but  none  of  the  hassles.  Practice 
specialties  most  needed: 

Internal  Medicine 
Family  Practice 
Pediatrics 

Opportunities  to  be  a part  of  a dynamic 
healthcare  system  with  outstanding,  award- 
winning medical  facilities.  You  can  have  blue 
skies,  beautiful  lakes  surrounded  by  forests, 
rolling  hills  and  green  pastures.  You  will  find 
a level  of  health  care  in  East  Texas  that  equals 
our  quality  of  life. 

If  you  are  a BE/BC  physician  that  would  like  to 
hear  more  about  the  opportunities,  call  our  toll- 
free  number  or  fax  your  C.V.  to  (903) 
597-6387. 

ilETMC 

East  Texas  Medical  Center 
Regional  Healthcare  System 

Le  Schmidt  or  Anita  Odom 

LI  000  S.  Beckham  • Tyler,  TX  7 

1-800-251-5636 

iuii*  ■ . 


GREAT  TEXAS  FP  OPPORTUNITY! 

Slow  paced  lifestyle/convement  to 
metro.  Great  payer  mix  and  hospital 
support.  Excellent  income  guarantee, 
1 :4  call.  Call  Mary  Latter  today  - 
800-520-2028.  Job  #M137FAF 


Interested  in  practicing  family  medicine 
in  a West  Texas  rural  community?? 

We  offer  a $200,000  a year  salary  guarantee, 
plus  ample  time  off  and  benefits. 

Please  contact  John  Paul  Loyless, 
Administrator,  at  Rankin  Community 
Hospital.  Phone:  (915)  693-2443. 


Methodist 

Hospitals  of  Dallas 

FAMILY  PRACTICE 

A variety  of  exciting  opportunities  for 
family  practitioners  to  staff  new  Family 
Health  Centers  as  well  as  join  estab- 
lished practitioners.  Base  salary  plus 
incentive  bonus  and  a comprehensive 
benefit  package  offered.  Facilities  and 
medical  equipment  provided. 
Appointment-based,  urgent-care,  fee-for- 
service,  and  participation  in  managed 
care  plans. 

INTERNAL  MEDICINE 

Excellent  opportunity  for  BC  Internist  to 
join  progressive  four-person  Methodist 
affiliated  group.  Competitive  salary  with 
comprehensive  benefit  package  and 
rotating  call  coverage. 

Please  forward  CV  to  Susan  Cogburn, 
Physician  Recruiter,  Methodist  Hospitals 
of  Dallas,  P.O.  Box  655999,  Dallas,  TX 
75265  or  call  (800)  727-6131  or  (214) 
947-4579.  Fax:  (214)  947-4501. 


SARATOGA  MEDICAL  CENTER 

Family  Practice  Opportunity:  BC/BE 
Physician  needed  immediately  for 
growing  Urgent  Care/Family  Practice 
Clinic.  We  are  located  in  Corpus 
Christi,  TX  on  the  beautiful  Gulf  of 
Mexico  with  year  round  golfing,  boat- 
ing, and  fishing.  Construction  will  be 
completed  on  our  new  17,000  square 
foot,  state-of-the-art  medical  center  by 
January  1996.  Competitive  salary  with 
excellent  benefits  package.  Please 
send  C.V.  to: 

Jeffrey  C.  Schaefer,  D.M.D. 

Administrator 
Medical  Specialists  Group 
5262  South  Staples,  Suite  200 
Corpus  Christi,  TX  78411 


FP’S  BEST  OPPORTUNITY!  BEST  demand-regional 
hospital!  BEST  schools-#l  rating!  BEST  lakes/recreational 
areas!  BEST  access  to  culture  and  metro.  S140K+,  loan 
repayment.  Call  Mary  Latter  at  1-800-520-2028!  Job 
#0143FAF 


46 


TEXAS  MEDICINE  * DECEMBER  1995 


Classified  Directory 


Family/General  Practice 


Family  Practice 

IF  YOU  WANT  TEXAS...  new,  attractive  FP 
group  openings  in  Denton,  Dallas,  Plano, 
Corpus  Christi;  major  hospital  affiliations; 
attractive  income  guarantees;  reply  confi- 
dentially to  Phil  Kelbe,  Fox  Hill  Associates, 
250  Regency,  Brookfield,  Wisconsin  53045 
(800)338-7107. 


TIME  FOR  A MOVE? 

BE/BC  FP,  IM,  0B/GYN,  PEDS 


YOU  ONLY  NEED  TO  MAKE  1 CALL 

We  Do  All  Of  The  Work 


2750  HOSPITALS  & 4500  GROUPS 

Actively  searching  for  physicians 

Every  community  in  Texas  and  the  country  . . 


Amarillo 

Cincinnati 

Tampa 

Dallas 

Boston 

Dayton 

Houston 

Kansas  City 

Springfield 

San  Antonio 

St.  Louis 

Cleveland 

El  Paso 

Indianapolis 

Detroit 

Beaumont 

Norwich 

Milwaukee 

Austin 

Columbus 

Rockford 

Ft.  Worth 

Richmond 

Chicago 

Tyler 

Ft.  Wayne 

Greenwood 

Wichita  Falls 

Rochester 

Phoenix 

Corpus  Christi  Syracuse 

Minneapolis 

Bay  City 

Birmingham 

Atlanta 

Texarkana 

Tallahassee 

Lincoln 

Traditional,  no  call,  no  inpatient,  loan 
forgiveness,  signing  bonuses  and  more 

NEW  OPENINGS  DAILY 
CALL  MARY  LATTER! 
The  Curare  Group,  Inc. 
(800)520-2028 

Fax  (504)  867-8308 
! M-F  9-8pm  Sat  1-5  EST 

M193MAF 

TEXAS  -DALLAS/FT.  WORTH  and  HOUSTON 
METRO  AREAS:  Family  Practice  positions  with  CIGNA 
HealthCare.  Outpatient  only.  Excellent  call  schedule  and 
work  environment.  Contact:  Dave  Duncan,  222  S.  Central, 
Suite  400,  St.  Louis,  MO  63105.  Ph.  800-678-7858.  FAX: 
314-726-0026. 


INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an  affili- 
ate of  The  University  of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas.  Must  be  board  certified  or  have  met  the  edu- 
cational requirements  to  be  certified  by  the  American  Board 
of  Family  Practice.  Obstetrical  training  (or  experience) 
desired.  Duties  may  include  teaching,  direct  patient  care, 
and  research.  Send  C.V.,  cover  letter,  and  3 letters  of  refer- 
ence to  D.  Clifford  Burross,  MD,  Wichita  Falls  Family 
Practice  Residency  Program,  1301  Third  St.,  Wichita  Falls, 
TX  76301.  An  Equal  Opportunity  Employer. 

AUSTIN, TEXAS  - BC/BE  Family  Physicians  needed  for 
rapidly  expanding,  primary  care  network.  Physician- 
directed  and  managed.  Call  1:4  or  better.  Salary,  bonus, 
benefits.  Priority  consideration  given  to  candidates  able  to 
relocate  within  2-6  months.  Call  or  send  CV  with  cover  to: 
Jane  Vogt,  1-800-765-3055,  222  S.  Central,  Ste.  700,  St. 
Louis,  MO  63105.  FAX:  314-726-3009 

Physician  Opportunity  is  available  in  Dallas/Fort 
Worth  and  Houston.  Low  stress,  office  based  practice.  No 
nights,  no  emergencies,  and  no  hospital  work.  Paid  mal- 
practice. M-F.  Lucrative  salary  and  benefits.  Call  Lisa 
Cole  at  1-800-254-6425,  or  fax  CV  to  214-258-0838. 

SAN  ANTONIO  - BC/BE  family  physicians  needed. 
Physician-directed  group,  no  production  quotas,  call  1 :4, 
salary  plus  bonus  leading  to  shareholder  status,  no  Saturday 
or  evening  hours.  Call  or  send  C.V.  with  cover  to  Jane  Vogt, 
1-800-546-0954,  practice  I.D.  #3692,  222  S.  Central  Ave., 
Ste.  700,  St.  Louis,  MO  63105.  FAX:  314-726-3009. 

Spanish-speaking  FP’s  needed  throughout  Texas,  Okla- 
homa, Florida,  Arizona,  Ohio,  and  Chicago.  High  income 
guarantees,  full  benefits,  call  coverage.  Call  Mary  Latter- 
800-520-2028.  Job  #M1 15FAF 

Ambulatory  Care  - 3 openings  Houston,  1 hour  North 
of  Houston,  and  Golden  Triangle  area.  $120K  to  $150K 
plus  benefits  and  incentive.  For  details,  contact  Practice 
Dynamics,  11222  Richmond,  Suite  125,  Houston,  TX 
77082;  800-933-09 1 1 or  7 1 3-53 1-0911. 

Internal  Medicine 

IM’S  BEST  OPPORTUNITY!  BEST  demand-regional 
hospital!  BEST  schools-#  1 rating!  BEST  lakes/recreational 
areas!  BEST  access  to  culture  and  metro.  S120K+,  loan 
repayment.  Call  Mary  Latter  at  1-800-520-2028!  Job 
#01441IAF 


SAN  ANTONIO,  TEXAS  - Outstanding 
opportunity  for  BC/BE  internist  in  beautiful  San 
Antonio.  Presently  adding  to  staff  of  inultispe- 
cialty  clinic  with  satellite  office.  Adjacent  to 
iu^jor  hospital  center.  Fee-for-service  and  sever- 
al managed  care  plans.  Contact:  Leroy  Kitch, 
Skinner  Clinic,  124  Dallas  S.,  San  Antonio,  TX 
78205.  PH:  210-224-1771. 


BC/BE  Family  Practice  or  Internal  Medicine  to  join 
5-member  multi-specialty  group  in  San  Antonio,  TX. 
Mild  weather,  good  benefits.  Contact:  Mr.  Leroy  Kitch 
(210)  224-1771. 


DALLAS,  TEXAS  - Established  single-specialty  group 
practice.  Prosperous  suburban  community.  Growing  area 
needs  additional  internists.  Exceptional  income  potential. 
Full  partnership.  Contact  Patrick  Schmidt  1-800-338- 
7107  or  Fax  (414)785-0895. 

PHYSICIAN  ~ HIV  SERVICES:  The  City  of  Austin, 
Health  and  Human  Services  Department  is  seeking  a person 
who  is  dedicated  to  providing  medical  care  to  the  under- 
served population  who  are  HIV  positive  at  our  David  Powell 
Clinic.  Must  have  completed  a three  year  residency  program 
and  be  Board  Eligible  or  Board  Certified  in  Internal  Medi- 
cine or  Family  Practice.  Excellent  salary,  benefits,  and  work- 
ing environment.  Please  contact:  Philip  Brown,  Recruiter, 
Health  and  Human  Services  Department,  2100  E.  St.  Elmo, 
Austin,  TX  78744.  (512)  707-3288,  (800)  299-0265  or 
(512)  707-5403  FAX.  EOE/M/F/D. 


INTERNAL  MEDICINE,  FAMILY 
PRACTICE,BOARD  CERTIFIED  OR 
BOARD  ELIGIBLE,  UNIQUE 
OPPORTUNITY  WITH  PRIMARY 
CARE  GROUP  to  provide  hospital  inpa- 
tient care  (Baylor  University  Medical 
Center,  Dallas)  or  office  outpatient  services, 
depending  on  physician  preference  for  hos- 
pital or  office  practice.  Other  attractive 
opportunities  in  suburban  areas  of 
Dallas/Fort  Worth.  Very  attractive  compen- 
sation package  includes  salary,  plus  bene- 
fits to  include  professional  liability  insur- 
ance, major  medical  and  term  life  insur- 
ance, paid  vacation,  one-week  paid  CME 
time,  a $2000  CME  allowance,  a retire- 
ment program,  and  financial  incentives  to 
promote  individual  achievement  and  group 
goals.  This  is  a physician-managed  group. 
For  additional  information,  contact  Brenda 
Lancaster,  Texas  Primary  Care,  1717  Main 
Street,  Suite  5200,  Dallas,  TX  75201; 
214/71 2-20 1 8 or  800/527-2 1 45 . 


METRO  TEXAS:  BC  IM  needed 
immediately.  Full  hospital  support 
and  call  coverage,  $150,000  guar- 
antee. Call  Mary  Latter  today  - 
800-520-2028.  Job#183IAF 
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Locum  Tenens 


PRACTICING  MEDICINE  ISN’T  WHAT  IT  USED  TO  BE 

aa**«*,' . IT’S  BETTER.  ^ 


You've  earned  the  right  to  practice  medicine  on  your  own  terms.  As  a 
CompHealth  locum  tenens  physician,  you  can  keep  doing  the  work  you 
love,  without  the  headaches  and  hassles  ol  running  a practice.  Work  where 
you  want,  as  much  as  you  want.  As  the  largest  healthcare  stalling  group, 
we  give  you  the  most  options  in  the  most  places.  We  even  oiler  Trial 
Practice  and  Permanent  Placement  services  llyou  are  looking  tor  a new 
lull-time  spot.  Our  personal  service  makes  it 

easy.  Call  us  today  lor  more  mlormation  about  || 

working  with  CompHealth.  I ■lllllllllKlfll  1 II 


Your  Health  Care  Resource 


CLASSIFIED  ADVERTISING  CATEGORIES 

Aller  & Immuno. 

Hematology 

Ophthalmology 

Entertainment 

Anesthesiology 

Internal  Medicine 

Ortho/Ortho  Surg 

Medical  Equip. 

Cardiology 

Locum  Tenens 

Otolaryngology 

Office  Space 

Dermatology 

Neonatology 

Pathology 

Practices 

Emergency  Medicine 

Neurology 

Pediatrics 

Property 

Endocrinology 

Neurosurgery 

Phys.  Med./Rehab 

Travel 

Family/Gen  Pract. 

Occup.  Medicine 

Plastic  Surgery 

Vacation  Homes 

Gastroenterology 

Ob/Gyn 

Psychiatry 

Cont.  Education 

Geriatrics 

Oncology 

Radiology 

Business  & Financial 

Rheumatology 

Urology 

Services 

LOCUM  TENENS  PHYSICIAN  PRIMARY  CARE 

THE  UNIVERSITY  OF  TEXAS  AT  AUSTIN 
STUDENT  HEALTH  CENTER 

The  Student  Health  Center,  a JCAHO- 
accredited  ambulatory  care  facility,  is 
currently  seeking  a locum  tenens  physi- 
cian with  the  following  required  qualifi- 
cations: doctoral  degree  in  medicine; 
current  license  to  practice  medicine  in 
the  state  of  Texas;  residency  training 
with  board  eligibility  or  board  certifica- 
tion in  family  practice,  pediatrics  (ado- 
lescent medicine),  or  internal  medicine; 
and  experience  in  direct  patient  care. 
This  temporary  position  would  be 
approximately  20  hours/week, 
November  1,  1995  - April  30,  1996. 
Work  hours  are  flexible,  generally 
between  8 a.m.  and  6 p.m.,  but  include 
occasional  evenings  and  weekends. 
Interested  individuals  may  call  (512) 
475-8349  for  more  information.  To 
apply,  send  a letter  of  interest,  resume, 
and  schedule  of  availability  to: 

Ray  M.  Johnson,  M.D. 
Associate  Director  for  Clinical  Services 
The  University  of  Texas  at  Austin 
Student  Health  Center 
P.O.  Box  7339,  University  Station 
Austin,  TX  78713-7339 


The  University  of  Texas  at  Austin  is  an 
Equal  Opportunity/Affirmative  Action  Employer 


American  Heart  Association 
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Locum  Tenens 


I rtf  rim 

Physicians® 

* 

In  Texas  since  1982 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

IP*  Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/OYM 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Plan  ahead,  call  todayl 

1-800-531-1122 


Self -Therapy  for 
the  Stutterer 

The  192-page  book  explains  how  stutterers 
can  help  themselves.  Ask  for  book  *1 2 and 
enclose  $3.00  for  postage  and  handling. 


Stuttering 
Foundation 
of  America 

Box  11749  • Memphis,  TN  38111-0749 


1-800-992-9392 


Staff  ft 

the  staffing  solution 
a DSI  company  ■» 

(formerly  Physicians  Unlimited) 

Physicians  Unlimited  is  proud  to  announce  that 
we  have  become  pari  of  the  DSI  family  of 
companies  and  will  now  be  known  as  DSI  Staff 
Rx.  Though  our  name  has  changed  we  maintain 
our  commitment  to  being  the  service  leader  in 
the  Locum  Tenens  Staffing. 

DSI,  a publicly  traded  company,  adds  its  consid- 
erable resources  to  the  Locum  Tenens  Staffing 
industry.  In  addition  to  temporary  physician  staff- 
ing we  now  offer  the  following  services: 

• Temporary  staffing  and  permanent 
placement  in  the  following  areas: 

- Radiological  and  Medical 
Technologists 

- Nursing 

- Physicians  Assistants 

• Professional  Employer  Organization 
Staffing: 

- Human  Resource  Management 

- Payroll  Processing 

- Personnel  Administration 
• Benefits  Administration 

Call  DSI  Staff  Rx  today  and  see  what  our  staff- 
ing experts  can  do  for  you! 

DSI  Staff  Rx 

2 Northpoint  Drive,  Suite  110 
Houston,  TX  77060 
(713)405-4300  FAX:  (713)  405-4391 
(800)  600-0374 

Equal  Opportunity  Employer 


Nephrology 

DALLAS/FORT  WORTH  AREA:  An  exceptional  career 
opportunity  to  join  a dynamic  nephrology  group  in  a thriv- 
ing community  Tremendous  potential  for  personal  and 
financial  satisfaction;  attractive  call  schedule.  Enjoy  all  the 
amenities  of  the  two  exciting  cities,  while  maintaining  the 
flavor  of  a smaller  community.  Call  1-800-556-2718  or 
send  a CV  to  Quest  HealthCare,  17610  Midway  Road, 
Suite  134-109,  Dallas,  Texas  75287.  Fax:  214-250-9354. 


Ob/Gyn 

AUSTIN, TEXAS  - BC/BE  OB/GYNs  needed  for  growing, 
established  practice.  Call  1:4  (or  better).  1 hospital,  subspe- 
cialty back-up,  patient-focused,  congenial  colleagues.  Salary, 
bonus,  benefits.  Priority  consideration  will  be  given  to  candi- 
dates able  to  relocate  within  2-6  months.  Call  or  send  C.V. 
with  cover  to  Jane  Vogt,  1-800-546-0954,  222  S.  Central 
Ave.,  Ste.  700,  St.  Louis,  MO  63105.  FAX:  314-726-3009. 


Occupational  Medicine 

DALLAS,  TEXAS.  Physician  needed  for  a rehab/medical 
office.  Low  stress,  office  only.  No  nights  or  holidays.  Regu- 
lar office  hours.  Please  send  C.V.  to  PO.  Box  35327,  Dal- 
las, TX  75235.  Attention:  Cindy  Burleson. 

Pediatrics 

TEXAS  - BC/BE  pediatric  subspecialist  needed  for  expan- 
sion of  pediatric  program  with  approved  residency.  Quali- 
fied persons  needed  in  nephrology,  ambulatory  pediatrics, 
and  hematology/oncology.  Driscoll  Childrens  Hospital  is  a 
private  tertiary  care  teaching  facility.  Send  CV  to:  Don  P. 
Wilson,  MD,  Director  of  Medical  Education,  PO  Box 
6530,  Corpus  Christi,  TX  78466-6530.  Driscoll  is  an 
AA/EO  Employer. 

AUSTIN,  TX  - BC/BE  pediatrician  needed  for  busy, 
established  practice.  Call  1:3.  Salary,  plus  bonus,  leading 
to  partnership.  Call  or  send  C.V.  with  cover  to  Jane  Vogt, 
1-800-546-0954,  practice  I.D.  #3691,  222  S.  Central 
Ave.,  Ste.  700,  St.  Louis,  MO  63105.  FAX:  314-726-3009. 

HOUSTON  -BILINGUAL  IN  SPANISH.  Suburban 
location.  Salary  plus  benefits.  Partnership  or  expense  shar- 
ing available.  Contact  Practice  Dynamics,  1 1222  Rich- 
mond, Suite  125,  Houston,  TX  77082;  800-933-0911  or 
713-531-0911. 

AUSTIN, TX  - BC/BE  pediatricians  needed  for  rapidly 
expanding  primary  care  network.  Physician-directed 
and  managed.  Call  1:4  or  better.  Salary,  bonus,  benefits. 
Priority  consideration  given  tocandidates  able  to  relo- 
cate in  2-6  months.  Call  or  send  CV  with  cover  to  Jane 
Vogt,  1-800-765-3055,  222  S.  Central,  Ste.  700,  St. 
Louis,  MO  63105.  FAX:  314-726-3009. 


Pediatricians  needed. 

Up  to  $115,000,  excellent  benefits, 
signing  bonuses  at  some  sites. 
Opportunities  throughout  Texas  and 
nationally.  Job  #M124PAF 

Call  Mary  Latter  800-520-2028! 


THE  BEST  PEDIATRIC  JOB  IN  TEXAS, 

Best  access  to  metro-Austir.,  Best 
income  potential,  SS  group,  1 A call, 
800  newborns/year,  Best  hospital 
support.  Best  call  Mary  Latter  today  - 
800-520-2028.  Job  #M139PAF 
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Radiology 

radiology  services 
TO  RURAL  HOSPITALS 


RADIOLOGY 


1-800-523-9955 

Other  Opportunities 

DALLAS  MEDICAL  ASSOCIATES,  P.A.  is  seeking  a 
Neurologist,  Orthopedist  and/or  Physiatrist  for  an  office- 
based  practice.  No  hospital  or  on-call  responsibilities. 
Competitive  compensation  with  opportunity  for  rapid 
advancement.  Paid  malpractice,  vacation  and  personal 
time.  Call  W.  Max  Frankum,  MD,  Medical  Director  at 
(214)  484-8008. 

TEXAS  AND  THROUGHOUT  THE  SUNBELT:  Fam- 
ily Practice,  Internal  Medicine,  Oncology,  Cardiology,  Pedi- 
atrics, Occupational  Medicine,  OB/GYN,  Neurosurgery, 
Urology,  Ophthalmology.  Excellent  packages;  income  guar- 
antees. Metropolitan  and  smaller  communities.  Call  Quest 
Healthcare,  1-800-556-2718;  or  fax  a CV,  214-250-9354. 


Other  Opportunities 


CLINICAL  CANCER  PREVENTION: 
MEDICAL  DIRECTOR/ASSOCIATE 
OR  ASSISTANT  PROFESSOR 

The  University  of  Texas  M.D.  Anderson  Cancer  Center  seeks  an 
individual  to  serve  as  Medical  Director,  Department  of  Clinical 
Cancer  Prevention,  which  includes  basic  science,  clinical  research, 
client  service,  professional  education  and  community  intervention 
programs  in  primary  prevention  and  risk  reduction.  The  qualified 
candidate  should  have  at  least  two  years  post  residency  experience  in 
delivery  of  healthcare  in  an  ambulatory  clinic  setting  in  such  areas  as 
family  practice  or  preventive  medicine.  A research  interest  in  cancer 
prevention  in  both  normal  and  high-risk  asymptomatic  populations  is 
highly  desirable.  A proven  ability  to  provide  medical  leadership  and 
oversee  administration  and  operations  in  an  ambulatory  clinic  setting 
is  required.  An  earned  medical  degree  and  board  certification  in  inter- 
nal medicine  or  family  practice  is  mandatory.  Women  or  minority 
candidates  are  encouraged.  M.D.  Anderson  is  an  Equal 
Opportunity/Affirmative  Action  Employer.  Smoke-free  environment. 
Letter  of  interest  and  curriculum  vitae  should  be  sent  to:  Dr.  Bernard 
Levin,  Vice  President  for  Cancer  Prevention,  The  University  of  Texas 
M.D.  Anderson  Cancer  Center,  1515  Holcombe  Boulevard,  Box  203, 
Houston,  Texas  77030. 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  1-800-284-4560  /Houston  713-493-2797 


Or  send  CV  to: 

PO  Box  42314 
Houston,  TX  77242-23  14 
FAX  71  3-493-2234 


Reuben 
B ronstein 

& Associates 


EXCELLENT  OPPORTUNITIES  available  for  BE/BC 
Physicians,  full  range  of  community  settings  and  practice 
opportunities.  For  more  information,  call  Medical  Advisory 
Group  Inc.  (713)  328-4207  or  send  CV  to  Medical  Advi- 
sory Group  Inc.,  6942  FM  1960  E-150,  Humble,  TX 
77346. 
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DEADLINES 
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DEADLINE 

February  1996 

December  28, 1995 

March  1996 

February  1, 1996 

April  1 996 

March  1, 1996 

May  1996 

April  1, 1996 
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Other  Opportunities 


MEDICAL  DIRECTOR 


The  City  of  Austin,  Health  and 
Human  Services  Department, 
Primary  Care  Division,  has  a 
full-time  position  available  for 
Medical  Director  of  its  Northeast 
Health  District.  This  physician  will 
be  responsible  for  directing  and 
delivering  healthcare  to  the 
under-served  population  of  Austin 
and  Travis  County. 

Prefer  previous  administrative/lead- 
ership experience,  and  2 years  clini- 
cal experience.  Must  have  completed 
a three  year  residency  program  in 
either  FP  or  IM  and  be  either  Board 
Certified  or  Eligible.  Excellent 
salary  and  benefits,  including  12 
vacation  days/year,  11  holidays/year, 
medical  liability,  membership  in 
TMA/Travis  County  Medical  Society 
and  CME  time  and  allowance. 


Contact:  Philip  Brown 
Health  and  Human  Services 
Department 
2100  E.  St.  Elmo 
Austin,  TX  78744 
(512)  707-3288 
(800)  299-0265 
(512)  707-5403  FAX 
EOE/M/F/D 


WANTED:  Family  Practitioner  or  Physiatrist  - San  Angelo, 
TX.  4 - day  weeks;  no  weekends  or  after  hours.  See  our 
display  ad  under  Family/General  Practice  for  application 
information. 


EXCITING  PHYSICIAN 
OPPORTUNITIES  AVAILABLE 


We  are  seeking  Board  Certified  or  Board 
Eligible  Family  Practice,  Internal 
Medicine,  and  Pediatric  Physicians  to 

join  our  team  in  San  Antonio.  San 
Antonio,  one  of  the  nation’s  10  largest 
cities,  has  a wide  variety  of  benefits  to 
offer:  warm  climate,  friendly  people, 
numerous  theme  parks,  beautiful  lakes 
and  hill  country  within  minutes  from  met- 
ropolitan area;  all  the  advantages  of  a 
large  city  but  with  a small  town  atmos- 
phere. We  offer  the  opportunity  for  you 
to  practice  medicine  while  we  take  care 
of  the  administrative  hassles.  We  provide 
the  setting,  employees,  and  equipment.  If 
you  have  previous  experience  in  Primary 
Care/Preventive  Medicine  setting  and 
would  like  a schedule  that  includes  mini- 
mal nights,  weekends  or  holidays,  an 
excellent  salary  and  strong  benefits  pack- 
age, please  fax  your  curriculum  vitae  to 
ATTN:  Wally  Rich,  Physician  Recruiter 
(210)  617-1940  or  mail  C.V.  to:  Humana 
Health  Care  Plans,  Suite  370,  8431 
Fredericksburg  Road,  San  Antonio,  Texas 
78229.  We  hope  to  hear  from  you  soon. 

For  Sale  or  Lease 

Equipment 

ENT  MEDICAL  & OFFICE  EQUIPMENT  AVAIL- 
ABLE. Single  practice.  40%  current  price.  SMR  cabinets 
and  chairs,  microscope,  audiometer  &C  booth,  typewriters, 
copier,  filing  cabinets,  etc.  Leave  message.  (713)  482-6330. 

FOR  SALE:  MEDICAL  GRAPHICS  CAD/NET  1070 

automated,  computerized,  PF  analyzer,  cost  38K,  ‘86- 
under  maintenance  contract.  Best  offer.  (915)  695-4421 
(10-12/2-5  CST). 

GENERAL  PURPOSE  MEDICAL  X-RAY  UNIT.  Used 
in  family  practice  for  5 years.  General  Electric  used  for  gen- 
eral bone  work  and  chest  films.  Includes  complete  x-ray 
system  with  table,  Kodak  film  processor,  and  all  accessories. 
$8,000,  with  6 month  warranty.  Call  (713)981-5211  or 
(713)  981-5262. 


Office  Space 

DALLAS:  Newly  built  medical  office  space.  2400  square  feet, 
which  can  be  subdivided.  Located  at  the  intersection  of  1-30 
and  Beltline.  $5/sq.  ft.  Contact  Dr.  Zeb  (903)  455-5654. 

Practices  For  Sale 

RETIRING  OTOLARYNGOLOGIST  offers  practice 
with  completely  furnished  and  equipped  office  on  southern 
Gulf  Coast.  Inquire  via  fax:  (210)  546-2092. 

PEDIATRIC  PRACTICE  for  immediate  sale  in  North 
Dallas  area:  Established  40  years  -grossing  $250,000  a year. 
Extremely  liberal  terms  due  to  retirement.  Contact  Joyce  @ 
(214)  404-0534. 

Real  Estate 

FINEST  waterfront  homesites  on  Toledo  Bend.  TX  FM  276 
off  State  Hwy  87,  _ acre  & larger  lots.  Paved  Streets  & utilities 
except  septic.  Minimum  100’  on  water.  Financing  available. 
Cartwright  Real  Estate  1-800-505-2367  or  409-637-7373. 


FOR  SALE,  approx.  215  acres  of  land  with 
5 ponds,  woods  and  pastureland.  Excellent  for 
subdivision,  ranch,  tree  farm,  poultry  operation 
or  gome  preserve.  In  East  Texas,  near  Center, 
bordering  the  Center  Municipal  Airport.  Tel. 
(713)488-7052,  Fax  (713)  486-4407. 


Business  and  Financial  Services 


Workers’  Comp  Solutions 
for  Medical  Professionals 


Software:  Workers’  Comp  Solutions  (WCS)  is  a 
powerful  windows  based  package  that  produces 
all  the  TWCC  medical  reports  using  on-screen 
forms  (TWCC  6 l’s,  63 ’s,  64’s,  69’s,  and  70’s.) 

Other  Features: 


• Patient  Tracking 

• Management 
Analysis  Reports 

» 800#  Software 
Support 

» TWCC  Approved 
Forms 


•On-Line  Help 
» Patient  Summary 
Reports 
» Windows 
Environment 
• All  Printers 
Compatible 


For  more  information,  call  P.I.S.  for  a free  brochure: 


(800)  747-7135 
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Business  and  Financial  Services 


Ambulatory  Surgical 
Center  Consultants 


Team  of  physician,  architect  and  medical 
consultant  will  help  you  develop  your  own 
Medicare  approved  Ambulatory  Surgical  or 
Specialty  Facility.  Contact  Connie  Burk  @ 
(817)  338-4637  or  write  420  S.  Henderson, 
Ft.  Worth,  TX  76104. 


LAW  OFFICES  OF 
ROBERT  V.  WEST,  M.D. 
ATTORNEY  AT  LAW 

1250  N.E.  LOOP  410,  #805 
SAN  ANTONIO,  TEXAS  78209 
(210)  828-4218 
FAX  (210)  822-5557 

910  LAVACA 
AUSTIN,  TEXAS  78701 
(512) 479-1399 
(800) 999-9177 
FAX  (512)  478-7731 


CDS  MEDICAL  APPRAISAL 

PRACTICES  EQUIPMENT 

REAL  ESTATE 

Serving  Texas  and  Surrounding  States 

ROBERTA.  DUNPHY,  MAI-SRA 
9225  KATY  FRWY,  #322 
HOUSTON,  TEXAS  77024-1510 
(71 3)  465-8866  FAX:  (71 3)  465-6975 


Advertising  Rates  & Data  - Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos, 
and  borders  may  be  used  in  display  classified  ads.  Discounts 
are  available  for  display  classified  ads  5 inches  and  larger. 

TMA  members  receive  a 10%  discount  for  advertising  with 
Texas  Medicine.  Ad  box  numbers  can  be  substituted  for  for- 
mal addresses  upon  request  at  no  extra  cost.  Name  and 
address  of  ad  box  number  listings  cannot  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  advertising 
office  will  not  contact  ad  box  number  holders  except  by  mail. 
Federal  laws  prohibit  references  to  race,  color,  religion,  sex, 
national  origin,  or  age  unless  bona  fide  occupational  qualifi- 
cations. Copy  deadline  is  the  1st  of  the  month  (or  the  closest 
business  day)  preceding  publication.  Send  copy  to  Denise 
Kotson,  Assistant  Advertising  Manager,  Texas  Medicine,  401 
West  1 5th,  Austin,  Texas  78701 . 
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Publication  of  an  advertisement  in  Texas  Medicine  is  not  to 
be  considered  an  endorsement  or  approval  by  the  Texas 
Medical  Association  of  the  product  or  service  involved. 


' UNLIMITED 


Tolls  add  up  on 
the  information 
superhighway. 

Get  unlimited  access 
for  a limited  cost. 

Texas  Medical  Association  members 
can  get  unlimited  online  access  to 
National  Library  of  Medicine 
databases,  including  Medline,  for  an 
annual  fee  of  $200.  The  flat  rate 
means  significant  savings  if  you  travel 
the  information  superhighway  more 
than  one  hour  a month  searching  the 
biomedical  literature. 

In  addition  to  unlimited  online 
access  for  one  year,  you  receive: 

■ User-friendly  Grateful  Med 
software  to  help  map  out  your 
searches  and  speed  you  on 
your  way. 

■ The  newsletter  Gratefully  Yours 
to  point  out  the  best  short  cuts 
and  guideposts. 

■ Access  to  Loansome  Doc  service 
that  allows  you  to  request  copies 
of  the  articles  you  locate. 

Get  more  mileage  out  of  your  comput- 
erized searches.  Take  the  direct  route 
to  saving  time  and  money  when  you 
venture  online.  Call  (800)  880-1300, 
Ext.  1552,  for  more  information  about 
unlimited  access  for  a limited  cost  or 
Grateful  Med. 


Tfex 

Ik 


TexasMedical 

Association 
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Educational  Opportunities 


ULTRASOUND  EDUCATION,  Category  I CME:  Spe 
cialties  of  OB/GYN,  Urology,  Family  Practice,  Emergency 
Medicine,  Endocrinology,  and  Abdominal.  Contract 
courses  can  be  brought  to  your  location,  minimum  enroll- 
ment required.  Call  1-800-239-1361  for  more  information 
and/or  a free  catalogue.  Advanced  Health  Education  Cen- 
ter, 8502  Tybor  Street,  Houston,  TX  77074. 

The  Texas  Society  of  Plastic  Surgeons  2nd  Annual 
Interim  Scientific  Meeting  in  the  Cayman  Islands,  Jan.  19  - 
21st.  A total  of  10  hours  of  CME  is  available.  For  registra- 
tion information,  please  call  Lisa  Jackson  at  (800)  880-1300, 
ext.  1511  or  (512)  370-1511. 


Clinical  Innovations 
in  OB/GYN  ULTRASOUND 

January  19  & 20  1996 
San  Francisco,  CA  and 
April  19  & 20  1996 
Chicago,  1L 

Sponsored  by:  The  College  of 
Physicians  & Surgeons  of  Columbia 
University,  New  York  City 
Basic  Gynecologic  Ultrasound, 
Advanced  OB  Ultrasound, 

Live  Scanning  Demonstrations, 
Hands-On  Scanning  Sessions 
15  Hours  Category  1 Credit 
For  Information:  A.J.  Boehme,  CMP 
Meetings  & Management  Techniques 
62  East  Valley  Stream  Boulevard 
Valley  Stream,  NY  11580 
(800)  401-3689;  FAX:  (516)  872-6397 


EARN  CME  CREDIT 
CLOSE  TO  HOME!! 

American  Academy  of  Pediatrics 
New  Directions  in  Pediatrics 
February  1-3,  1996 
San  Antonio,  Texas 

Nationally  prominent  faculty. 

19  Category  1 credit  hours. 

For  information,  call  toll-free 
(800)  433-9016,  ext  6796  or  7657. 

TX96 — TMad 


rQLl-EGE  Or 


Baylor  College  of  Medicine  presents 

ADVANCES  IN  FAMILY  MEDICINE 

January  19-21 , 1996 
Sheraton  Astrodome  Hotel,  Houston 


'V*EDUCATlC**‘ 


• Behavioral  Health 
Practice  Management  < 


• Geriatrics  • ID 
1 Common  Ambulatory  Problems 


WORKSHOPS:  Podiatry,  Pain  Management,  Sports  Injuries, 

Suturing,  EKG  Interpretation,  Provider  Burnout,  ACLS 

For  further  information,  please  contact  the  Baylor  CME  Department  at  (713)  798-6020. 


23RD  ANNUAL  CRITICAL  CARE  MEDICINE  COURSE 

March  2-7,  1996 
Marriott  Hotel 
Oklahoma  City,  Oklahoma 

Guest  Lecturers: 

R.  Phillip  Dellinger,  M.D.  - Pulmonary  Disease/Emergency  Medicine 

University  of  Missouri-Columbia 

L.  David  Hillis,  M.D.  - Internal  Medicine/Cardiology 

University  of  Texas  Southwestern  Medical  Center 

Richard  S.  Irwin,  M.D.  - Pulmonary  Disease/Critical  Care  Medicine 

University  of  Massachusetts  Medical  Center 

Michael  G.  Rinaldi,  Ph.D.  - Pathology,  Medicine  & Clinical  Laboratory  Science 

University  of  Texas  Health  Science  Center  @ San  Antonio 

Richard  H.  Sterns,  M.D.  - Internal  Medicine/Nephrology 

University  of  Rochester  School  of  Medicine 

Program  Directors: 

Paul  V.  Carlile,  M.D.  and  Martin  H.  Welch,  M.D. 


Contact:  Ms.  Dora  Lee  Smith 
Course  Coordinator 
3SP  400  - P.O.  Box  26901 
Oklahoma  City,  OK  73190 
Tele:  (405)  271-5904 
Fax:  (405)  271-5892 


SCIENCES  CENTER 


Sponsored  by:  Department  of  Medicine 
College  of  Medicine 
The  University  of  Oklahoma 
Health  Sciences  Center 
and 

Veterans  Affairs  Medical  Center 

In  Conjunction  With:  Irwin  H.  Brown  Dept,  of 
Continuing  Education 

Accreditation:  AMA,  AAFP,  AO  A,  ACEP 
(48  Hours) 
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CME  Travel/Ski  Programs 


18th  Annual 

INFECTIOUS  DISEASES 
IN  CLINICAL  PRACTICE 

January  28-February  2,  1996  Vail,  Colorado 

21  Category  1 AMA  credit  hours,  21  CEU’s  ACPE 

1 1th  Annual 

PRIMARY  CARE  MEDICINE: 
CONCEPTS  & CONTROVERSIES 

February  18-23,  1996  Snowmass,  Colorado 

20  Category  1 AMA  credit  hours. 

Sponsored  by  the  University  of  California  School  of  Medicine 
at  San  Francisco  Office  of  Continuing  Medical  Education. 

For  complete  brochures  on  these  programs  contact: 
UCSF  Postgraduate  Programs 
415/476-5208  or  fax  415/476-3542 


Department  of  Medicine 

University  of  California 

San  Francisco  School  of  Medicine 


Risk  Management  CME  Home  Study  Courses 


Topics  include: 

s Risky  office  practice  patterns 
s Handling  difficult  patients 
s Defensible  documentation 
^ Managed  care  liabilities 

s Handling  litigation 

Multidisciplinary  courses  available  in  6 or 
15  credit  hour  versions. 

Also  now  available:  RiskAware  for 
Pediatricians  (5  credit  hours). 


Sponsored  by 

Mecfep 


For  course  brochures  contact: 

Chris  Launey 

Medical  Risk  Management,  Inc. 
2500  CityWest  Boulevard,  Suite  225 
Houston,  Texas  77042 
Phone  (800)  Med-Risk 
Fax  (713)  789-3337 


When  You 
WintIt 


THE 

1995-96 


Medical-Legal 

UPDATE 

HIV/AIDS  & Other  Clinical  Topics, 
Medical  Malpractice, 

Risk  Management  & Healthcare  Law 

■ ■■■■■ 

Presented  Weekly  In 

26 

Sun  & Ski  Destinations 


Also... 

COMPUTERS  IN 
MEDICINE  1995-96 


THE  1995-96  PRIMARY 
. CARE  UPDATE * 


Offered  Weekly  In... 

VAIL,  SNOWMASS  & WHISTLER,  BC 


American  Educational  Institute,  Inc. 

1 800  354-3507 
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RABIES  SYMPOSIUM 

for  DVMs,  MDs,  RNs,  & 
Veterinary  Technicians 
December  16-17, 1995 
Stouffer  Renaissance  Austin  Hotel 
Austin,  Texas 

For  more  information:  Office  of  Veterinary 
Continuing  Education 
College  of  Veterinary  Medicine 
Texas  A&M  University 
College  Station,  TX  77843-4470 
Phone:  (409)  845-9102 
Fax  (409)  862-2832 


Tnp  to 

jnAid 

International  Health 
Committee  of  the  Bexar  County 
Medical  Society  is  organizing  an 
educational  medical  mission  to 
India,  and  invites  you  to  be  a part 
of  this  fantastic  experience!! 

The  trip  is  scheduled  for  January  17 
through  February  3.  The  group  will 
participate  in  four  continuing  medical 
education  courses  in  Bombay, 
Bangalore,  Madras,  and  Delhi. 

We  will  also  visit  the  Taj  Mahal  in 
Agra,  the  exotic  city  of  Jaipur, 
Singapore,  Bombay,  Mysore, 
Madras,  and  other  important  sites. 

For  more  information, 
please  contact  Lili  Thrailkill  at 

(210)  734-6691. 


CME  IN  THE  ROCKIES 


MEDICAL  DISORDERS  DURING 
PREGNANCY  January  25-27,  1996 
Breckenridge,  CO 

CRASH  96  - COLORADO  REVIEW 
OF  ANESTHESIA  March  1-8,  1996 
Vail,  CO 

RECONSTRUCTIVE  SURGERY  OF 
THE  HIP  AND  KNEE 

March  17-22,  1996  Aspen, CO 

Sponsored  by  the  University  of 
Colorado  School  of  Medicine.  Category 
1 AMA  credit  offered. 

Information:  J.  Bauer,  Office  of 
Continuing  Medical  Education, 
University  of  Colorado  School  of 
Medicine,  4200  East  9th  Avenue,  Box 
C295,  Denver,  CO  80262,  1-800-882-9153, 
303-372-9050,  FAX:  303-372-9065. 


TAFP  - ALAMO  CHAPTER 
20th  ANNUAL  MID  WINTER  SEMINAR 

February  16-18,  1996 
Hyatt  Regency  Hotel  on  the  Riverwalk 
San  Antonio,  Texas 

1 8 prescribed  CME  hours  approved  by  AAFP. 
Tex-Mex  Fiesta,  luncheon,  Continental 
Breakfast,  Prize  Drawings,  Spouse's  Program. 
For  topics  & other  Inquiries:  Sharon  A.  Boecker 
(M-F,  9 am  - 3 pm)  @ (210)  822-5266. 
LIMITED  SPACE  - REGISTER  EARLY!! 


The  Texas  Society  of  Pathology  is  celebrating  its  dia- 
mond jubilee  in  1996!  Annual  meeting  will  be  held  Feb.  1- 
4,  1996  at  the  Westin  Galleria  Hotel  in  Dallas.  CME  credit 
available.  For  more  information  or  to  register,  please  call 
Angie  Sais  at  (800)  880-1300,  ext.  1510  or  (512)  370-1510. 


AMERICAN  ASSOCIATION  ON  MENTAL 
RETARDATION  120TH  ANNUAL  MEETING: 

May  28  - June  1,  1996,  San  Antonio,  Texas.  Over  400 
presentations  on  such  topics  as  managed  care,  dual  diag- 
nosis, depression,  life  sustaining  treatment,  telemedicine 
consultations,  interdisciplinary  seizure  clinic,  psy- 
chotropic medication,  clinical  pharmacy  services,  Down 
Syndrome,  medicine,  nursing,  nutrition  and  dietetics, 
etc.  Call  (800)  424-3688  for  a Preliminary  Program. 


UNIVERSITY  OF  CALIFORNIA, 
SAN  DIEGO  SCHOOL  OF  MEDICINE 
AND 

AMERICAN  INSTITUTE  OF 
POSTGRADUATE  EDUCATION 

PRESENTS 

"Sports  Medicine" 

January  20-27,  1996 
Kona,  Hawaii 

"Update:  Controversies  in 
Emergency  & Primary  Care" 
February  10-17,  1996 
Snowbird,  Utah 
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BackTalk 


Oiifslion 


Do  you  think  a higher  power 
has  ever  affected  a patient’s  outcome? 


higher  power  is  definitely  at  work.  I am  a great 
believer  in  mind  over  matter.  If  the  patients  take 
an  active  role,  and  can  feel  like  they  have  more  input  and  con- 
trol over  their  conditions,  the  outcomes  are  always  positive.” 


Ccnstantine  A.  Kotsanis,  MD,  48 

otolaryngology \ Grapevine 

££^^Very  much  so.  I try  to  tread  waters  gently  at  first 
when  I bring  up  religion,  hut  it  plays  a major 
role  in  everyone’s  recovery.  My  therapeutic  failures  are 
mostly  the  ones  who  do  not  believe  in  a higher  power.” 

Erlinda  E.  Belvis,  MD,  53 

psychiatry,  San  Antonio 

££^^es.  We  live  immersed  in  a network  of  higher 
■ powers  beyond  our  imagination  — so  much  so 
that  we  fail  to  see  them  because  we  take  them  for  granted, 
like  gravity,  sunshine,  breathing,  and  healing.” 

Roy  S.  Kiser,  Jr,  MD,  57 

pain  medicine,  Dallas 

4L  ^^^es.  ^ t00  °ften  we  k°rge,:  that  healing  is  a ‘mir- 
J acle.’  We  can  modulate  it  somewhat,  but  we 
cannot  create  it  where  it  does  not  already  exist.  Science  also 
can’t  create  life  or  prevent  death.” 

Brian  F.  Humphreys,  MD,  42 

otolaryngology,  San  Angelo 

he  unexplained  resolution  of  certain  unbeatable 
I conditions  merits  at  least  the  consideration  of  a 
higher  power  affecting  human  behavior  and  disease.” 

R.  Robert  Ippolito,  MD,  50 

plastic  surgery,  Dallas 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians'  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone.  We  welcome  suggestions  for  fiitu re  topics. 
Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX  78701,  or  fax  them  to 
(512)  370-1632. 


he  hand  of  God  is  on  every  patient’s  outcome. 
I God  has  given  physicians  the  power  to  heal; 
therefore,  whenever  one  of  us  intervenes,  it  is  the  power  of 
God  and  our  God-given  talent  that  affects  the  outcome  — 
good  or  bad  as  the  case  may  be.” 


Valen  J.  Radimecky,  MD,  38 

pediatrics,  Coppell 

believe  that  medical  science  is  a gift  from  God. 
The  skill  of  any  doctor  is  a blessing  that  God  has 
given.  Medicine  and  doctors  heal  only  through  the  grace  of 
God,  or  should  I say  God  heals  by  His  grace  through  med- 
icine and  doctors.” 

Ronald  W.  Jones,  DO,  47 

family  practice,  Royse  City 

ime  after  time  I have  been  amazed  by  the  inex- 
^ I plicable.  Why  do  the  hopeless  have  hope  and 
how  do  they  seemingly  defy  the  logical  so  often?  Certainly 
there  is  a higher  power  than  the  purely  scientific  force.” 

Natalie Tolbert-Bornstein,  MD,  42 

internal  medicine,  El  Paso 

£ £ ■ ’ve  been  amazed  by  patients  with  severe  brain  or 
I spinal  cord  injuries  who  manage  to  avoid  paralysis 
or  severe  disability.  Why  they  recover  when  others  don’t 
can’t  be  explained  scientifically.  In  accepting  that  there  are 
other  forces  outside  of  medicine  at  work,  I’ve  learned  the 
importance  of  never  taking  away  a patient’s  hope.” 

Charlotte  Hoehne  Smith,  MD,  35 

physical  medicine  and  rehabilitation,  Austin 

course  this  happens  daily.  I am  unable  to 
explain  it  scientifically,  but  I see  it  often.” 

Jeffrey  R.  Stoltenberg, r 

general  surgery,  Brenham  2?05R 
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